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PREFACE. 

I  WAS  greatly  pleased  when  Mr.  Rutherford  Morison  told  UK-  tint 
Iu-  had  decided  to  aeeede  to  a  request  made  to  him  by  distin- 
guished surgical  friends  that  he  should  publish  a  collection  of  his 
scattered  papers  on  surgical  subjects.  Though  acquainted  with  a  I 
number  of  these  papers,  I  was,  as  I  believe  lie  was  himself,  surprised 
that  they  amounted  to  so  many,  for  he  had  not  been  by  any  means  a 
voluminous  writer.  Now  that  these  papers  are  brought  together,  the 
wisdom  of  his  friends  is  evident,  for  the  collection  makes  accessible  a 
mine  of  information  and  surgical  acumen  which  will,  I  have  little 
doubt,  be  hailed  with  satisfaction  by  the  surgical  world,  and  will  also 
be  appreciated  as  a  book  of  ready  reference  by  physicians,  who  are 
often  the  first  to  be  consulted  on  account  of  some  illness  in  which 
abdominal  symptoms  are  prominent. 

The  reader  should  bear  in  mind  that  these  articles'  are  not  a 
selection,  but  are  practically  all  that  was  written  in  the  form  of  papers 
and  communications  to  societies.  The  writer  records  not  only  his 
successes,  but  also  many  of  his  failures,  which,  with  characteristic 
generosity,  he  has  related  for  the  guidance  of  others.  Moreover,  they 
illustrate  the  teaching  of  an  apostle  of  the  antiseptic  treatment,  who 
had  studied  under  the  immortal  Lister  when  he  was  evolving  his 
theories  which  were  to  revolutionize  surgery,  and  to  have  such  far- 
reaching  effect  upon  the  comprehension  of  the  nature  of  diseases  that 
come  within  the  sphere  of  the  physician,  and  upon  the  methods  of 
dealing  with  them. 

For  the  "  piping  times  of  peace  "  aseptic  surgery  has  proved 
sufficient  for  most  purposes,  but  the  conditions  of  war  have  brought  us 
back  to  sterner  methods  in  Surgery,  as  in  many  other  things,  and  we 
now  see  that  if  the  best  chance  of  recovery  from  wounds  is  to  be  iriven 
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to  ..HI-  M>ldiers.  a  return  lo  the  principles  of  Lister,  with,  perhaps,  some 
improved  methods,  will  have  to  be  encouraged;  and  it  is  advisable 
that  the  principles  should  be  thoroughly  studied  by  those  who  have 
not  as  \vt  tully  comprehended  them.  These  papers  give  an  insight 
to  the  original  conception  of  the  antiseptic  methods  which  it  is  hoped 
will  pm\v  useful  and  surest ive  nt  the  present  time. 

Though  the  author  practises  general  surgery,  and,  indeed,  did 
t  surgery  whilst  still  a  general  practitioner,  and  amongst  a  popula- 
tion which  furnished  a  field  unsurpassed  for  general  surgery,  and  began 
at  n  time  when  even  to  open  the  abdomen  was  regarded  by  the  bulk 
of  the  surgeons  of  the  day  as  at  least  a  considerable  risk,  the  volume  on 
Abdominal  Surgery  is  nearly  twice'  the  size  of  that  on  General. Surgery . 

It  will  be  a.  little  difficult  for  younger  surgeons  to  remember  that 
these  papers  record  work  done  when  they  were — if  they  were  at  all- 
clothed   in   lonur  robes,  or  wearing  cock -tail  petticoats,  and  that  now, 
lud  mi  the  author's  shoulder,  it  would  be  childish  to  crow,  "  I  am 
taller  than  Daddy."     These  volumes  will  probably  throw  more  light 
upon  the  morning  of  modern  surgery  than  almost  any  book  that  can 
!'  nvd  to.  and  so  will  have  an  historic  interest  when  the  truths 
they   teach   will   have   become —as.    indeed,  many  of  them  have  long 
D      accepted  axioms. 

I  IS,  perhaps,  hardly  necessary  to  apologize  for  occasional  repe- 
tition. This  could  only  have  been  avoided  by  elaborate  editing,  and 
would  ha\<  taken  away  t  he  simplicity  of  the  book.  When  it  is  remem- 
hrred  that  the  papers  were  written  for  different  societies  and  journals, 
with  different  circulations,  repetition  was  bound  to  occur;  moreover, 

tition  is  an  absolute  necessity  if  a  truth  is  to  he  driven  home.  In 
this  year,  when  we  have  the  heiieT't  of  the  Daylight  Saving  Act  given 
to  us.  how  many  must  fed  humiliated  to  think  that  it  required  a 

•  pcau  War  and  the  example  of  other  nations  to  get  this  idea  into 
»"«•  li'-ads  o!  en  had  a  reputation  for  being  clever.  Well. 

then,  may  t  -A,th  original  ideas  he  excused  for  repeating 

'  aL'ain  flic  n  ,isolis  lor  his  belief. 
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To  have  piil  lished  llu-sc  papers  without  an  Index  would  have 
been  a  grievous  fault,  and  so  a  pretty  full  one.  I'M-  which  I  am  respon- 
sible, has  been  added,  eoiist  rneled.  as  far  as  possible,  io  make  avail- 
able to  I  he  busy  pracl  il  inner,  the  researching  surgeon,  and  even  I  he 
physician  in  doubt,  informal  ion  which  hears  upon  the  ease  in  hand. 

There  has  also  been  added  a  list  of  names  of  those  who  have  been 
mentioned  in  connection  with  surgical  work,  or  attendance  on  cases 
a  long  list — for  Mr.  Rutherford  Morison  has  been  generous  in  acknow- 
ledging the  services  of  others,  and  the  sources  from  which  he  himself 
derived  information;  and  to  those  of  us  who  know  his  fondness  for 
surgical  literature,  it  is  not  surprising  to  find  the  names  of  the  leading 
surgeons  of  our  Colonies,  of  America,  and  of  Europe. 

W.  D'OYLY  GRANGE. 
Harrogate,  1916. 
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Page  422. — Line  12  from  bottom,  for  end  of  the  twentieth  century  read  end 
of  the  nineteenth  century.  , 

Page  428. — Line  6  from  bottom,  for  Beaston  read  Beatson. 


The  comments  in  italics  appearing  throughout 
;is  loot  notes  arc'  intended  to  express  my  views  up 
t<>  the  present  date. 

R.  M. 
L916. 
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1885 

(Northumberland  and  Durham  Medical  Society:    Reported  in 
Transactions.,  November  Meeting.) 

PERFORATING    ULCER    OF    BOWEL  * 

THIS  portion  of  bowel  which  I  show  was  removed  from  a  man  fifty- 
four  years  of  age.  He  was  drunk  one  Saturday  night,  and  woke  up  at 
four  on  Sunday  morning  with  great  pain  in  his  bowels.  His  temperature, 
when  seen  shortly  afterwards,  was  normal,  and  there  was  no  vomiting.  A 
sedative  was  administered,  and  on  Monday  morning  he  was  feeling  better.  On 
Tuesday  morning  he  got  out  of  bed,  and  whilst  sitting  on  the  night  commode 
he  suddenly  expired.  At  the  post-mortem,  evidences  of  peritonitis  were 
present,  with  abundant  lymph  in  the  abdomen.  The  lining  membrane  of 
the  bowel  was  covered  with  slimy  mucus,  and  at  this  portion  of  the  gut 
which  I  hold  in  my  hand,  and  which  has  been  examined  by  Dr.  Drummond, 
a  follicular  abscess  had  formed  with  perforation. 


INTUSSUSCEPTION    OF    INTESTINE.* 

Here  is  another  piece  of  intestine,  which  I  removed  by  abdominal 
section  some  days  ago.  The  patient  was  a  young  man,  21  years  of  age. 
Ten  days  before  I  saw  him  he  had  sustained  an  accident  to  his  leg.  His 
bowels  had  been  confined  for  some  days  after  the  accident,  out  the  day 
before  I  saw  him  they  had  been  relieved,  with  slight  diarrhoea.  When  I 
saw  the  patient  he  was  very  sick,  with  constant  vomiting.  The  bowels 
were  tender  all  over,  and  resistance  was  felt  in  the  right  loin.  He  could  not 
fully  extend  his  right  leg.  I  came  to  the  conclusion  that  there  was  a  per- 
forating ulcer  of  the  vermiform  appendage,  and  determined  to  open  the 
abdomen,  wash  it  out,  and  drain  it.  I  found  a  piece  of  intussuscepted 
intestine.  I  could  not  reduce  it,  so  icmoved  it,  and  made  an  artificial  anus. 
The  intestines  were  still  very  much  swollen  after  the  operation,  and  the 
man  never  rallied,  dying  soon  after  from  shock.  The  post-mortem  showed 
nothing  further  than  the  intussusception,  which  was  so  swollen  and  con- 
gested that  when  removed  from  the  body  it  was  found  impossible  to  reduce 
it.  When  it  had  been  drained  of  blood  and  fluid,  however,  reduction  was 
easy,  as  there  was  no  attempt  at  adhesions. 


*  The    interest    of   these    cases    illustrating     the    Surgery    oj     the 
Abdomen  is  that  they  were,  at  the  dates  recorded,  very  rare. 

Al 
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1887 
A   YEAR'S    WORK    IN   ABDOMINAL    SURGERY. 

(Edinburgh  Medical  Journal,  July  and  August,  1888.) 
During  last  year  the  following  cases  of  surgical  interest  and 
requiring  operation  came  under  my  care.  In  the  hope  that  the  notes 
may  interest  some  readers  of  the  Edinburgh  Medical  Journal,  many 
..f  whom  I  have  the  privilege  of  knowing  as  friends,  I  send  them  for 
publication. 

F..r  able  assistance  and  advice  during  the  operations,  and  skilful 
cart-  in  the  after-treatment,  which  devolved  almost  entirely  on  him, 
I  have  to  thank  my  brother,  Dr.  A.  E.  Morison. 

( -VN,-.    i.— BROAD   LIGAMENT   PAPILLOMATOUS    CYST;    ENUCLEATION. 

RECOVERY. 

.1.  A..  :*9,  widow.  Husband  died  3|  years  ago,  after  twelve  years  of 
married  life.  She  had  only  had  one  child,  a  year  after  marriage  ;  14  years 

BOW,     >l if  suckled  the  child.     No  other  children  or  miscarriages.     The 

ut  was  an  active  intelligent -looking  woman  of  nervous  temperament, 
h:iir  black,  eyes  brown,  complexion  brownish  florid.  She  was  fairly  nour- 

i.  thoogfa  thinner  than  she  was.  With  the  exception  of  the  abdominal 
tumour,  all  her  organs  were  healthy.  Menstruation  had  been  regular, 
recently  profuse.  She  was  nearly  20  years  of  age  before  commencing. 

tort/. — Her  family  were  all  healthy,  and  she  had  enjoyed  good  health 
till  now.  She  had  lived  comfortably,  and  knew  of  no  cause  for  her  present 
illness.  After  the  child  was  born,  she  had  a  bad  illness  which  laid  her  up 
for  time  weeks,  apparently  an  attack  of  pelvic  inflammation.  Between 

and  nine  months  ago  she  first  noticed  the  abdomen  growing  larger,  and 
for  thr  I. ist  two  months  the  increase  had  been  rapid.  She  thought  that  the 
tumour  was  lower  down  than  it  used  to  be,  and  was  larger  some  days  than 
others.  She  had  had  no  feverish  attacks,  and  the  bowels  had  never  been 

!.  r  on  pressure.  When  she  first  noticed  the  enlargement  in  the  bowels, 
she  was  frequently  sick  and  vomited,  but  latterly  had  not  done  so.  At 
different  times  she  had  had  pain  in  the  bowels,  which  she  thought  was 
!  '  eCfJUSt  "I  the  movement  and  rumbling  in  the  belly  when 
the  pain  came  on.  For  the  last  week  she  had  had  an  attack  of  such  pain 
every  nitfht.  <  "iimieiK -inir  in  the  pelvic  region  and  extending  to  the  back, 
and  it  was  on  this  account  chiefly  she  sought  my  advice.  She  said  these 
attacks  were  so  severe  that  she  did  not  know  what  she  should  have  done  if 

ssed  off. 

action  of  the  abdomen  it  was  seen  to  be  enlarged,  rounded,  and 
prominent  in  front.     Linesc  albicantes  well  marked  in  lower  abdomen.     No 


SURGICAL     CONTRIBUTIONS— ABDOMINAL  3 

dilated  veins.  The  tumour  appeared  to  move  fairly  freely  up  and  down 
with  respiration.  The  recti  muscles  did  not  stand  out  on  exertion. 

On  iHiIfxition  the  parietes  were  thin  and  healthy.  The  abdominal 
swelling  felt  like  a  tense  cyst.  The  tumour  moved  fairly  freely  from  side 
to  side,  but  could  not  be  moved  from  the  pelvis.  An  indistinct  fluid  wave 
could  be  felt  from  side  to  side,  and  from  the  most  prominent  part  of  the 
tumour  outwardly  to  the  sides.  No  crepitus  and  no  tenderness  on  pressure. 

The  measurements  were  : — Round  umbilicus,  31 J  inches  ;  from  ensi- 
form  cartilage  to  umbilicus,  6i  inches;  from  umbilicus  to  symph.  pub., 
7  inches  ;  from  right  ant.  sup.  il.  sp.  to  umb.,  7  inches  ;  from  left  ant.  sup. 
il.  sp.  to  umb.,  8  inches. 

On  percussion  the  whole  of  the  prominent  anterior  part  was  dull.  The 
dullness  reached  from  the  pubes  below,  to  midway  between  the  umbilicus 
and  ensiform  cartilage  above.  Laterally  both  flanks  were  clear  to  a  line 
drawn  vertically  upwards  from  a  point  an  inch  behind  the  ant.  sup.  sp.  proc. 
The  upper  limit  of  dullness  moved  fully  one  inch  downwards  on  deep  inspira- 
tion. The  lumbar  regions  gave  a  clear  percussion  note.  The  liver  dullness 
was  normal,  and  there  were  no  signs  of  pressure  in  other  organs.  There 
was  no  loss  of  sensation  in  either  inguinal  region. 

P.V. — The  uterus  was  posterior  to  the  tumour.  The  cervix  had  an 
old  deep  laceration  on  each  side.  The  uterus  was  pushed  backwards  by  the 
tumour,  which  could  be  felt  pressing  down  in  front  of  it  and  occupying  the 
anterior  half  of  the  pelvis.  The  uterus  was  high  up  and  moved  with  the 
tumour.  The  vagina,  anus,  and  rectum  were  normal. 

The  front  of  the  tumour  was  punctured  with  a  hypodermic  syringe, 
and  2  drachms  of  fluid  obtained.* 

The  fluid  had  a  light  brown  chocolate  colour,  and  under  the  microscope 
showed  cells  consisting  of  a  number  of  globules  like  fat  or  mucin,  changed 
blood  corpuscles,  and  cholesterine  crystals. 

My  diagnosis  was  an  ovarian  cyst  adherent  in  the  pelvis.  Dr.  Murphy, 
of  Sunderland,  who  was  present  at  and  examined  the  patient  immediately 
before  operation,  made  the  diagnosis  of  broad  ligament  cyst,  which  was 
verified  immediately.  The  operation  was  performed  on  17th  March,  1887. 

As  soon  as  the  abdominal  cavity  was  opened,  it  was  plain  that  the  case 
was  one  of  broad  ligament  cyst.  The  layer  of  peritoneum  over  the  cyst 
was  divided,  the  cyst  separated  in  front  and  tapped.  It  was  then  carefully 
enucleated,  bleeding  vessels  being  caught  in  forceps  as  they  were  met  with. 
The  last  part  of  the  separation  of  the  cyst  was  accomplished  by  ligaturing 
and  dividing  a  broad  and  vascular  part  of  the  broad  ligament  in  the  same 
way  as  a  pedicle,  though  no  true  pedicle  existed  and  the  cyst  could  have 
been  stripped  off  throughout.  The  ovaries  could  not  be  found  without  undue 
searching,  being  buried  in  adhesions. 

The  operation  was  finished  in  the  usual  way  by  cleansing  the  peritoneal 
cavity,  ligaturing  vessels  requiring  it,  and  suturing  the  wound.  A  Dr. 
Keith's  glass  drainage  tube  was  used. 

After-progress. — On  the  fourth  day  the  drainage  tube  was  taken  out, 
as  there  was  no  further  need  for  it.  For  the  first  week  the  patient  was  as 
well  as  possible.  On  the  eighth  day  she  complained  of  pain  in  her  bowels  of 
the  same  character  as  she  had  suffered  from  before  the  operation.  Nothing 


*  The  danger  of  this  procedure  was  not  recognized  at  this  date, 
and  the  exploring  syringe  was  a  favourite  diagnostic  aid.  It  :o/.s 
specially  dangerous  in  a  papillomatous  cyst. 
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rcli«-\ed  this,  and  her  bowels  became  swollen,  tender,  and  some  sickness 
f,,ll<>\vr<I.  Her  pnlse  and  temperature,  however,  remained  normal,  but  for 
four  ila\s  IH  r  condition  caused  me  considerable  anxiety.  The  bowels  were 
thm  lively  relieved.  and  from  this  time  she  had  no  further  trouble,  and 
u.n  i  inline  on  the  seventeenth  day.  The  patient  remains  in  excellent 
berth. 

i;  MARKS.  —  On  examining  the  cyst  after  removal,  a  papillomatous 
growth  was  found  at  what  had  been  its  most  dependent  part.  Surrounding 
tins  growth  was  a  thickened  area  about  the  size  of  a  five  shilling  piece.  On 
cutting  i»t<>  this  and  examining  it  carefully,  it  was  found  to  be  made  up  of 
a  icri'  -s  of  small  separate  cysts,  springing  from  the  centre  of  each  of  which 
a  small  papillomatous  growth  could  be  seen.  It  was  evident  that  the  free 
papilloma  was  of  the  same  nature  as  these,  and  had  grown  more  freely  by 
1  nirst  ini;  through  its  cyst  wall  into  the  cavity  of  the  main  cyst. 

I  have  related  this  case  at  some  length,  as  in  thinking  over  it  I  have  felt 
great  interest  in  its  causation.  The  history  of  normal  pregnancy,  then 
sterility,  following  an  attack  of  pelvic  inflammation,  the  position  of  the  cyst, 
the  presence  of  a  papillomatous  growth  of  such  a  shape  and  appearance  as 
to  l.e  suggestive  of  possibly  altered  placenta,  will  lead  me  to  carefully 
nine  similar  cases  in  the  future  with  the  theory  of  an  arrested  extra- 
ntcrine  gestation  in  view.* 

(    \SE    2.—  MULTILOCULAR    OVARIAN    CYST    RUPTURED     IN     THE 

PERITONEUM  ;    OPERATION.     RECOVERY. 

-S.  married,  mother  of  three  children,  youngest  two  years  of  age, 
was  brought  to  me  in  April,  1887,  by  her  medical  adviser,  who  had  already 
told  her  she  had  an  ovarian  tumour. 

On  examination  we  found  all  her  organs  healthy  with  the  exception  of 
the  abdominal  tumour.  The  diagnosis  arrived  at  was  that  she  had  a  large 
ovarian  tumour  which  was  not  adherent,  but  that,  in  addition,  there  was  a 
laige  quantity  of  free  fluid  in  the  abdominal  cavity,  which  there  was  no 
history  of  rupture  or  peritonitis  to  account  for. 

operation  was  performed  at  the  patient's  own  house  in  the  country, 
flkton,  on  3rd  May,  1887.     I  was  ably  assisted  by  Drs.  Pelkington, 
Clegg,  and  Fagge,  of  Stockton. 

On  opening  the  abdomen  the  tumour  was  found  surrounded  by  a  quantity 

thick,  ovarian  fluid.     The  tumour  was  removed  in  the  usual 

i  ftnding  the  free  fluid  difficult  to  sponge  out,  I  washed  the  abdomen 

wat  .T  t  ill  it  was  thoroughly  clean.     The  operation  was  then  finished 

in  the  usual  way  without  drainage. 

AltcT-PT°*T.e**'—  por  the  first  three  days  sickness  was  a  troublesome 

NNith  this,  exception  the  patient  had  nothing  wrong.     She  was 

•P  OB  th  day,  and  went  out  for  a  short  walk  on  the  fifteenth 


llislory  °f  pain  with  collaPse,  followed  by  perito- 
given  m  cases  of  ruptured  cyst,  was  absent  here.     The 
fchgnant  one,  and  there  were  no  papillomatous  growths 
further  trouble  is  likely  to  be  experienced.     The  patient 

futcc  not  found  any  further  evidence  in  favour  of  this   sug- 
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CASE    3. — OOIMIOKKCTOMY  :     UI.MOVAI,   or   T\\n   Cv.sTi( 
OVARIES.     CUHK. 

I  was  called  to  this  patient  in  September.  I  ssr,  and  found  her  in  bed 
very  ill  as  a  result  of  uterine  haemorrhage.  (On  examining  her  I  found 
distinct  evidence  of  ovarian  disease,  and  nothing  else  to  account  for  her 
illness.)  She  had  been  married  a  year,  but  had  no  children.  The  patient 
had  recently  been  under  Dr.  Oliver's  care  in  Newcastle  Infirmary,  and  before 
deciding  on  anything  I  wrote  for  his  opinion. 

The  following  is  the  account  he  has  kindly  given  of  the  case  : — 

"  History. — She  was  admitted  under  my  care  in  the  month  of  June  last, 
1886,  blanched  and  extremely  ill,  after  a  severe  uterine  haemorrhage.  She 
was  married,  and  26  years  of  age.  From  the  age  of  15  to  20  she  enjoyed 
good  health,  but  suffered  from  pain  at  her  menstrual  periods.  When  20 
years  of  age  she  was  house-cleaning,  and  in  lifting  a  heavy  bedstead  she 
felt  something  give  way  in  her  abdomen,  accompanied  by  a  good  deal  of 
pain  and  a  feeling  of  sickness.  Up  till  now  her  menses  had  been  normal  as 
regards  time  and  quantity,  and  although  she  was  not  menstruating  at  the 
time  of  the  strain,  uterine  haemorrhage  came  on  that  night,  and  lasted  some 
days.  The  haemorrhage  now  returned  every  fortnight.  She  was  treated 
medicinally  by  Dr.  Weir,  and  for  a  time  with  success  ;  but  later  on  bleeding 
returned  every  fortnight.  A  year  and  a  half  ago  she  married,  and  this, 
instead  of  improving,  apparently  aggravated  matters.  One  uterine  haemor- 
hage  would  now  scarcely  cease  than  another  would  begin.  There  was 
extreme  anaemia,  with  loud  cardiac  murmur,  particularly  over  the  pul- 
monary artery  Per  vaginam  could  be  felt  two  large  cystic  masses  behind, 
and  slightly,  too,  on  either  side  of  the  uterus,  which  were  regarded  as  diseased 
ovaries.  I  treated  her  by  complete  rest  in  bed,  and  gave  her  from  20  to 
30  mins.  of  tinct.  hydrastis  canadensis  thrice  daily,  and  for  a  month  the 
bleeding  entirely  ceased.  She  then  menstruated,  but  normally.  After  that 
she  did  not  see  anything  in  the  shape  of  discharge  for  other  three  weeks.  The 
question  of  the  removal  of  the  ovaries  was  considered,  but  her  husband's 
absence  from  home  and  the  temporary  improvement  which  was  affected 
decided  her  to  postpone  the  decision.  Soon  after  this  the  bleeding  recom- 
menced, and  it  was  in  this  condition  she  consulted  Mr.  Morison.  A  more 
unfavourable  case  for  operation  could  scarcely  be  met  ;  but  in  my  opinion 
nothing  short  of  removal  of  the  ovaries  will  save  the  patient's  life." 

The  danger  and  results,  immediate  and  remote,  were  explained  fully 
to  the  patient  and  her  friends,  and  they  desired  that  the  necessary  operation 
should  be  performed. 

This  was  done  on  the  15th  September,  1887.  The  operation  presented 
no  unusual  difficulty.  On  both  sides  the  ovaries  were  adherent  and  cystic, 
and  in  removing  each  a  thin -walled  cyst  burst  into  the  peritoneal  cavity. 
This  necessitated  some  sponging.  No  drainage  tube  was  used.  The  wound 
was  dressed  in  the  ordinary  way. 

The  patient  was  undisturbed  by  the  operation,  and  recovered  without 
any  symptom  which  caused  the  least  anxiety.  On  the  tenth  day  she  was 
out  of  bed,  and,  except  for  a  slight  haemorrhage  on  the  second  and  third  days 
after  operation,  she  had  no  further  trouble. 

REMARKS. — The  ovaries  removed  appear  to  me  to  be  small  multilocular 
cystic  ovarian  tumours.  In  the  right  ovary  is  one  large  cyst  capable  of 
holding  about  an  ounce  of  fluid,  and  studded  over  the  walls  of  this  are 
numerous  cystic  growths  such  as  one  finds  in  ordinary  ovarian  cystomata. 
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In  the  left  ovary  similar  changes  have  occurred,  but  are  not  so  well  marked. 
It  is  m  j.imt  that  this  woman's  life  was  saved  by  oophorectomy,  and  in  such 
,  ,,.„.  HIM,  .-I,  be  no  question  as  t<»  the  necessity  lor  the  operation.  In 
fibroid  tumour,  too,  I  have  met  with  striking  success  Irom  this  operation, 
the  ha  in..rrh:iLf«-  being  completely  arrested,  and  the  tumour  gradually  dis- 
appearing :  I. ut  I  would  be  unwilling  to  remove  the  ovaries  in  any  case 
unless  I  7,. u Id  satisfy  myself  by  physical  examination  that  there  was  gross 

ist  causing  unmistakable  illness  which  could  be  assigned  to  no  other 
,  ,iust.(  :Ui(l  \%hu-li  ha. I  resisted  a  lair  trial  of  other  curative  measures.* 

May  12,  1888. — I  visited  the  patient  to-day,  and  obtained  this  account 
of  her.  She  says  she  is  perfectly  well  except  for  flushes  of  heat  and  cold, 
uhich  are  troublesome  at  times.  She  has  never  had  any  discharge  of  any 
sort  since  the  operation,  and  the  cicatrix  is  solid  and  free  from  disagreeable 
sensations.  Kvory  month  she  has  pains  in  her  back  and  abdomen  for  two 
days,  as  she  used  to  have  when  menstruating.  She  states  that  since  her 
marriage  she  has  never  had  normal  sexual  feeling,  and  that  in  this  respect 
no  alteration  has  occurred.  Sexual  connection  previous  to  the  operation 
was  very  painful,  but  since  then  has  been  unattended  by  pain.  I  think  it 
may  fairly  confidently  be  stated,  contrary  to  what  authorities  write,  that 
the  operation  does  not  destroy  or  deteriorate  the  sexual  appetite.  The 
patient  is  stouter,  and  looks  well,  though  still  somewhat  ansemic. 

CASE   4. — SUPRAPUBJC   LITHOTOMY  ON  PATIENT  IN  His 
EIGHTIETH  YEAR.     RECOVERY. 

M.  W.,  age  80  next  June.  Complained  of  a  constant  pain  in  his  bladder 
ni'l  penis,  aggravated  by  passing  water,  which  disturbed  him  so  much  at 
night  that  he  could  with  difficulty  get  any  rest. 

Hilton/. — For  many  years  he  had  had  occasional  trouble  with  his 
bladder,  which  passed  off  after  resting  and  simple  medicines,  until  this  time. 
He  had  had  six  attacks  of  rheumatic  fever,  and  had  been  always  a  nervous 
man.  On  examining  the  bladder,  it  was  found  to  contain  a  rough  calculus 
of  consi.  In-able  size.  The  urine  was  plentiful — sp.  gr.  1004,  contained  one- 
fourth  albumin,  and  a  large  quantity  of  muco-pus.  His  feet  and  legs  were 
considerably  swollen,  and  breathing  somewhat  difficult.  A  mitral  systolic 
murmur  ami  some  bronchial  rales  seemed  to  be  the  cause  of  this.  Considering 
tin-  patient's  great  age,  diseased  condition,  and  previous  history  of  recoveries 
from  similai  attacks,  I  decided  meantime  against  operation.  With  milk 
•lift,  n-.t,  and  digitalis  and  iron,  his  general  condition  improved;  but  his 
bladder  symptoms  were  not  benefited  by  sedatives  or  washing  out.  After 
itment  it  became  evident  to  every  one  that  his  only  chance  lay 
m  removing  the  stone,  which  he  had  anxiously  wished  for  as"  soon  as  he 
knew  it  was  there. 

The  operation  was  performed  on  6th  November,  188T.  Chloroform 
n  administered,  and  the  bladder  injected  with  8  oz.  of  boracic  lotion, 

*This  statement,    to-day,    would   pass    as    an    unnecessary    corn- 
Reference    to  the  gynaecological    literature    of   that  period   will 
how    contrary    it    was   to  the    accepted   practice.     Hundreds    of 
f/ien  removed  every  year  to  cure  pelvic  pains  and 
other  symptom*  of  ill- health  supposed  to   originate  from  disturbance  of 
>»*. 
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which  was  retained  by  an  assist :mt  grasping  tlie  penis.  The  rectum  was 
not  distended.  The  abdominal  Avail  over  the  bladder  was  divided  in  the 
linea  alba,  a  long  curved  staff  introduced  into  the  bladder,  and  its  point 
projected  just  above  the  pubic  bone  as  a  guide.  This  was  readily  exposed 
and  the  bladder  wall  opened,  each  side  of  the  incision  being  caught  by  artery 
forceps.  A  finger  followed  by  lithotomy  forceps  was  introduced,  and  the 
stone  easily  grasped  and  removed.  A  drainage  tube  was  left  in  the 
bladder  from  the  wound,  and  the  abdominal  incision  brought  together  by 
sutures.  The  old  gentleman  was  put  to  bed,  apparently  no  worse  for  the 
operation. 

The  same  evening  his  temperature  was  100°.  In  every  other  respect 
lie  was  well.  From  this  time  his  temperature  never  rose  above  normal. 
For  the  first  week  all  went  well.  On  the  fifth  day  he  was  out  of  bed  on  the 
sofa.  The  urine  all  escaped  by  the  open  part,  of  the  wound  and  the  tube. 
For  some  days  the  bowels  had  not  acted  well,  and  on  the  eighth  day  it  was 
found  necessary  to  clear  his  rectum  of  a  faecal  mass.  He  was  excited  by 
this,  and  the  following  night  slept  little,  wandering  at  times.  Next  day  he 
developed  delusions,  thought  his  food  was  being  poisoned,  that  his  nurse 
and  friends  were  plotting  against  his  life,  and  would  not  take  food  from 
them.  Notwithstanding  this  the  wound  steadily  progressed,  and  on  the 
twelfth  day  he  passed  some  water  per  urethram.  His  delusions  continued  ; 
but  in  a  month  the  wound  was  healed,  and  he  had  no  difficulty  with  his 
bladder.  At  the  end  of  the  fifth  week  he  was  sent  from  home  for  change 
of  air  and  scene,  and  his  mental  symptoms  soon  disappeared.  He  is  now 
happy  and  comfortable,  without  bladder  trouble  of  any  kind.* 

REMARKS. — The  stone  measures  in  its  longest  circumference  4£  inches, 
shortest  3J  inches,  and  is  of  oxalate  of  lime  coated  with  phosphates.  Its 
size  is  a  very  satisfactory  one  for  crushing,  out  my  reasons  for  selecting  the 
cutting  operation  were  that :  (1)  Less  time  would  be  required  for  the  opera- 
tion, and  less  anaesthetic  consequently  given  ;  and  (2)  That  in  passing  an 
instrument  I  found  it  generally  hitched  at  the  prostate,  which  would  have 
added  to  the  risk  of  frequent  introductions  of  the  lithotrites  and  evacuating 
catheters.  I  found  the  operation  with  the  aid  of  the  staff  point  to  cut  down 
upon  very  much  simplified.  Without  such  a  guide  the  operation  is  slower 
and  more  difficult.  Why  it  should  not  always  be  used  I  am  at  a  loss  to 
understand,  though  I  have  never  seen  it  suggested  f 

Dilatation  of  the  rectum  in  so  old  a  man  would  surely  be  unsafe. 

*  This  is  an  example  of  a  large  stone  without  serious  symptoms 
till  cystitis  developed.  Many  patients  have  had  less  trouble  than  this. 
and  in  more  than  one  of  my  cases  a  stone  has  only  been  discovered 
by  accident,  having  produced  no  symptoms  in  the  absence  of  cystitis. 
Suprapubic  lithotomy  was  at  this  date  a  very  rare  operation. 

t  The  fashion  at  this  time  was  to  distend  the  rectum  with  Garson's 
bag  to  diminish  the  risk  of  opening  the  peritoneum. 

Greater  confidence  has  made  this  unnecessary,  and  there  is  no  rixh 
of  wounding  the  peritoneum  if  the  bladder  is  well  did  ended  and  the 
muscular  fibres  of  it  are  exposed  before  the  opening  is  made.  I  prefer 
to  distend  the  bladder  AFTER  the  parietal  incision  has  been  made,  and 
to  feel  the  distending  bladder  rise  up  under  my  finger. 
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CASE   5.—  EXTRA-UTERINE   PREGNANCY  ;    ABDOMINAL    SECTION  ; 
REMOVAL    OF    FOETUS.     RECOVERY. 

Mrs.  J.,  age  28,  mother  of  five  children,  oldest  12,  youngest  3,  was  first 
teen  by  me  on  6th  December,  1887. 

History.  —  Two  years  ago  she  had  an  attack  of  inflammation  in  the 
lower  part  of  the  bowels,  which  her  medical  adviser  said  was  brought  on 

a  cold  caught  during  a  menstrual  period.  This  illness  confined  her  to 
bed  for  nearly  three  months.  From  that  time  up  to  two  months  ago  she 
had  been  well.  She  then  menstruated  normally,  but  her  next  period  was 
missed.  and  she  had  not  felt  right  since. 

Dec,  (j.  —  she  complained  of  periodic  attacks  of  pain  in  the  lower  part 
of  tin-  bowels.  so  severe  as  to  oblige  her  to  lie  on  the  sofa  or  remain  in  bed. 

Dec.  is.—  -She  had  considerable  haemorrhagic  discharge  from  the  vagina, 
and  this,  together  with  the  severe  periodic  pain  and  the  probability  of  preg- 
nancy, made  me  suspect  she  was  going  to  abort.  She  objected  to  a 

rial  examination,  so  that  it  was  not  possible  to  form  an  accurate  opinion. 

i  targe  continued  more  or  less  every  day  ;  the  pains  got  worse  ;  her  general 
health  began  to  fail  from  sickness,  loss  of  appetite,  and  pain.  It  was 
not,  however,  until  24th  December  that  she  would  allow  any  examination 
to  be  made  ;  and  then,  though  I  found  something  was  wrong,  and  had  a 
suspicion  what  it  might  be,  I  could  form  no  definite  opinion  because  of 
her  struggles  and  complaints. 

On  December  28,  I  succeeded  in  getting  her  to  take  chloroform,  and 
found,  on  making  an  examination  per  vaginam,  that  the  uterus  was 
i  -nlarged,  and  cervix  soft,  feeling  like  a  pregnant  one.  Behind  the  uterus 
was  a  tumour,  which  I  had  previously  discovered  to  be  very  tender  on 
pressure.  The  tumour  was  rounded  and  elastic,  feeling  as  if  it  contained 
lluid.  In  front  of  it  lay  the  uterus,  the  outlines  of  which  could  be 
mapped  out,  distinct  from,  but  closely  connected  with,  the  swelling, 
which  reached  midway  between  the  umbilicus  and  pubis.  The  breasts 
contained  colostrum,  and  there  was  a  well-marked  areola  round  the 
mpplr.  After  the  chloroform  she  was  very  ill  with  pain  in  the  prrecordial 
M  and  shortness  of  breath.  Nothing  could  be  found  to  account  for 
tin-,  hut  she  said  she  was  dying.  For  the  last  week  her  temperature 
had  been  variable  —  about  100°  in  the  morning,  101°  at  night. 

Dec-  29«  —  Dr«  Murphy,  of  Sunderland,  saw  her  with  me  in  consulta- 

II-  made  a  further  examination,  under  chloroform,  and  passed  a  uterine 

"pinion  confirmed  that   of  my    brother,  who   was   associated 

throughout  wi«h  me  in  the  case,  and  myself,  that  there  was  an  extra-uterine 

pregnancy. 

The  patient,  however,  was  so  ill,  we  all  agreed  that  to  operate  would 


was  arrived  at  to  wait  for  a  few  days,  and  see  if  any 
vemcn    m  h.  r  general  condition  could  be  brought  about. 

improved   after  this,   and  the  operation  was  performed  on   2nd 

Murphy  present  and  assisting. 

11  en   was  op,m-d  under  the  spray  in  the  middle  line.     The 

to  be  covered  in  front  by  adherent  omentum.     It  was 

fetel  )M  low  for  the  lower  half.     On  dividing  the  omentum, 

above,     Since  our  previous  examination  the  tumour 

"d  was  now  level  with  the  umbilicus.     On  introducing 

«faal  cavity,  I  found  the  cyst  closely  adherent  in 

ich  and   round  the  pelvic  brim,  making  it  improbable,   even 
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taking  into  consideration  its  size,  that  I  could  get  the  whole  cyst  out. 
Accordingly,  after  packing  the  abdominal  cavity  with  sponges,  I  incised 
the  front  wall  of  the  tumour.  Terrific  haemorrhage  followed,  which  I 
arrested  by  packing  the  incision  in  the  tumour  with  a  sponge.  The  credit 
ol  this  suggestion  belongs  to  Dr.  Murphy,  and  to  it  the  patient  undoubtedly 
owes  her  life.  The  sponge  was  left,  and  the  sac  round  it  carefully  sutured 
to  the  parietes,  leaving  exposed  part  of  the  sponge  wholly  outside  of  the 
abdominal  cavity.  The  operation  was  concluded  by  suturing  the  remainder 
of  the  parietal  wound,  a  drainage  tube  being  left  to  drain  the  peritoneal 
cavity.  The  patient  was  then  put  to  bed,  apparently  little  worse  for  t he- 
opera  tion. 

8  p.m. — Wound  dressed  on  account  of  slight  oozing. 

Jan.  3. — Patient  had  a  fairly  good  night  ;  no  sickness  ;  pain  less 
since  operation  ;  wound  dressed  under  spray.  The  sponge  left  in  at  time 
of  operation  was  removed,  but  free  bleeding  commenced.  The  cavity  where 
the  sponge  had  lain  was  plugged  with  gauze,  and  the  bleeding  stopped. 

Jan.  4. — Good  night  with  a  draught ;  drainage-tube  removed  ;  dressed. 

Jan.  5. — Patient  complains  of  a  good  deal  of  pain  in  abdomen  ; 
bowels  swollen  ;  no  evacuation  since  operation  ;  7$  grains  of  calomel  and 
enema  operated  satisfactorily. 

Jan.  G. — Plug  of  gauze  removed  and  renewed;  no  sign  of  bleeding; 
very  little  discharge. 

Jan.  7. — Temp.  101-8°  ;    feels  well,  however. 

Jan.  9. — Dressed.  On  removing  gauze  and  introducing  finger,  the 
cyst  could  be  distinctlv  felt  fluctuating  underneath. 

Jan.  10.— 102-8°.  " 

Jan.  11. — A  hypodermic  needle  pushed  into  sac  withdrew  fluid. 
A  director  was  passed  along  the  needle,  and  along  the  groove  in  the  director 
a  pair  of  dressing  forceps  was  pushed,  opened,  and  withdrawn.  About  a 
pint  of  blood-stained  fluid,  containing  purulent  flocculi  and  smelling  of  liquor 
amnii,  escaped,  but  no  foetus.  The  cavity  was  stuffed  with  gauze. 

Jan.  12.  —  Temp.  100-8°;  feels  well  and  comfortable;  dressed; 
gauze  plugs  removed  ;  two  large  rubber  drainage-tubes  inserted.  All  went 
well  till— 

Jan.  25.  —  In  trying  to  remove  a  portion  of  sloughing-looking 
placenta,  free  haemorrhage  occurred.  The  patient  was  put  under  chloro- 
form once  more,  and  the  whole  sac  explored  and  cleared  of  placental  and 
other  debris.  On  searching  this  a  perfect  foetus  of  2£  or  3  months  was 
discovered,  and  is  now  in  my  possession  preserved  in  spirit. 

The  patient  was  soon  able  to  get  about,  and  felt  well,  but  a  small  sinus 
continued  unhealed  for  nearly  three  months.  She  is  now  entirely  recovered. 

REMARKS. — This  is  my  second  experience  of  operating  for  extra-uterine 
pregnancy.  Dr.  Underbill  read  notes  of  the  first  case,  and  showed  the 
specimen  —  a  seven  months'  foetus  and  sac  —  before  the  Edinburgh 
Obstetrical  Society.  In  that  case,  too,  the  placenta  occupied  the  front  of 
the  sac,  fearful  haemorrhage  followed  incision  of  it,  and  the  patient  was 
only  got  into  bed  alive  by  plugging  the  sac  with  sponges  after  removal  of 
the  foetus.  With  my  present  experience  I  am  confident  that  the  patient 
would  have  got  well  if  the  same  means  had  been  adopted.  As  it  was,  she 
died  the  following  day. 

In  both  cases  I  observed  that  after  exposing  the  sac,  and  before  arriving 
at  the  foetus,  three  different  structures  had  to  be  divided  : — 

1 .  The  wall  of  the  sac — varying,  of  course,  in  its  composition  according 
to  the  age  of  the  foetus. 
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j    Placenta—  spongy,  very  vascular,  if  living,  and  in  both  my  cases 
at  least  half  :in  inch  thick. 

8.  Fu-tal  membranes—  in  both  my  cases  very  tough. 
In  tip-  MM  I  In-  sponge  was  pushed  through  an  incision  in  layer  1  (the 
sac)    I  iv  embedded  in  and  compressing  layer  2  (placenta).     Layer  3  (foetal 
uas  not   interfered  with  till  llth  January,  when  danger  from 
had  ceased. 


Orrairc  s. 

In  future  cases,  where  I  find  the  sac  and  foetus  too  adherent  or  too  large 
t,,  remove  eotfre,  I  would  incise  the  sac  carefully,  and  if  bleeding  occurred, 
the  incision  with  a  sponge,  stitch  the  sac  to  the  abdominal  wall,  and 


:,,r  a  convenient  time  before  removing  the  foetus. 

CASE    6.  —  SUPRAPUBIC   LITHOTOMY. 

J.  B.,  age  55.  Complained  of  a  constant  desire  to  micturate,  dis- 
charge of  matter  with  the  urine,  and  pain  so  constant  and  severe  as  to  be 
unendurable. 

,/0n/.  —  He  had  had  inflammation  of  the  bladder  since  1887.  Pus 
had  escaped  from  the  urethra  and  an  opening  in  the  abdominal  wall  which 
had  discharged  urine.  The  sinus  had  now  healed. 

On  January  21,  1888,  chloroform  being  administered,  I  introduced 
a  sound,  and  found  the  bladder  contracted,  thickened,  and  lined  with  a 
calcareous  crust.  Thinking  that  the  bladder  could  be  more  effectually  and 
easily  explored  by  the  suprapubic  operation,  I  proceeded  to  distend  the 
rectum  with  a  bag  containing  10  ounces  of  water,  and  the  bladder  with 
8  ounces  of  boracic  lotion.  The  distended  bladder  was  now  plainly  seen 
and  felt,  occupying  the  hypogastric  region.  An  incision  was  made  in  the 
linea  alba  above  the  pubis,  and  the  tissues  were  seen  to  be  thickened  and 
matted.  On  this  account  I  worked  carefully  through  the  abdominal  wall 
close  to  the  pubic  bone.  It  was  soon  evident,  from  the  fact  of  a  piece  of 
small  intestine  making  its  appearance,  that  I  had  opened  the  peritoneum, 
v.  hich.  owinir  to  the  hardness  and  matting,  had  escaped  recognition.  This  was 
\\ithin  an  inch  of  the  pubis,  and  was  doubtless  accounted  for  by  adhesions 
the  result  of  previous  urinary  extravasation.  Reducing  the  intestine,  I 
stitched  the  wounded  parietal  peritoneum  carefully,  then  the  skin,  and 
proceeded  to  perform  the  ordinary  lateral  operation.  My  difficulties  had 
only  now  commenced,  as  the  patient  had  a  deep,  funnel-shaped,  rickety 
|.«l\is  with  a  very  narrow  outlet.  The  staff  was  reached,  at  great  depth, 

tin-  ordinary  lateral  incision,  and  the  knife  pushed  along  it  into  the 
bladder.  I  found  it  impossible  to  reach  the  bladder  with  my  finger,  and 
had  to  content  myself  with  introducing  a  large  and  long  grooved  director 
along  the  staff,  which  was  now  withdrawn.  By  means  of  a  scoop  and  forceps 
run  in  alontr  the  groove  of  the  director,  I  succeeded  in  detaching  from  the 
inside  of  the  bladder  about  a  small  teaspoonful  of  phosphatic  deposit.  A 
long  full-sized  drainage-tube  was  now  inserted  and  stitched  to  the  perineal 
wound,  and  the  bladder  washed  out  with  boracic  lotion,  bringing  away  a 
more  debris. 

"    •  ".is  uneventful.     A  steady  improvement  in  the  patient's 


rncral  condition   i,,ii,,wc,-l  the  operation.     The  drainage-tube  was  kept  in 
&dcr  !  weeks,  when,  at  the  patient's  urgent  request,  though 

•••final  ion,  it  was  removed.     At  first  some  pain  and 
!  Micturition,  which  had  to  be  performed  four  or  five 
These  symptoms  haw,  however,  gradually  disappeared,  and 
MO  pain,  does  not  get  up  at  night,  and,  except  for  a 
>f  mucus  in  the  urine,  is  perfectly  well. 
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CASE      7. CllOI.KC  YSTOTOMY. 

H.  P.,  age  45,  married,  \v;is  the  mother  of  six  living  children,  and  had 
had  four  miscarriages. 

The  patient  was  an  aetive,  Intelligent-looking  woman  with  nervous 
complexion  and  features,  black  hair,  and  bright  I  Town  eyes. 

She  was  in  good  condition,  though  thinner  than  formerly.  She  had 
been  occasionally  intemperate.  The  organs,  with  two  exceptions  mentioned 
below,  were  healthy.  Menstruation  had  been  irregular  lately,  and  for  tin 
last  four  years  profuse.  The  tongue  was  furred,  appetite  poor,  and  bowels 
irregular. 

She  had  never  felt  well  since  a  miscarriage,  her  last  pregnancy,  eight 
years  ago,  and  had  had  pain  in  her  right  side  from  that  date.  So  far  as  she 
could  judge,  the  pains  had  ilways  been  of  the  same  nature  as  that  of  which 
she  now  complained.  The  attacks  of  pain  started  in  her  right  side  over  the 
liver,  and  extended  to  her  right  shoulder  and  epigastrium.  They  were 
accompanied  by  vomiting  and  shivering,  and  made  her  so  ill  that  she  was 
obliged  to  stay  in  bed.  Latterly,  the  attacks  had  increased  in  number  and 
severity,  so  that  three  or  four  days  of  each  week  had  been  spent  in  bed.  She 
had  fits,  always  terminated  by  diarrhoea.  Exercise  brought  on  these  attaeks. 

A  lump  was  first  discovered  by  herself  four  years  ago.  It  was  tender 
then,  and  had  remained  so  throughout,  but  was  worse  sometimes  than 
others.  She  said  that  it  became  decidedly  less  and  not  so  sensitive  after 
the  purging. 

On  examination  there  was  felt  in  the  position  of  the  gall  bladder  a  round 
hard  swelling  about  the  size  of  an  orange,  which  moved  freely  up  and  down 
with  respiration.  Puncture  with  a  hypodermic  syringe  showed  its  contents 
to  be  the  ordinary  opalescent  mucous  fluid  of  a  distended  gall  nladder. 

The  operation  was  performed  on  the  29th  February,  1888,  the  tumour 
being  exposed  by  a  vertical  incision  through  the  abdominal  parietes, 
immediately  over  it,  from  2  to  3  inches  long.  After  placing  a  couple  of  small 
sponges  behind  the  distended  gall  bladder,  an  aspirator  needle  was  intro- 
duced at  the  fundtis,  and  6  ounces  of  opalescent  fluid  removed.  The  front 
wall  of  the  gall-bladder  was  now  drawn  forwards  by  two  pairs  of  ordinary 
artery  forceps,  and  opened  sufficiently  between  them  to  admit  easily  my 
forefinger.  Between  fifty  and  sixty  small  round  stones  were  scooped  out 
with  my  finger,  and  washed  out  with  a  Higginson's  syringe.  The  gall- 
bladder was  sponged  dry,  the  bile  ducts  explored  without  finding  anything, 
and  the  sponges  removed  from  the  abdominal  cavity. 

The  only  serious  difficulty  in  the  operation  occurred  at  this  time.  One 
of  the  sponges  was  lost  among  the  intestines,  and  before  I  could  find  it  I 
was  obliged  to  enlarge  the  incision.* 

In  future  the  sponges  shall  be  under  my  control  with  ligature  or  forceps. 
The  difficulty  of  finding  them  has  to  be  experienced  to  be  believed.  The 
edges  of  the  thickened  gall  bladder  were  now  fixed  to  the  abdominal  wall, 
including  the  peritoneum,  by  a  continuous  suture,  f  the  edges  of  the  wound 

*  It  has  surprised  me  to  note  how  careless  surgeons  may  xtill  he  ii-ith 
abdominal  mops,  with  result?  often  disastrous  to  themselves  and  their 
patients.  For  many  years  I  have  had  tapes  and  a  large  porcelain  ball 
attached  to  mine,  in  addition  to  a  count  by  TWO  nurses. 

t  This  was  the  early  method  of  dealing  with  the  gall-bladder. 
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brought  toother  above  and.  below  with  interrupted  sutures,  a  rubber 
drainage-tube  left  in  the  bladder,  and  the  wound  dressed  with  carbolic 
.rjui/.e  "and  a  \\ood-wool  pad.  The  operation  throughout  was  conducted 
\\ith  antixrptie  precautions. 

The  after-progress  was  uneventful.  The  patient  got  up  on  the  ninth 
.la>.  am!  went  home,  some  distance  by  rail,  on  the  seventeenth  day.  The 

•i.l  wai  entirely  healed  at  the  end  of  five  weeks,  and  her  health  is  now 
as  good  a-  <N  (i  ii  'was,  and  better  than  it  has  been  for  years. 

CASE    8. — INTESTINAL    GALL-STONE. 

M.  J.,  age  54,  widow  ;  had  always  been  healthy  and  strong  till  present 
illness.  She  was  an  immensely  stout  woman,  though  not  above  the  average 
height,  writhing  only  a  few  pounds  short  of  20  stones. 

\v  her  first  on  9th  April,  a  Monday.     My  brother  had  been  attending 
lur.  and  diui- nosed  intestinal  obstruction. 

Mr  history  was  that  on  Thursday  night,  three  days  before  my  seeing 
her.  she  had  taken  two  pills  before  going  to  bed.  She  slept  comfortably  till 
morning,  when  she  was  awakened  by  a  '  dreadful '  pain  in  the  bowels. 
Thinking  it  resulted  from  the  pills,  she  got  a  cup  of  hot  tea  and  drank  it. 
Soon  after  this  the  bowels  were  very  freely  moved,  and  she  vomited.  The 
pain  continued,  and  sickness  frequently  recurred.  On  Sunday  night,  the 
third  day  of  the  illness,  the  vomiting  was  distinctly  faecal.  On  Monday  at 
mid-day  I  saw  her.  The  vomited  matter  was  fluid  faeces.  There  was 
nothing  to  be  made  out  by  abdominal  or  rectal  examination  to  throw  any 
IL'ht  on  the  case.  Operation  was  determined  on. 

The  abdomen  was  opened  in  the  middle  line,  and  the  peritoneal  cavity 

•  -\ posed  by  an  incision  between  2  and  3  inches  long.     The  piece  of  intestine 

\\hieh  appeared  was  followed  by  passing  it  through  the  fingers  held  in  the 

abdominal  cavity.     The  appearance  of  this  piece  of  intestine  improved  as 

it  passed  under  review.     So  the  direction  was  reversed,  and  soon  the  head 

"f  the  colon  was  reached.     From  the  appearance  of  the  intestines  it  was 

lent  that  the  obstruction  was  below  that  spot,  and  therefore  in  the  colon. 

abdominal  wound  was  now  enlarged  sufficiently  to  admit  my  hand,  with 

ulmh   I  examined,  ascending,  then  transverse,  and  then  descending  colon. 

•  sigmoid  flexure  was  found  to  be  surrounded  by  a  band  of  recent  lymph, 

ulnrh  I  pulled  away  and  examined.     It  was  a  distinct  membrane,  purulent 

1 1  inner  surface.     At  the  same  spot  I  found  in  the  intestine  a  large  hard 

""     *00e   exhibited,    and.   drawing  1he   intestine  forward  out   of  the 

•bdoom,  examined  it.     My  brother  and  I  agreed  it  was  a  large  gall-stone, 

'•   !  } "'••••   [1    should  be  got  out.*      It  could  not  be.  pushed  on,  as  the 

ine  seemed  firmly  contracted  on  it.     Breaking  with  a  needle  pushed 

the  intestine,  as  suggested  by  Mr.  Lawson  Tait,  was  considered,  but 

>k  of  removing  it  entire  by  dividing  the  intestine  was  least,  as 

"   '•""-•  sted,  :»"<l  surrounded  by  purulent  lymph.     This 


"'   ""/.'/  t>nU-st,>nc  (it  wax  as  large  as  a  bantam's  egg)  that 

ave  known  cause  obstruction  in  the  large  intestine,  except  one  im- 

in  the  rectum  just  above  the  anus,  and  easily  removable  with  the 

-''"///,-  that  post-mortem  examination  would  have  shown 

uhuf  com  win.  between    the  gall-bladder  and  colon,  and  a 

fatty  Itvcr  which 
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was  done,  and  I  sutured  the  intestine  with  an  inner  continuous  and  outer 
interrupted  suture  of  fine  silk,  including  only  peritoneum.  After  suturing 
the  abdominal  wound  and  dressing  Hie  patient  was  put  to  bed  1  ^r.  <>l 
morphia  being  administered  per  rectum. 

The  operation  was  well  borne — in  fact  her  pulse  never  altered — and  as 
no  intestine  had  been  outside  the  abdominal  cavity  but  the  portion  sutured, 
we  confidently  expected  a  satisfactory  result.  From  the  time  of  the  opera- 
tion she  was  restless.  At  night  pulse  good,  temp.  101.° 

Tuesday,  March  10. — Temp.  99-2°  ;  pulse  78,  good  and  regular.  She 
was  twice  sick  a  little  early  in  the  night.  Had  taken  milk  and  soda  water 
freely  for  some  hours  without  sickness.  No  pain  or  sickness  complained  of. 
No  tenderness  or  distention  of  bowels.  She  was  very  heavy  and  sleepy,  and 
had  to  be  roused  to  answer  questions. 

From  this  time  she  got  more  stupid  and  restless.  There  was  never 
any  more  sickness  of  pain.  Delirium  came  on  at  night,  and  on  Wednesday 
morning  she  died  comatose. 

No  post-mortem  could  be  obtained,  and  consequently  the  patient's 
death  cannot  be  accounted  for. 
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MHROID  TUMOUR  OF  UTERUS  REMOVED  BY  ABDOMINAL 

SECTION. 

(Northumberland  and  Durham  Medical  Society's  Transactions, 
November,  1888.) 

Mrs.  S.,  age  37,  widow  ;  married  twenty  years  ago  ;  only  child,  19  ; 
no  miscarriages.  Complained  of  aching  in  back  ;  bearing  down.  General 
condition,  good  ;  cheerful  but  nervous  woman  ;  sallow  complexion  ;  dark 
hair  and  eyes,  and  large  featured.  Temp.  98-4°,  pulse  80.  No  glandular 
^veilings,  eruptions,  or  other  external  abnormality.  Both  ankles  slightly 
(i-dcmatous.  Habits  had  been  regular.  Work,  hard  ;  teaching. 

-,-ious  Health. — Until  eleven  years  ago  had  no  illness  but  slight  facial 
erysipelas.  Eleven  years  ago  gonorrhoea  from  husband  ;  "  inflammation  of 
bowels  and  womb  "  during  course  of  this  laid  her  up  five  weeks.  Got  quite 
well  till  four  years  ago.  Had  retroflexion  ;  wore  a  pessary  a  year,  and 
remained  well  till  present  illness  commenced. 
Family  History — Good. 

Catamenia  commenced,  13  ;  stopped  for  six  weeks  when  illness  began. 
History  of  Present  Illness. — A  year  last  June  menstrual  period  was 
suddenly  checked  by  excitement  ;  bowels  swelled  ;  back  ached.  She  had 
difliculty  in  getting  about.  At  this  time  the  quantity  of  loss  was  normal  ; 
after  a  few  periods,  increased.  Pain  was  felt  at  each  period,  but  disappeared 
soon  after  cessation.  Began  to  feel  much  worse  at  Christmas,  and  had 
sensation  of  something  come  down  inside.  Pain  now  severe,  and  loss 
considerable.  She  was  still  able  to  get  about  with  a  little  difficulty.  Pain 
abated,  but  never  disappeared  when  menstrual  period  stopped. 

In  .January  I  saw  her,  and  found  a  tumour  the  size  of  a  walnut  in 

Douglas's  pouch,  very  tender  and  adherent  to  back  of  uterus,  fundus  of 

which  could  be  felt  above  tumour  by  bimanual  palpation.     Put  in  a  ring 

peasarv  ;     did   no   good ;    pain  got  worse.     Menstruation   returned   every 

fortnight,  profuse  and  painful.      Sent  to  bed;    hot  douches  and  glycerin 

pads  daily  applied  by  nurse.     Pains  abated,  discharge  diminished,  and  only 

in  three,  weeks  (a  month  her  normal  time),  becoming  normal 

,'iantity.     As  long  as  she  remained  in  bed  she  continued  comfortable; 

1   there  three  months.     On  examining  her  again  I  found  swelling  much 

inerea-ed,  and  giving  the  impression  of  a  cystic  ovary  firmly  fixed  to  back 

«.f  uterus.     Size  of  tumour  had  gradually  increased,  and  was  now  like  a 

.1  -nut . 

•  ••nth  ago  patient  consulted  Dr.  Murray,  who  agreed  that  there  was 

behind  and  connected  closely  with  the  uterus,  which  was  probably 

and  adherent  ovary.     A  sound  used  by  Dr.  Murray  passed  three 

i  ittenu  to  i.<   spread  over  front  of  tumour.     He  advised 

Tly  operation    explaining  to  the  patient  that  she  could  only  be  cured 

at,  and  telling  her  that  it  would  be  a  very  serious  one.     The  patient, 
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for  some  time  anxious  to  have  an  operation  performed,  at  owe  made  up  her 
mind  to  have  the  tumour  removed.  Last  menstrual  period,  a  week  ago, 
had  more  pain  and  more  discharge.  She  had  never  been  able  to  get  about. 
except  very  slowly  and  carefully,  since  laid  up  for  pain.  The  pain  had 
been  in  left  iliac  fossa,  in  left  hip,  and  down  front  of  left  leg,  which  felt  numb. 
This  pulled  her  up  suddenly  if  she  attempted  to  exert  herself. 

Since  Christmas  she  had  had  frequent  desire  to  micturate.  Witn  this 
exception  she  had  no  sign  or  symptom  of  disease  in  any  other  organs. 

Examination  of  abdomen  revealed  nothing.  Per  vaginam  uterus  fixed, 
and  pushed  forward  by  a  swelling  in  Douglas's  pouch,  adherent,  and  occupy- 
ing cavity  of  pelvis.  Swelling  felt  like  the  broad  end  of  a  large  hen's  egg 
pushed  in  and  fixed  between  uterus  in  front  and  sacrum  behind.  It  could 
riot  be  moved  in  any  direction,  and  was  somewhat  tender  on  pressure. 

Diagnosis. — Cystic  ovary,  adherent,  from  pelvic  peritonitis,  in  Douglas's 
pouch  and  to  back  of  uterus. 

Operation,  Sept.  24,  1888.  Present,  Drs.  Drummond,  Oliver,  Murphy, 
Watson,  Martin,  A.  E.  Morison. — Incision,  ordinary  one  in  linea  alba. 
Introduced  hand  ;  could  make  out  none  of  the  ordinary  landmarks  from 
matting  together  of  pelvic  viscera.  With  difficulty  lower  end  of  tumour 
reached.  Separated  from  its  bed,  tilted  upwards,  and  made  to  appear  at 
wound.  It  did  not  look  cystic,  but  felt  elastic  enough  to  contain  fluid. 
Aspirated  without  result.  The  whole  tumour  now  protruded  through  the 
wound  after  separation  of  many  adhesions.  It  was  clearly  so  closely  con- 
nected with  the  uterus  that  the  only  satisfactory  method  of  removing  it 
was  to  take  part  of  the  uterus  with  it.  Thinking  it  still  a  tumour  of  right 
ovary,  I  determined,  after  consulting  gentlemen  present,  to  take  away  as 
well  left  ovary  and  its  appendages,  regarding  this  as  essential  to  comfort  of 
patient  in  event  of  her  recovery.  This  difficult  proceeding  was  only  accom- 
plished by  the  separation  of  many  adhesions.  The  uterus  and  left  broad 
ligament  were  now  caught  in  Keith's  clamp,  and  the  tumour  and  left 
appendages  cut  off.  There  was  no  bleeding,  not  much  tension  on  stump, 
and  the  clamp  worked  satisfactorily.  Abdominal  wound  entirely  closed 
above  and  below  clamp.  Stump  dressed  with  iodoform,  and  the  wound 
with  gauze  and  wood  wool.  The  whole  operation  had  been  conducted  with 
antiseptic  precautions,  including  spray. 

Examination  of  Tumour. — Soft  fibroid,  springing  from  fundus  of  uterus. 
Uterine  cavity  of  normal  length.  Pedicle  long  enough  to  allow  of  com- 
plete retroflexion  of  tumour  without  displacement  of  uterus. 

After-progress. — Patient  soon  recovered  from  shock  of  operation,  and  by 
evening  was  very  well.  7  p.m.,  pulse  108,  temp.  99°  ;  11.30  p.m.,  temp. 
99-6°. 

Sept.  25,  3  a.m.,  temp.  99-4°  ;  6  a.m.,  temp.  99-4°  ;  9.30  a.m.,  pulse  108. 
Had  had  a  fair  night,  but  required  30  minims  tinct.  opii  for  pain,  given  in 
enemas  of  beef  tea.  1.45  p.m.,  temp.  99-5°  ;  7.30  p.m.,  temp.  99-4°  ;  9  p.m., 
temp.  99-4°,  pulse  132  ;  12  a.m.,  temp.  99-8°,  pulse  120.  Not  sick  since 
operation. 

Sept.  26,  6  a.m.,  temp.  100°  ;  8.30  a.m.,  pulse  144,  temp.  99-8°.  Com- 
plained of  feeling  swollen.  A  good  deal  of  tympanitic  distention  ;  no 
sickness.  Pain  dragging  ;  relieved  by  enemas  of  opium  and  beef  tea. 
1.30  p.m.,  temp.  99-8°  ;  4.30  p.m.,  pulse  140  ;  5.30  p.m.,  temp.  100-2°  ;  8.30 
p.m.,  temp.  100°  ;  11  p.m.,  pulse  138,  temp.  100°. 

Sept.  27,  2.45  a.m.,  temp.  102-2°  ;  4.45  a.m.,  temp.  103-2C  ;  6.45  a.m., 
temp.  103-6°  :  8  a.m.,  temp.  104-6°,  pulse  140.  Abdomen  swollen  and 
tympanitic  ;  conjunctive  jaundiced  ;  had  not  slept  at  all.  9  a.m.,  wound 
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for  first  time.  All  looked  healthy.  Three  stitches  removed,  and 
wound  opened  sufficiently  to  allow  of  glass  tube  being  put  in  Douglas's  pouch. 
Possibly  the  evident  septicaemia  arose  from  septic  peritonitis,  and  I  did 
not  like  to  let  the  patient  die  without  giving  her  this  chance.  There  was 
M<>  llu  id  in  abdominal  cavity.  12.30  p.m.,  temp.  103-2°.  No  vomiting  or 
pain,  and  does  not  realize  her  serious  condition,  talking  hopefully.  2.30  p.m., 
died  —  somewhat  suddenly. 

'-mortem.  —  Stomach  and  intestines  much  dilated  with  gas.  No 
trace  of  peritonitis  or  fluid  in  abdominal  cavity.  Stump  of  uterus  on 

showed  purulent,  foetid  clots. 
Cnitse  of  Death.  —  Septicaemia,  from  septic  thrombosis  of  uterine  veins. 
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THE    SURGICAL    TREATMENT    OF    DISEASED    UTERINE 

APPENDAGES. 

Ax  INTRODUCTION  TO  A  DISCUSSION  AT  THE  GYNAECOLOGICAL  SOCIETY'S 
CONGRESS  IN  NEWCASTLE-UPON-TYNE. 

(The  British  Gynaecological  Journal,  1891,  p.  288.) 

Allow  me  first  to  thank  you  for  the  position  in  which  you  have 
placed  me.  I  am  proud  of  the  honour,  and  fully  appreciate  your 
kindness,  but  any  pride  I  have  is  overwhelmed  by  the  knowledge  that 
whatever  I  can  do  or  say  could  be  much  better  done  or  said  by  many 
of  the  eminent  gentlemen  present.  None,  however,  could  be  more 
interested  than  I  am  in  the  surgical  treatment  of  diseases  of  the 
uterine  appendages,  nor  more  anxious  to  learn  from  others  the  con- 
clusions at  which  they  have  arrived.  It  would  be  waste  of  time  to 
argue  on  the  assumption  that  any  one  here  doubts  the  propriety  of 
operation  in  many  of  these  diseases,  so  I  will  occupy  the  whole  time 
at  my  disposal  in  considering  the  practical  questions  of  diagnosis  and 
treatment  of  cases  requiring  operation.  An  elaborate  differential 
diagnosis  in  many  cases  is  difficult,  in  some  impossible,  yet  in  nearly 
all  a  decision  may  be  formed  as  to  whether  the  case  requires  operation 
or  not. 

First,  with  regard  to  symptoms.  Of  these  three  are  characteristic 
of  inflammatory  diseases  of  the  appendages  :— 

1.  A  history  of  recurrent  attacks  of  peritonitis. 

2.  Haemorrhage. 

3.  Pain. 

I  have  placed  them  in  what  I  consider  their  order  of  merit. 
Recurrent  attacks  of  pelvic  peritonitis — perimetritis  of  the  older  authors 
— are  due  in  the  majority  of  cases  to  gross  disease  in  the  tubes,  pyo- 
haemato,  or  hydrosalpinx,  and  cases  presenting  this  symptom,  as  a 
general  rule,  require  operation.  If  left  alone,  imperfect  recovery 
may  follow  a  long  and  painful  convalescence,  liable  to  be  disturbed 
by  relapses.  Even  when  recovery  seems  assured,  and  several  months 
of  apparent  cure  are  passed,  the  patient  is  still  not  safe.  The  cause 
of  disease  remains,  and  the  effect — pelvic  peritonitis — may  reappear 
at  any  time  with  alarming  suddenness  and  fatal  result. 

In  a  case  of  hydrosalpinx,  on  which  I  operated  two  years  ago,  the 

A2 
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patient  had,  during  an  illness  extending  over  four  years,  no  less  than 
eleven  attacks  of  pelvic  peritonitis,  in  three  of  which  her  life  was 
despaired  of.  During  the  last  attack  I  operated,  removing  two 
largely  dilated  adherent  tubes  and  both  ovaries,  and  washed  out  and 
drained  the  pelvis.  Her  recovery  was  rapid  and  complete. 

II<i  morrkage  from  the  uterus  is  the  next  important  symptom. 
With  very  few  exceptions  it  occurs  more  or  less  in  all  the  inflammatory 
diseases  of  the  uterine  appendages,  and  appears  to  be  related  to  the 
reeurreiit  attacks  of  pelvic  peritonitis,  which  may  be  so  limited  and 
mild  in  character  as  not  to  attract  attention  to  the  pelvic  organs. 
Haemorrhage  in  these  cases  is  associated  with  more  or  less  pain  in  the 
pelvis,  is  irregular  in  its  onset,  uncertain  in  its  duration,  and  seldom 
profuse.  By  frequent  recurrence  and  long  continuation,  in  spite  of 
suitable  treatment,  it  produces  serious  deterioration  of  health,  and, 
taken  along  with  physical  evidence  of  diseased  appendages,  points  to 
the  removal  of  these  as  the  only  satisfactory  course.  In  certain  rare 
eases,  of  which  I  have  seen  two,  haemorrhage  is  the  only  symptom  of 
ovarian  disease.  Both  my  patients  were  between  twenty  and  thirty 
\vars  of  age,  one  married  and  one  single.  Profuse  painless  haemor- 
rhage, causing  profound  anaemia,  occurred  in  both.  Both  were 
tnnj)orarily  relieved  by  curetting  and  the  application  of  carbolic  acid 
and  iodine  to  the  interior  of  the  uterus  ;  but  in  both  haemorrhage  soon 
n  <  urred.  The  ovaries  in  each  case  were  more  than  double  their 
natural  size,  freely  movable,  and  not  specially  tender.  The  married 
woman,  whose  ovaries  I  removed,  made  a  most  satisfactory  recovery. 
The  single  woman,  who  was  not  operated  on,  died  of  haemorrhage 
whilst  visiting  friends  about  six  months  after  I  saw  her.  The  ovaries 
re  hard  and  studded  with  cysts,  a  condition  I  regarded  as  resulting 
from  chronic  ovaritis.  Such  cases  can  only  be  treated  by  removal  of 

•liseased  appendages. 

An  apparently  healthy  though  probably  inflamed  ovary,  dis- 
placed into  Douglas's  pouch,  is  sometimes  associated  with  irregular 
hemorrhage.  This,  together  with  incapacitating  pain,  certainly 
caused  by  the  displaced  ovary,  and  not  remediable  by  milder  measures, 
makes  removal  of  the  offending  appendages  a  justifiable  and  advisable 
tion. 

/'••'//.   the   most    urgent   symptom    from  the   patient's  point    of 
tin-  most  misleading  from  the  surgeon's.     The  most  prolonged 
and  painful  complaints  are  not  always  attended  by  physical  evidence 
of  organic  dis, 

What  is  trii,  of  the  whole  body  in  this  respect  is  true  of  the  uterine 
app< 

/  believe,  not  sufficiently  recognized.     It  is  a  safe  rule 
ard  tin    continually  pained,  incapacitated  invalid  with  surgical 
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suspicion.  Operations  should  not  be  performed  on  such  cases  unless 
there  is  the  most  satisfactory  physical  evidence  of  gross  and  active 
pelvic  disease.  They  are  the  patients  who  are  no  better,  but  worse, 
for  the  operation,  and  a  disgrace  to  surgery.  That  they  are  frequently 
cured  after  operation  cannot  be  denied,  but  this  result  cannot  be  relied 
on,  and  it  is  not  brought  about  by  the  skilled  treatment  adopted.  My 
meaning  can  be  best  illustrated  by  the  relation  of  a  case. 

Between  three  and  four  years  ago  a  lady  brought  her  daughter, 
nineteen  years  of  age,  to  see  me.  The  young  lady  had  been  a  bright, 
healthy,  cheerful  girl  till  four  years  before,  when  menstruation  began. 
Since  then  she  had  been  dull,  ailing,  and  melancholic.  The  menstrual 
periods  were  always  attended  with  suffering,  which  lately  had  been 
severe.  No  sooner  had  one  period  passed  than  the  next  was  antici- 
pated with  something  approaching  despair.  The  pain  was  so  great 
that  both  the  patient  and  her  mother  were  afraid  of  her  reason  giving 
way,  and  came  to  ask  me  to  remove  her  ovaries,  as  they  had  tried 
everything  else  without  avail.  Being  highly  intelligent  people,  they 
had  fully  considered  the  matter  from  every  point  of  view,  and  were 
persuaded  that  nothing  else  could  do  any  good.  Careful  examination 
failed  to  show  any  sign  of  disease  or  mal-development,  and  I  refused 
to  do  an  operation. 

Shortly  afterwards  the  young  lady  attempted  suicide  by  drowning, 
and  was  rescued  with  difficulty.  Eighteen  months  later  I  saw  her 
again.  She  was  well  and  happy.  Since  her  immersion  she  had  never 
had  a  pain. 

The  physical  signs  indicating  that  a  case  requires  operation  are  : 

1.  The  ordinary  signs  of  pelvic  peritonitis,  with  exudation  possibly 
in  sufficient  quantity  to  obscure  all  other  landmarks.     The  history  is 
usually  one    of  preceding   gonorrhoea,   abortion,    or   confinement,  the 
symptoms  those  described,  and  cause  diseased  tubes. 

2.  Dilated   and   distended  tubes,    usually   to  be  felt  behind   the 
uterus,  and  recognized  by  the  rounded  shape  and  elastic  feel.     The 
history  varies  according  to  the  cause  of  the  disease  and  contents  of 
the  tubes.     Gonnorrhoea  is  the  most  frequent  cause,  and  the  contents 
of  the  tubes  usually  purulent.     Extra-uterine  pregnancy  may  be  the 
cause,  and  blood  is  then  found  in  the  tubes.     The  tumour  behind  the 
uterus  in  these   cases   is  frequently  mistaken  for  retroflexion  of   that 
organ,   and  the    symptoms,   those    described  attributed  to  that  dis- 
placement. 

3.  Ovarian  enlargement,  which  may  be  due  to  abscess  or  chronic 
ovaritis.     I  need  only  mention  ovarian  tumours,  which  all,  I  am  sure, 
are  agreed  must  be  removed  as  soon  as  discovered. 

4.  A    displaced    ovary,    when    causing    painful    defalcation,    pain 
during  sexual  intercourse,  irregular  haemorrhages,  and  pain  on  palpa- 
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tion.    should   be   removed,    if  ordinary   methods   fail   to   relieve   the 

symptoms. 

5.  Some    cases    of   acquired    dysmenorrhcea,    frequently    due    to 
chronic   salpin<_ritis,   can    only   be  cured   by    removal   of  the   uterine 
appt -ndaLTcs.     It  may  be  impossible  to  feel  the  ovaries  and  tubes,  as 
they  are  buried  in  old  adhesions.     The  presence  of  adhesions  is  an 
important  aid  in  the  diagnosis. 

6.  Some   cases   where   irregular    haemorrhage,    illness,    and    pain 
ivsiilt  from  long-standing  inflammatory  disease  of  the  uterine  append- 
ages can  only  be  cured  by  their  removal.     The  history,  together  with 
signs  of  matting  by  adhesions  of  the  pelvic  organs,  may  be  the  only 
guides,  for  the  ovaries  and  tubes  being  buried  in  adhesions  cannot  be 
palpated. 

7.  Every  case   of  acute  general  peritonitis   is    due   to  some  gross 
lesion,   mostly   requiring   operative   treatment ;     and   in   women   the 
possibility  of  rupture  of  diseased  appendages  must  not  be  forgotten. 

In  a  few  words,  the  conclusion  is  that — cases  of  ovarian  and  tubal 
disease  requiring  the  operation  of  removal  are  those  in  which  there  are 
definite  signs  of  disease  in  the  pelvis,  causing  serious  symptoms.  It 
will  perhaps  make  my  proposition  clear  if  I  briefly  mention  what  cases, 
in  my  opinion,  should  not  be  operated  upon  by  this  method  : — 

1.  Cases  of  dysmenorrhoea,  unless  the  form  of  acquired,  previously 
alluded  to. 

'_'.  Cases  of  adherent  and  displaced  ovaries  and  tubes,  unless  the 
x.-rious  symptoms  previously  mentioned  are  present.  Pain  in  this 
class  is  a  common  symptom.  The  patients  are  neurotics,  and  in  bad 
health.  Neither  the  pain  nor  bad  health  are  due  to  the  adherent  tubes 
nnd  ovaries.  Adhesions  anywhere  else  in  the  body  are  not  regarded 
cause  of  pain  and  incapacity.  Why  make  this  an  exception  ? 

8.  From  what  I  have  seen  and  read,  my  present  feeling  is  against 
operation    in    the    most    pronounced    neuroses,    as    hystero-epilepsy, 
insanity,  etc.     The  discussion  is  on  the  surgical  treatment  of  diseased 
appendages.     From  what  I  have  already  said,  I  think  it  will  be  clear 
what  my  opinion  is  as  to  the  nature  of  the  operation  to  be  performed. 

'•'  ;  "ft  lie  diwatsed  appendages  is  the  only  course  if  the  diagnosis 

ret.     Patients  have  been  cured  after  a  variety  of  other  opera- 
tions, such  as  separation  of  adhesions,  catheterization  of  tubes,  etc., 
l.ut   similar  rases  have  been  cured  by  scratching  the  abdominal  wall 
under  an  ana-sthetic  and  the  insertion  of  sutures,  with  all  the  other 
fonmdable    preparation   and   accessories   of  a   serious   operation.     It 
appears  to  me  that  the  choice  in  the  two  cases  depends  on  whether  it 
thought  better  that  the  surgeon  should  be  deceived  or  should  deceive, 
be  j'Milts  <>1   rcn loving  the  appendages  :  nothing  in  my  experi- 
ence could  be  more  satisfactory.     The  patient's  immediate  recovery 
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is  rapid,  the  mortality  for  a  major  operation  small,  and  every  one 
interested  is  satisfied  with  her  ultimate  condition. 

I  have  had  sufficient  opportunity  for  forming  a  judgement  on  the 
matter,  and  am  convinced  : — 

1.  That  a  woman  is  in  no  evident  way  altered  by  removal  of  her 
uterine  appendages  in  these  cases  except  for  the  better. 

2.  That  her  womanly  instincts  and  feelings  are  not  abolished  by 
the  operation. 

If  suitable  cases  only  are  submitted  to  operation,  I  believe  that  pro- 
longed and  tiresome  convalescence  and  doubtful  results  will  soon  cease  to 
be  heard  of. 

My  endeavour  has  been,  so  far  as  I  could,  to  indicate  : — 

1.  How  a  diagnosis  of  cases  suitable  for  operation  is  to^be  made. 

2.  What  cases  should  not  be  operated  upon. 

3.  What  operation  is  to  be  selected. 

4.  What  result  is  to  be  expected  from  operation. 

I  have  hesitated  to  occupy  so  much  of  your  time,  when  many, 
whose  conclusions  we  are  all  looking  forward  with  interest  to  hear, 
are  waiting  to  follow  me.  I  beg  to  thank  you  for  your  kind  and  patient 
attention. 
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TEMPERATURE   CHART  OF  OVARIOTOMY   IN  PATIENT 
SEVENTY   YEARS    OLD. 

(Northumberland  and  Durham  Medical  Society   Transactions, 
January  Meeting.) 

Mr.  Morison  showed  a  temperature  chart  from  a  patient  aged  70,  o  i 
whom  ovariotomy  was  successfully  performed. 

The  temperature  never  reached  100°,  and  recovery  was  so  rapid  that 
the  old  lady  was  out  of  bed  on  the  ninth  day. 

There  were  two  points  of  interest  and  importance  in  the  case  : — 

1.  That  before  the  operation  the  patient  had  constant  uterine  haemor- 
rhage, showing  that  even  in  old  age  an  ovarian  tumour  is  able  to  bring  this 
about. 

2.  The  age  of  the  patient.     Some  members  might  remember  several 
cases  he  had  brought  forward  of  patients  over  70  who  had  been  successfully 
operated  on,  and  his  experience  had  been  that  old  people  re-act  little  and 
recover  well  after  most  serious  operations.     This  was  not  a  simple  case,  as 
tin   tumour  was  growing  into  the  broad  ligament,  from  which  it  had  to  be 
enucleated  ;   and  if  age  had  been  considered  against  such  an  operation,  the 
patient  would  have  been  deprived  of  the  advantages.* 


NOTES  OF  A  COMPLICATED  PELVIC  CASE— DOUBLE   PYO- 
SALPINX— SUPPURATING    KLEMATOCELE. 

(Northumberland  and  Durham  Medical  Society's  Transactions, 
February  Meeting.) 

H.  .1..  *J1,  married  six  months  ;  no  children  ;  no  miscarriage  ;  was  sent 
into  the  Royal  Infirmary,  Newcastle,  under  my  care,  in  August  of  last  vear, 
l>\  Dr.  Martin,  North  Shields. 

Two  months  ago  she  noticed  a  purulent  vaginal  discharge,  with  scalding 

ii  micturition,  and  swelling;    pain  in  external  genitals;    continued  going 

tool  in  pain  three  or  four  weeks,  when  she  became  worse,  had  to  go  to  bed, 

;it  I  ended  by  Dr.  Martin  for  pelvic  peritonitis.     She  had  gradually 

unproved,  but  the  vaginal  discharge  continued.     Dr.  Martin  has  sent  her 

up  for  an  operation. 

Per  vafcinam,  a  tense  cyst  was  felt  behind  the  uterus,  low  down,  pressing 
•rus  forward.     This  was  fixed,  and  on  pressing  it  the  vaginal  discharge 
was  much  increased.    It  was  very  foetid. 


4n  ordinary  ovarian  tumour  in  such  an  old  lady  will  not  cause 
uterine  haemorrhage.     A  broad  ligament  cyst  may. 
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Dr.  Limont,  who  kindly  s:i\v  the  case  with  me,  thought  the  cystic 
swelling  was  too  low  to  be  tubal  (the  view  I  had  taken),  but  recommended 
an  exploratory  incision. 

On  August  22nd,  abdominal  section  was  performed.  In  incising  the 
abdominal  wall,  the  bladder  was  accidentally  opened  about  an  inch  (half 
an  inch  intra  and  half  an  inch  extra-peritoneal),  being  pushed  up  by 
the  cystic  swelling,  and  dragged  up  by  an  adherent  tube.  The  incision 
was  at  once  carefully  closed  by  Lembert's  sutures.  On  introducing  hand.  ;i 
rounded  firm  swelling  was  felt  on  both  right  and  left  ;  uterus  bicornis.  The 
right  tube  was  found  curled  over  the  summit  of  the  bladder,  adherent  to  it, 
dilated,  and  pus  could  be  seen  shining  through  the  coats.  On  separating 
the  tube  from  the  bladder,  some  of  the  contents  escaped,  as  the  summit  of 
the  bladder  was  blocking  a  hole  in  the  tube.  The  ovary  and  tube  wen- 
removed.  The  left  tube  was  found  to  be  in  a  similar  condition,  and  con- 
tained pus.  It  and  the  left  ovary  were  also  removed.  Neither  of  these 
structures  corresponded  to  the  large  swelling  that  had  been  felt  before 
operation.  On  making  a  vaginal  examination,  Dr.  Limont  found  this 
swelling  as  before,  and  on  gently  squeezing  it  the  contents  escaped  into 
the  vagina.  It  was  completely  emptied  by  my  hand  in  the  pelvis  pressing 
from  above,  and  Dr.  Limont,  from  below.  Dr.  Limont's  diagnosis  of 
haematocele  was  thus  confirmed  by  the  escape  of  a  large  quantity  of  breaking 
down  foetid  clot.  A  drainage  tube  was  left  in  the  abdomen. 

After-progress. — The  urine  drawn  off  contained  blood  for  the  first  twenty- 
four  hours  in  gradually  decreasing  quantity.  After  this  nothing  was 
noticed,  and  no  leakage  ever  occurred  from  the  bladder  wound. 

The  haematocele  required  incision  on  Sept.  2nd — i.e.,  eleven  days  after 
the  operation.  This  was  done,  and  a  drainage  tube  inserted  per  vaginam. 
This  gave  considerable  relief,  as  will  be  seen  from  the  temperature  chart  ; 
she  progressed  slowly,  and  eventually  pus  of  the  same  foetid  character  made 
its  way  out  of  the  lower  abdominal  wound.  After  this  she  steadily  though 
slowly  recovered,  but  took  about  two  months  to  get  quite  well.  She  is  now, 
Dr.  Martin  tells  me,  in  excellent  health. 


SPECIMEN    OF    NECROTIC    UTERINE    FIBROID. 

This  large  sloughing  fibroid  was  removed  from  an  unmarried  patient 
of  Dr.  Duggan,  about  40  years  of  age. 

History. — Five  years'  haemorrhage,  last  two  continuous,  with  dysuria. 
Lately  unable  to  leave  bed  on  account  of  pains  of  bearing-down  character. 

A  week  ago  discharge  became  foetid. 

I  saw  her,  with  Dr.  Duggan,  during  the  last  week  of  1890.  Agreed 
with  his  opinion  that  there  was  a  large  sloughing  tumour  in  the  vagina,  and 
that  its  removal  gave  her  the  only,  though  a  feeble,  chance  of  getting  well. 
It  is  only  fair  to  Dr.  Duggan  to  say  that  the  patient  had  not  been  under 
his  care/ and  that  as  soon  as  he  saw  her  he  recognized  the  gravity  of  the 
case,  and  recommended  operation. 

The  present  tumour  gives  no  idea  of  the  original  size  of  the  growth,  as 
it  was  so  oedematous  as  to  feel  very  much  like  a  cyst. 

A  large  tumour  could  be  felt  in  the  abdomen,  and,  considering  the 
feeble  state  of  the  patient,  the  large  size  and  uncertain  connections  of  the 
tumour,  it  was  not  a  promising  case  to  tackle. 
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On  January  3rd,  under  ether,  the  sloughing  apex  of  the  tumour  was 
exposed  by  separating  the  labfce  of  the  patient  in  the  lithotomy  posture. 
The  orifice  of  the  vagina  was  small.  The  tumour  was  grasped  in  volsella 
and  dragged  down.  It  was  suddenly  delivered  with  a  rush.  The  capsule 
surrounding  its  attached  part  was  torn  through  with  forceps,  and  the 
tumour  enucleated.  The  remaining  capsule  was  now  clamped  and  divided 
with  scissors.  The  perineum,  torn  during  the  delivery  of  the  tumour,  was 
stitched.  The  whole  operation  only  occupied  a  few  minutes,  and.  what 
looked  at  first  so  formidable  a  proceeding,  turned  out  to  be  extremely  easy. 

Notwithstanding  that  the  patient  lost  no  olood  and  had  no  fever  after 
the  operation,  she  was  so  weak  and  ill  that  she  is  now,  six  weeks  after  the 
operation,  only  able  to  sit  up  for  a  short  time  daily. 


SPECIMEN  OF  ADHERENT  DISEASED  TUBES  AND  OVARIES. 

The  following  is  the  history  of  this  specimen,  removed  post  mortem, 
and  showing  adherent  and  displaced  tubes  and  ovaries  : — S.  C.,  aged  40, 
widow.  Admitted  January  14th.  Died  January  20th.  Suffering  from 
luvxaedema.  Menstrual  history:  Began  to  menstruate  between  thirteen 
and  fourteen  years  of  age.  Flow  normal  until  twelve  months  before  death. 
Married  at  thirty-one.  Husband  died  after  five  years.  Menstruation 
normal  during  that  time.  No  children.  No  miscarriages.  One  year 
before  death  menstruation  became  irregular  ;  six  weeks  or  two  months 
between  periods ;  flow  excessive,  with  marked  dysmenorrhoea.  Three 
months  before  deatn,  heavy  flooding,  lasting  for  tnree  weeks,  with  severe 
pain.  Did  not  menstruate  again  before  death.  No  venereal  history 
obtainable.  No  discharge  between  periods.  Strong  alcoholic  history, 
especially  during  last  year. 


ABDOMINAL     SURGERY. 

(Newcastle-on-Tyne  Clinical  Society,  March,  1891.) 

The  title  of  my  paper,  "  Abdominal  Surgery,"  is  an  ambitious 
one.  When  our  energetic  Secretary  wrote  asking  me  to  read  a  paper, 
I  offered  one  on  a  mixed  surgical  and  embryological  subject,  "  Arrests 
of  Development."  Dr.  Campbell  thought  this  unsuitable  for  a  Clinical 
Society,  and  leaving  the  matter  in  his  hands,  and  acting  on  the  sugges- 
tinn  to  make  the  paper  as  practical  as  possible,  I  hope,  chiefly  by  the 
n -hit inn  of  cases  that  have  occurred  in  my  practice,  to  raise  some  few 
points  lor  discussion  in  the  large  field  of  abdominal  surgery. 

hum,-  the  last  twenty  years,  surgery  has,  thanks  to  the  anti- 

s'-ptn-   method  of  wound  treatment,   and  anaesthetics,   made   greater 

towaidfl  perfection  than  it  had  done  for  all  the  centuries  before 

C  present,  and  the  skill  and  courage  of  pioneers  in  abdominal  work 

n  us  ho\v  the  contents  of  this  cavity  may  be  successfully  dealt 

ith  if  certain  precautions  are  taken  and  surgical  principles  carefully 

carried  out.  J 
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The  question  of  whether  physicians.  surge -ons,  obstetricians  or 
specialists  should  undertake  abdominal  operations  has  been  much 
discussed  and  still  excites  jealousy. 

Speaking  as  a  surgeon,  I  would  say  that  there  is  nothing  in  these 
operations  especially  difficult  or  beyond  the  manipulative  capacity 
of  a  man  of  ordinary  dexterity,  and  that  unless  ;>  surgeon  is  suffi- 
ciently master  of  detail  to  carry  out  the  treatment  of  abdominal 
cases  successfully,  and  secure  good  results,  he  cannot  hope  to  get 
the  best  results  in  general  surgery,  where  the  same  attention  to 
detail,  though  possibly  not  so  essential  to  life,  is  as  essential  to  rapid 
cure  and  complete  success. 


OVARIAN    TUMOUR, 

because  the  most  common  serious  abdominal  disease,  is  the  most 
interesting.  The  fatal  termination  when  left  to  itself,  the  rapid, 
complete,  and  permanent  cure  when  removed  by  operation,  will  always 
make  ovariotomy  the  greatest  triumph  of  surgery. 

Is  it  ever  justifiable  to  tap  an  ovarian  tumour  ?  The  form  in 
which  I  put  this  question  will,  I  trust,  emphasize  my  belief  that  it 
very  rarely  is.  Only  in  urgent  cases,  requiring  temporary  relief,  should 
it  be  employed,  e.g.  : 

OVARIAN  TUMOUR  WITH  PRESSURE  SYMPTOMS. 

Mrs.  M.,  sent  to  me  by  Dr  Devey,  of  Wolsingham,  in  November,  1889. 
She  was  a  slim,  tall  woman,  with  an  enormous  abdominal  swelling,  and 
evidently  in  great  distress.  On  examining  her  the  abdomen  was  found  to  be 
filled  with  an  immense  cystic  tumour,  and  the  legs,  labiae,  and  lower 
abdomen  were  immensely  swollen  from  oedema.  She  had  been  unable  to 
lie  in  bed  for  six  weeks  from  difficulty  of  breathing,  and  could  not  lie  down 
for  examination.  The  pulse  was  120,  and  feeble.  She  could  not  walk  or 
help  herself,  and  was  very  ill.  Within  an  hour  of  my  seeing  her  I  tapped 
the  abdomen  and  removed  seven  gallons  of  fluid.  She  was  now  able  to  be 
put  to  bed,  and  could  lie  down.  The  following  day,  though  relieved,  she 
had  been  sick,  had  a  temperature  of  101°,  and  tenderness  over  the  front  of 
the  abdomen.  These  symptoms  continued,  but  the  oedema  of  the  legs, 
labiae,  and  abdominal  wall  slowly  disappeared,  and  though  her  condition 
was  very  unsatisfactory,  ovariotomy  was  performed  November  14,  1889,  a 
week  after  the  tapping.  General  peritonitis,  with  a  large  quantity  of  free 
fluid,  were  found  in  the  abdomen,  and  the  puncture  made  by  the  trocar  was 
seen  unclosed  in  the  front  wall  of  the  cyst,  allowing  of  the  free  discharge  of 
the  cyst  contents  into  the  peritoneal  cavity.  Fortunately  the  operation 
was  easy,  and  the  patient  after  the  first  four  days  quickly  recovered. 

This  case  shows  at  the  same  time  the  advantage  and  one  of  the 
disadvantages  of  tapping.  The  patient's  life  was  undoubtedly  saved 
primarily  by  tapping,  and  was  secondarily  endangered  by  it. 
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CASE   OF  OVARIAN  TUMOUR   COMPLICATED   WITH   RIGHT  SIDE 
PLEURISY  WITH  EFFUSION. 

E.  A.  L.,  23,  residing  at  West  Hartlepool,  seen  February  7,  1882. — A 
thin,  pale,  delicate  looking  little  woman,  unable  to  lie  down  on  accourt  of 
dilliculty  of  breathing,  feet  swollen;  temperature  100-6°,  pulse  96  when 
lyini:  (pilot,  when  disturbed  ran  up  to  120.  On  examining  her  chest  the  right 
plruni  was  found  to  be  full  of  fluid,  and  in  the  abdomen  there  was  a  large 
multilorular  ovarian  tumour.  February  9,  the  tumour  was  tapped,  and 
four  gallons  of  the  usual  glairy  ovarian  fluid  removed.  She  was  relieved 
by  the  tapping,  but  still  had  some  dyspnoea,  especially  at  night.  February 
1 1 .  I  aspirated  the  chest,  removing  only  twenty-five  ounces  of  fluid.  This 
gave  her  some  relief,  but  dyspnoea  returning  on  February  14,  I  aspirated 
airain,  with  a  small  needle  and  slowly,  four  and  a  half  pints  of  fluid.  The 
chrst.  rapidly  refilled,  and  by  February  28  was  full  again,  with  a  return  of 
dyspnoea.  One  pint  of  fluid  was  removed  by  aspiration  ;  again  on  March  2, 
»>m>  pint  ;  March  6,  one  pint  ;  March  10,  one  pint  ;  by  this  means  I  hoped 
to  gain  on  the  fluid  in  tne  chest,  but  on  March  12  there  was  as  much  fluid  as 
when  I  commenced. 

Something  more  must  be  done,  the  patient  was  steadily  losing  ground 
in  consequence  of  fever,  night  sweats,  tne  frequent  tappings,  and  a  feeble 
appetite. 

The  present  is  not  the  time  for  relating  all  the  history  of  this,  so  far  as 
I  know,  unique  case,  and  discussing  my  reasons  for  the  method  I  adopted  ; 
sullioe  it  to  say  that  on  March  14,  1882,  I  incised  the  chest,  six  pints  of 
fluid  escaped,  and  a  full  sized  drainage  tube  was  left  in.  The  wound  was 
lu-alcd  and  her  chest  fully  recovered  by  the  first  week  in  April,  and  I  lost 
the  best  time  for  operating. 

The  tumour  again  grew  troublesome,  causing  pain,  vomiting,  oedema  of 
the  legs,  labise,  and  abdominal  wall.  April  13,  ovariotomy  was  performed. 
I  n  fortunately  the  operation  was  a  severe  and  prolonged  one,  and  the  patient 
died  soon  after  being  put  to  bed. 

It  is  essential  to  successful  tapping  to  have  one  large  cyst,  the 
<  ni|)tyin«r  <>f  which  will  materially  reduce  the  size  of  the  tumour.  It 
is  no  use  tapping  a  large  tumour  consisting  of  many  cysts  from  which 
only  a  few  ounces  of  fluid  can  be  obtained. 

Age  is  sometimes  used  as  an  argument  against  operation  and  in 
favour  of  tapping.  On  December  22,  1890,  I  operated  on  a  patient 
of  Dr.  McBean's,  acred  70,  and  removed  a  broad  ligament  cyst  by 
enudeation.  The  old  lady  returned  home  cured  a  fortnight  after. 

Mowing  cases  show  a  result  above  the  average  in  tapping, 
i  are  interesting  as  being  the  most  slowly  growing  tumours  I  have 
On  other  accounts,  too,  they  are  worth  recording. 

SLOW-GROWING    OVARIAN    TUMOUR. 

id  ing  at  Hartlepool.     Nine  years  ago  she  noticed  a  swelling 

domen,  and  consulted  a  medical  man,  who  told  her  there  was  a 

"       For  the  first  year  the  tumour  grew  quickly.     At  the 

:  "us  suddenly  seized  with  severe  abdominal  pain,  and  was  so 

that  a  surgeon,  who  had  been  sent  for  from  Newcastle  to 
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operate,  said  "Nothing  was  of  any  use;  she  could  not  live  till  morning." 
She  recovered  slowly  from  this  attack,  after  which  the  abdominal  swelling 
was  much  less.  It  remained  less  up  to  the  end  of  the  fourth  year.  It  now 
grew  rapidly,  and  caused  such  pressing  symptoms  that  it  was  tapped.  The 
tapping  gave  entire  relief,  but  the  tumour  slowly  re-filled.  In  three  years 
she  was  tapped  again.  One  and  a  half  years  after  this  she  consulted  my 
partner,  Dr.  Moore,  and  was  then,  from  her  immense  size  and  the  weight 
of  the  swelling,  confined  to  bed.  He  tapped  her,  removing  thirteen  gallons 
of  a  dark  chocolate-coloured  fluid.  After  this  tapping  she  was  very  ill,  had 
syncopal  attacks  (from  internal  haemorrhage),  and  became  very  anaemic,  and 
it  was  three  weeks  before  she  could  get  out  of  bed.  Nine  months  later  she 
was  once  more  such  a  size  that  relief  was  necessary.  Dr.  Moore  again  tapped 
her,  but  found  the  cannula  blocked  with  large  pieces  of  decolorized  clot.  So 
soon  as  one  piece  was  removed  another  filled  the  cannula,  and  the  attempt 
had  to  be  abandoned  without  evacuating  sufficient  fluid  to  relieve  her.  It 
was  now  evident  to  everyone  that  there  was  only  one  chance.  I  performed 
ovariotomy  on  August  28th,  1879.  She  made  an  excellent  recovery,  and 
remains  well  up  to  the  present  time.  At  the  operation  a  wash-hand  basinful 
of  decolorized  clot  was  scooped  out  of  the  cyst,  explaining  the  illness  and 
difficulty  met  with  in  tapping. 

Not  many  patients  could  have  tolerated  a  ruptured  cyst,  haemorrhage 
into  cyst  after  tapping,  so  many  tappings,  and  then  ovariotomy.* 

SLOW-GROWING    OVARIAN    CYST. 

A.  C.,  38,  residing  West  Hartlepool.  Twenty  years  ago,  when  18  years 
of  age,  she  noticed  herself  stouter,  and  was  examined  by  a  medical  man, 
who  told  her  she  had  water  in  the  bowels.  She  slowly  increased  in  size. 
Ten  or  eleven  years  ago  she  consulted  another  medical  man,  who  told  her 
she  had  an  ovarian  tumour.  Seven  years  ago  she  married,  and  had  one 
abortion  (the  first  pregnancy)  and  three  living  children.  After  each  child 
was  born  the  tumour  grew  more  rapidly,  and  after  the  birth  of  the  last 
child  she  came  under  my  care.  She  was  of  such  immense  size  (58  inches 
round  umbilical  level),  that  people  turned  round  to  look  after  her  in  the 
street,  and  she  was  ashamed  to  go  out.  She  refused  even  to  think  of 
ovariotomy,  so  I  tapped  her,  and  removed  seven  gallons  of  dark  fluid.  A 
considerable  tumour  was  still  left.  A  year  later  I  tapped  her  again,  only 
removing  fifty  pints  and  leaving  a  large  tumour.  Four  and  a  half  months 
later  it  was  again  necessary  to  relieve  her — thirty-five  pints  were  obtained. 
Six  weeks  later  her  abdomen  was  again  tense,  her  general  health  was  failing, 
her  legs  swelling,  and  she  was  now  persuaded  that  nothing  but  the  radical 
cure  could  be  of  any  use.  I  performed  ovariotomy  at  the  patient's  own 
house,  March  3,  1882.  She  made  an  excellent  recovery. 

These  cases  show  that  tapping  is  only  a  palliative,  even  when 
successfully  performed.  Speaking  generally,  the  dangers  of  it  are 
equal  to  the  dangers  of  ovariotomy.  It  cannot  be  too  strongly  con- 
demned in  the  majority  of  cases  as  an  unjustifiable  and  useless  opera- 
tion. 

Broad   Ligament    Cysts. — Many    authorities    hold   the   view   that 


This  was  my  first  abdominal  operation. 
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such  cysts  too  should  always  be  removed,  and  the  strongest  argument 
in  favour  of  this  opinion  is  that  some  of  them  contain  papillomatous 
•rrowths.  If  the  cyst  contents  escape,  by  any  means,  into  the  peri- 
toneal cavity,  it  may  become  infected,  and  these  growths  are  locally 
malignant.  But  the  majority  of  broad  ligament  cysts  contain  no 
papillomatous  growths,  and  some  of  them  are  thin-walled  unilocular 
rysts  which  can  be  cured  by  a  single  tapping.  On  two  occasions  I 
have  successfully  tapped  cysts  of  the  broad  ligament. 

In  November,  1884,  a  woman  of  40  consulted  me  with  what  I  took 
to  be  a  unilocular  thin-walled  cyst  of  right  broad  ligament.  The  cyst  was 
aspirated  and  two  and  a  half  pints  of  clear  amber-coloured  fluid  were 
removed.  Fifteen  months  afterwards  there  was  no  return  of  the  swelling. 
I  have  since  lost  sight  of  her. 

Patient  27,  unilocular  thin- we  lied  cyst  of  right  broad  ligament  dia- 
gnosed. It  was  aspirated  in  June,  1887,  and  one  and  a  half  pints  of  milky- 
tinged  fluid  removed.  I  have  seen  and  examined  this  patient  several  times 
since,  and  up  to  the  present  there  has  been  no  return  of  the  swelling. 

Without  entering  into  any  description  of  the  varieties  of  these 
cysts  and  their  interesting  derivation,  I  will  briefly  mention  the  guiding 
clinical  points. 

If  the  tumour  is  distinctly  more  on  one  side  than  the  other,  is  not 
freely  movable  out  of  the  pelvis,  is  displacing  the  uterus  to  the  opposite 
side,  and  feels  like  a  thin-walled  cyst,  the  fluid  impulse  being  that  of 
fluid  in  a  single  cyst  not  of  too  large  size,  I  would  introduce,  with  all 
proper  precautions,  a  hypodermic  needle,  and  draw  off  a  syringeful  of 
the  contents.  If  the  contents  were  clear,  I  would  tap  in  the  hope  of 
curing  the  tumour ;  if  bloody,  advise  operation  without  delay. 

THE  DIAGNOSIS   OF  OVARIAN   CYSTS. 

There  is  one  symptom,  uterine  haemorrhage,  sufficiently  commonly 
met  with  to  deserve  more  pointed  mention  than  is  made  of  it  in  the 
books.  It  is  usually  regarded  in  differential  diagnosis  as  a  symptom 
in  favour  of  uterine  tumour.  It  is,  however,  not  uncommon  in  ovarian 
tumours,  especially  those  closely  attached  to  or  dragging  upon  the  uterus. 

MISTAKEN   DIAGNOSIS. 

The  majority  I  have  seen  came  from  mistaking  encysted  tuber- 
rafMM  peritonitis  for  ovarian  cyst. 

A  stout  woman,  43  years  of  age,  came  under  my  care  in  October,  1886. 

I  always  been  healthy  and  strong  up  to  six  months  ago,  when  she 

>  have  pains  and  swelling  in  her  abdomen  and  to  feel  ill  herself.     For 

k  she  had  been  very  ill,  feverish,  sweating,  and  frequently  sick. 

sion  was  anxious,  and  she  looked  ill,  and,  though  still  a  big  stout 

lost  flesh  considerably.     Temperature   101°,   pulse   120.     On 

ling  the  abdomen,  it  was  found  much  swollen,  prominent,  and  rounded 

The  whole  abdomen  was  tender,  and  felt  as  if  it  contained  a 
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firm,  tense  tumour,  in  which  a  distinct  fluid  thrill  was  perceptible  in  every 
direction.  All  over  the  front  it  was  dull,  with  the  exception  of  an  irregular 
horse-shoe  shaped  area,  above  the  umbilicus,  the  toe  of  the  shoe  reaching 
the  umbilicus.  The  flanks  on  both  sides  were  resonant  on  percussion. 

Diagnosis. — Inflamed  ovarian  cyst,  causing  peritonitis. 

Operation,  October  11,  1886. — On  opening  the  abdomen  a  large 
quantity  of  fluid  escaped,  and  the  peritoneum  and  intestines  lining  the  cyst 
were  seen  to  be  thickly  sprinkled  with  miliary  tubercles.  There  was  no 
tumour. 

This  case  was  exceptionally  misleading  on  account  of  the  patient's 
age  and  stoutness.  General  ill-health  from  the  commencement  of 
ovarian  disease  is  rare,  and  the  tympanitic  irregularity  in  front  should 
have  aroused  strong  suspicion. 

The  following  is  the  usual  type  of  encysted  tuberculous  peritonitis 
case. 

I  was  asked  to  see  and  operate  on  a  governess  of  25,  with  what  was 
diagnosed  as  ovarian  tumour,  in  October,  1884.  Her  story  was  that,  though 
never  robust,  she  had  had  no  illness  up  to  the  present.  A  brother  died  of 
consumption.  Some  members  of  her  mother's  family  had  also  died  from  this 
cause.  Her  father,  mother,  and  five  living  brothers  and  sisters  were  healthy. 
The  present  illness  began  eighteen  months  ago.  The  first  thing  noticed 
was  that  menstruation,  previously  regular,  ceased.  It  had  not  reappeared. 
She  had  been  occasionally  sick,  had  pains  in  the  abdomen,  irregular  bowels, 
occasionally  loose,  at  other  times  confined,  and  had  lost  flesh  and  strength. 
She  was  emaciated,  looked  ill,  and  the  skin  of  the  face  was  dark  and  in 
patches  pigmented.  The  skin  of  the  whole  body  felt  dry  and  rough.  On 
examining  the  abdomen  the  physical  signs  of  ovarian  tumour  were  well 
simulated,  except  that  the  tympanitic  area  at  the  upper  part  of  the  swelling 
was  irregular  and  dipped  towards  the  umbilicus.  Per  vaginam  the  pelvis 
felt  completely  blocked  by  a  board-like  mass,  with  the  concavity  downwards 
and  cervix  sticking  out  of  a  point  near  the  centre  of  it.  There  was  no  special 
tenderness  on  pressure. 

My  diagnosis  of  tuberculous  peritonitis  was  confirmed  by  post-mortem 
examination,  four  months  later.  Both  Fallopian  tubes  contained  caseating 
pus.  Probably  tuberculous  infection  gains  admission  in  many  such  cases 
by  vagina,  uterus,  and  tubes. 

Even  at  an  operation  it  is  not  always  easy  to  recognize  that  a 
mistake  has  been  made.  The  thickened  peritoneum  closely  resembles 
cyst  wall,  and  I  have  seen  the  parietal  peritoneum  in  this  condition 
widely  separated  before  the  mistake  was  recognized.  This  empha- 
sizes what  I  would  regard  as  a  canon  in  operating  for  ovarian  tumour. 
//  in  doubt  as  to  whether  the  peritoneum  is  opened,  go  steadily  on.  If 
a  cyst  is  so  firmly  adherent  that  the  distinction  between  cyst  wall  and 
peritoneum  becomes  difficult,  no  harm  can  come  from  opening  the 
tumour  with  the  knife — the  contents  cannot  escape  into  the  cavity,  and 
the  dangerous  mistake  of  stripping  the  parietal  peritoneum  is  avoided. 

A  still  more  serious  mistake  in  diagnosis  is  made  when  a  pregnant 
uterus  is  mistaken  for  an  ovarian  tumour. 
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I  have,  at  least  three  times,  been  asked  to  see  pregnancies  as 
ovarian  tumours,  and  all  of  us  have  heard  stories  of  the  mistakes  com- 
mitted, and  fatal  operations  performed  or  only  averted  by  the  normal 
delivery  of  the  tumour.  Fortunately  I  cannot  record  such  a  case  in 
my  own  experience,  but  one  of  those  I  saw  for  diagnosis  deserves 
special  mention. 

The  patient,  a  young  married  woman,  seen  June,  1881,  had  a  baby 
twelve  months  ago.  She  had  never  menstruated  since  the  birth  of  the 
hal>\.  :uid  had  suckled  it  up  to  a  month  previously.  Two  months  ago  her 
abdomen  began  to  swell,  and  during  the  last  month  had  increased  very 
rapidly  in  size.  Her  legs  began  to  swell  a  fortnight  ago,  and  during  the 
past  week  she  had  been  unable  to  lie  in  bed  on  account  of  breathlessness 
from  the  abdominal  swelling.  The  abdomen  was  enormously  distended 
with  a  large  cystic  tumour  in  which  fluctuation  was  distinct  in  every  direc- 
tion. A  rounded,  floating,  resistant  body  could  be  felt  by  dipping  the  hand 
suddenly  on  the  swelling.  Per  vaginam  :  Cervix  soft  and  patulous.  The 
fi nirer  tip  easily  entered  the  cervix,  and  ballottement  could  be  readily  felt, 
especially  with  the  patient  kneeling  upright  in  bed.  The  sutures  of  a  small 
child's  head  could  be  distinguished.  A  gum  elastic  catheter  was  left  in  the 
uterus.  Twelve  hours  afterwards  small  twins  were  born,  and  enough  water 
escaped  to  soak  the  bed,  fill  an  ordinary  pail,  and  run  downstairs  into  the 
passage. 

I  have  seen  two  other  cases  of  hydramnios  and  twins  in  which 
an  off-hand  diagnosis  might  have  led  to  serious  error.  In  urgent  and 
doubtful  cases  a  uterine  probe  will  settle  the  diagnosis. 

OVARIAN  TUMOUR  MISTAKEN  FOR  PREGNANCY. 

E.  B.,  25,  seen  March  15,  1881.     Two  years  before  she  fell  and  hurt  her 
abdomen  in  doing  so  against  a  large  stone  lying  on  the  ground.     From  this 
tune  she  never  felt  well,  had  pain  in  the  pubic  region,  pain  and  heaviness 
in  both  legs,  interfering  with  locomotion,  some  swelling  and  varicosity  of 
the  h  Lr  veins,  and  pain  on  defalcation  (symptoms  of  an  impacted  ovarian). 
The  symptoms  were  increased  at  the  menstrual  period,  which  had  always 
been  profuse  and  painful.     The  pains  disappeared  suddenly  at  the  end  of 
four  or  five  months  (tumour  escaped  from  pelvis  into  abdomen),  and  shortly 
after,  sixteen  months  ago,  she  got  married.     Three  or  four  months  after  mar- 
riage she  first  discovered  a  swelling  at  the  lower  part  of  the  bowels,  and 
thought  she  was  pregnant,  though  menstruation  continued  regularly.     She 
ii-.w  consulted  a  medical  man,  who  examined  her  and  said  she  was  pregnant. 
.ong  after  normal  pregnancy  should  have  terminated  she  consulted  me.     All 
s  usual  signs  of  pregnancy  were  absent.     The  breasts  were  not  enlarged. 
There  was  no  areola  round  the  nipple.     No  colostrum  could  be  squeezed  out 
breasts.     Per  vaginam.— The  cervix  was  hard,  small,  and  pointed. 
is  could  be  felt  pushed  back  by  the  tumour  and  moved  distinct 
The  sound  showed  a  cavity  of  2£  in.     Ovariotomy  was  performed 
J81.     A  simple  multilocular  ovarian  tumour  was  removed 
C  p;ih<  nt  made  a  good  recovery. 

<>n  learned  from  the  following  has  been  so  useful  to  me, 
case  is  so  rare,  that  I  have  considered  it  worthy  of  mention. 
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DISTENDED   BLADDER  MISTAKEN   FOR  PREGNANCY  AND  TUMOUR. 

A  girl  of  17  was  brought  to  me  by  her  mother  for  an  opinion.  In  conse- 
quence of  a  largely  swollen  abdomen,  her  mother,  thinking  the  patient  had 
a  tumour,  consulted  a  medical  man.  This  gentleman,  after  examination, 
assured  her  mother  she  was  pregnant,  in  consequence  of  which  opinion  her 
father  turned  her  out  of  the  house,  and  said  she  should  never  enter  it  again. 
The  patient  was  a  peculiar  girl  and  would  give  no  information  about  hers<  It. 
though  she  had  very  strongly  denied  to  her  mother  the  possibility  of  the 
medical  opinion  being  correct.  On  uncovering  the  abdomen,  the.  appearance 
was  remarkably  like  that  of  a  six  months'  pregnancy,  due  to  a  tumour, 
evidently  cystic,  as  it  fluctuated  in  every  direction,  reaching  above  the 
umbilicus.  The  vaginal  orifice  and  canal  were  remarkably  patulous  and 
soft,  easily  admitting  two  fingers,  and  the  cervix  soft  and  swollen.  I 
thought  the  tumour  was  an  ovarian  cyst,  but  passed  a  catheter.  To  my 
astonishment  between  three  and  four  quarts  of  dark-coloured  high-smelling 
urine  escaped,  and  the  tumour  disappeared. 

In  cases  of  ovarian  tumour  complicating  pregnancy,  what  are  we 
to  do  ? 

1.  The  case  may  be  left  to  take  its  course.  This  may  be  done, 
at  times,  with  impunity,  as  in  the  case  of  A.  C.  previously  mentioned. 
Three  children  were  born  safely  during  the  growth  of  the  tumour. 
The  more  usual  course  I  believe  to  be  not  so  favourable,  the  case  of 
C.  D.  illustrating  this  : 

INFLAMED  AND  SUPPURATING  OVARIAN  FOLLOWING  PREGNANCY. 

C.  D.,  25,  Hartlepool,  first  seen  September  10,  1881.  Complained  of 
pain  and  swelling  in  bowels,  and  said  she  was  of  no  less  size  than  when  her 
child  was  born  a  fortnight  before.  Since  then  she  had  been  very  ill.  Tem- 
perature 101-4°.  Before  the  birth  of  the  child  she  had  difficulty  in  getting 
about  on  account  of  her  size  and  the  weight  of  her  abdominal  contents,  but 
her  confinement,  a  fortnight  ago,  was  easy  and  rapid  and  the  baby  strong  and 
healthy.  Dr.  Duncan  was  sent  for,  and  recognizing  the  nature  of  the  case, 
asked  me  to  see  her  with  him.  The  patient  looked  ill,  anxious,  and  anaemic, 
was  perspiring  profusely,  could  only  lie  on  her  left  side.  Temperature 
101-4°  ;  pulse  120.  Vomited  frequently.  With  difficulty  she  turned  on  to  her 
back,  when  the  shape  of  the  abdomen  was  seen  to  be  peculiar.  It  was 
spread  out  towards  the  left  side,  and  in  front  was  pointed  like  a  sugar  loaf. 
From  the  summit  a  firm  ledge  ran  upwards  and  downwards,  forming  the 
anterior  boundary  of  the  swelling.  The  skin  was  reddened  over  the  most 
prominent  part,  and  it  was  clear  that  this  swelling  was  the  result  of  acute 
oedema,  the  shape  being  determined  by  constant  lying  on  the  left  side.  The 
abdomen  was  very  tender  on  pressure,  and  filled  by  a  large  fluid  tumour. 
Inflamed  and  suppurating  ovarian  cyst  with  peritonitis  was  diagnosed  and 
tapping  recommended,  as  the  lochial  discharge  was  still  present,  and  the 
condition  of  the  patient  could  scarcely  be  worse.  Tapping  was  performed 
the  same  day,  and  eleven  quarts  of  sticky  brown-coloured  fluid  escaped,  and 
towards  the  last  two  or  three  tablespoonfuls  of  pus.  Eighteen  days  later 
I  saw  her  again.  The  tapping  had  given  her  ease,  but  she  had  got  very  thin, 
and  so  weak  she  could  not  help  herself,  from  want  of  appetite,  sickness, 
pain,  and  sweating.  Operation  was  advised  as  her  only  chance.  The  day 
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before  operation  her  temperature  in  the  morning  was  101-3°  ;  pulse  120  ; 
n  the  evening  temperature  101-8°  ;  pulse  115.  October  1,  1881,  ovariotomy 
wfta  performed  at  her  own  home.  The  cyst  was  adherent  to  parietal  omentum 
colon  and  small  intestines,  and  was  so  soft  and  friable  that  in  removing  i1 
several  places  were  torn.  The  intestines  were  glued  together  by  recent 
Ivmph  The  fluid  which  had  escaped  from  the  cyst,  a  good  deal  of  it  pus, 
was  carefully  sponged  out  of  the  abdominal  cavity,  and  two  india-rubber 
drainage  tubes  introduced,  one  into  the  abdominal,  the  second  into  the 
pelvic  cavity.  The  operation  occupied  one  hour  and  a  half,  and  for  three  or 
four  hours  the  patient's  condition  was  not  a  hopeful  one.  After  the  first 
niirht  she  had  no  bad  symptoms,  and  made  a  rapid  recovery.  Inflammation 
of  the  tumour  and  peritonitis  were  set  up  by  the  labour.* 

•_'.  The  tumour  might  be  tapped.  There  can  seldom  be  excuse 
for  this. 

:*.  Abortion  may  be  brought  on  at  once  and  ovariotomy  done  as 
soon  as  circumstances  are  favourable.  There  is  some  risk  in  doing 
tliis.  n  child  is  sacrificed,  and  the  operation  has  still  to  be  faced. 

4.  Ovariotomy  may  be  performed,  leaving  the  pregnancy  unin- 
tcrfercd  with.  This  I  believe  to  be  the  proper  treatment,  as  shown 
by  a  sufficient  number  of  successful  reported  cases,  and  the  following, 
as  yet,  unreported  : 

OVARIOTOMY    AND    PREGNANCY. 

May  23,  1880.— J.  F.,  22,  residing  at  West  Hartlepool.  Three  years 
before,  a  few  weeks  after  the  birth  of  her  first  and  only  child,  she  felt  a  pain 
in  the  right  groin,  and  a  sensation  inside  as  if  something  was  dragging,  when 
-he  lay  on  her  left  side.  She  was  in  poor  health,  and  noticed  her  abdomen 
beginning  to  enlarge.  She  grew  slowly  bigger,  and  a  year  ago  saw  a  medical 
man,  who  told  her  she  had  a  tumour.  In  December  last  menstruation, 
previously  regular,  ceased,  and  she  began  to  increase  more  rapidly  in  size. 
A  fortnight  ago  movements  began  to  be  felt,  like  those  of  a  child. 

The  abdomen  was  swollen,  mammary  areola  well  marked.  On  palpa- 
tion, two  swellings  could  be  felt  in  the  abdomen  :  one,  the  smaller,  rounded 
and  I  in  1 1  at  the  lower  part  and  pointing  towards  the  right  side,  the  upper 
en«l  lying  in  the  right  iliac  fossa  ;  the  other,  larger,  swelling,  occupying  the 
greater  part  of  the  abdominal  cavity,  was  softer  and  more  elastic,  freely 
movable  in  all  directions,  and  fluctuating  from  the  right  of  the  umbilicus 
to  the  left  flank,  which  was  most  prominent.  On  right  side  a  souffle  was 
to  )>»•  heard  up  to  umbilical  level,  but  no  fcetal  heart.  Per  vaginam. — The 
tumour  found  on  the  right  side  was  continuous  with  the  cervix.  Ballotte- 
iiH-nt  could  be  distinctly  felt.  The  cervix  was  soft,  granular,  and  purple. 
The  anterior  roof  of  the  vagina  was  stretched,  and  its  walls  were  of  a  dark 
colour.  Ovariotomy,  June  11,  1880,  at  patient's  own  home.  The  ovarian 
tumour  to  the  left  had  a  pearly  bluish  tinge,  the  pregnant  uterus  to  the 

1  looked  yellowish  and  more  leathery.  The  difference  was  so  slight, 
that,  unprepared  for  the  actual  condition,  it  would  have  been 
'\vo  ovarian  cysts  present. 


*  There  can  be  little  doubt  that  the  cyst  had  twisted  its  pedicle  and 
become  infected  through  intestinal  adhesions. 
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The  patient  made  an  excellent  recovery,  and  was  confined  on  October 
10,  1880,  after  a  natural  labour,  of  a  strong  male  child. 

The  time  has  passed  for  discussing  the  question  as  to  whether 
ovariotomy  should  be  delayed  or  done  as  soon  as  convenient  after  the 
discovery  of  the  tumour. 

The  cases  I  have  recorded  show  some  of  the  risks  of  carrying  about 
an  ovarian  tumour,  inflammation  of  tumour,  and  rupture  of  cyst,  and 
the  following  case  of  twisted  pedicle  illustrates  another  danger  :— 

OVARIAN  TUMOUR,   TWISTED   PEDICLE,    AND    PERITONITIS. 

Mrs.  J.,  54,  sent  to  me  by  Dr.  Horace  Paige,  of  Gosforth. 

History. — The  patient  had  noticed  some  abdominal  swelling  for  five  or 
six  years.  One  year  ago  she  had  to  enlarge  all  her  clothes,  after  an  illness 
attended  by  pain  in  abdomen,  shivering,  and  vomiting,  which  kept  her  in 
bed  a  week.  At  the  New  Year  she  had  a  similar  attack  and  was  in  bed  a 
fortnight.  She  had  (June  30,  1890),  been  in  bed  with  the  same  sort  of 
illness  seventeen  days.  Dr.  Paige  diagnosed  ovarian  tumour  with  peritonitis, 
and  I  agreed  with  this  opinion.  She  was  sent  into  Newcastle  in  bed  in  a 
cab  to  be  under  my  care.  Pulse  140  ;  temperature  101°  ;  perspiring  fre(  ly  : 
looked  very  ill;  was  nervous  and  low-spirited;  turned  and  moved  with 
difficulty  ;  some  oedema  of  legs  ;  lay  best  on  right  side.  The  abdomen  was 
so  tender  as  not  to  allow  of  much  manipulation,  but  was  found  to  contain  a 
large  tumour.  The  patient  was  so  ill  that  an  operation  seemed  to  everyone 
who  saw  her  out  of  the  question.  On  July  3rd,  five  and  a  half  quarts  of 
bloody  fluid  were  removed  from  the  tumour  by  aspiration.  This  relieved 
her,  and  the  improvement  was  considered  sufficient  to  justify  operation  on 
July  6th,  when  ovariotomy  was  performed.  A  large  gangrenous  cyst  with 
twisted  pedicle  was  taken  away,  and  the  peritoneum — the  inflamed  and  bad 
condition  of  which  seemed  to  some  present  to  preclude  all  hope  of  recovery — 
washed  out,  and  a  drainage  tube  left  in.  The  patient  slowly  but  completely 
recovered. 

Then,  recurrent  attacks  of  peritonitis  cause  such  adhesions  as  to 
make  the  operation  a  terrible  and  dangerous  one.  Two  years  ago  I 
operated  on  a  patient  sent  by  Dr.  Jaques,  of  Washington,  where 
the  tumour  had  to  be  dissected  from  bladder,  uterus,  and  intes- 
tines, the  operation  occupying  two  and  a  quarter  hours  from  this 
cause.  The  patient  looked  very  unlike  recovering  on  her  return  to 
bed,  but  after  some  hours  of  profound  collapse  never  looked  behind 
her. 

Again,  if  the  facts,  that  an  operation  performed  under  favourable 
circumstances  is  almost  certainly  successful,  and  that  it  must  be  faced 
in  a  few  months  be  recognized,  there  is  no  excuse  for  delay. 

ECTOPIC    GESTATION. 

Within  the  last  two  years  I  have  had  under  personal  observation 
six  cases,  and  in  talking  the  matter  over  with  my  friend  Dr.  Murphy, 
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of  Sunderland,  he  tells  me  that  he  has  seen  six  cases  during  the  last 
BU  months.  This  is  strong  corroboration  of  a  belief  I  have  that  this 
condition  is  a  common  one,  and  frequently  overlooked. 

Without  entering  further  into  the  pathology  of  the  condition,  I 
may  just  state,  accepting  Tait's  view,  that  the  pregnancy  occurs  pri- 
marily in  the  Fallopian  tube,  when  the  foetal  sac  has  reached  a  cer- 
tain size,  not  later  than  the  thirteenth  week,  it  ruptures. 

1.  The  rupture  may  involve  the  peritoneum,  covering  the  tube, 
and  forming  the  broad  ligament,  when  bleeding  into  the  abdominal 
cavity  (intra-peritoneal  hcematocele),  and  death  soon  follows  unless  the 
haemorrhage  is  arrested  by  successful  operation. 

The  following  case  is  an  illustration  of  these  points.  The  patient 
was  under  the  care  of  Dr.  Martin,  of  North  Shields,  who  diagnosed 
the  condition,  sent  for  me,  and  supplied  the  notes. 

EXTRA-UTERINE  PREGNANCY. 

"Mrs.  B.,  39,  first  and  only  child  fifteen  months  ago,  complained  of 
pain  in  the  abdomen,  which  began  first  in  the  left  side.  From  there  it 
travelled  all  over  the  abdomen.  Vomiting  severe.  Pulse  100  ;  respiration 
•j:>.  Pulse  of  fair  volume  and  regular.  Expression  anxious,  talking  quite 
freely,  but  said  that  pain  was  very  great.  Her  illness  began  on  February 
:;n).  1890,  at  6  p.m.,  but  I  [Dr.  Martin]  did  not  see  her  till  the  morning  of 
February  4th,  when  the  above  symptoms  were  present.  She  menstruated 
last  on  November  2nd,  1889,  that  is,  three  months  ago.  Examination  : 
Abdomen  slightly  bulging  ;  dull,  on  percussion,  in  both  flanks,  and  up 
almost  to  the  umbilicus.  Nothing  to  be  made  out  on  palpation.  Vagina 
was  normal.  Cervix  uteri  soft  and  slightly  patulous.  Fornices  normal. 
Bi-manual  examination  :  Uterus  enlarged  to  the  extent  of  three  months' 
pregnancy.  An  indefinite  swelling  could  be  felt  on  left  side.  Diagnosis  : 
Extra-uterine  pregnancy  ruptured.  Immediate  operation  advised.  This 
was  at  11  a.m.,  but  owing  to  difficulty  with  friends  regarding  operation  this 
was  not  performed  till  11  p.m.,  4th  February,  1890." 

On  seeing  the  case,  I  had  no  difficulty  in  accepting  Dr.  Martin's  diagnosis 
and  his  conclusion  that  if  we  could  not  arrest  the  haemorrhage  the  patient 
would  soon  be  dead.  On  opening  the  abdomen,  dark  blood  poured  out.  No 
time  was  lost  in  securing  the  left  broad  ligament,  ligaturing  it,  and  removing 
the  ruptured  sac.  The  foetus  was  found  floating  in  blood  in  the  cavity. 
At  least  two  quarts  of  fluid  and  clotted  blood  were  then  removed  by  sponging 
anrl  irrigation.  The  patient  had  lost  so  much  blood  she  never  fairly  rallied, 
and  died  the  following  day  at  7  p.m.* 

2.  The  rupture  may  involve  the  tube  only,  and  the  bleeding  occur 
between  the  folds  of  the  broad  ligament  (extra-peritoneal  hcematocele). 
In  this  case  the  disease  is  not  necessarily  fatal,  bleeding  may  be  arrested, 
th.    iutus  die  and  become  absorbed,  and  it  is  now  recognized  that 

'h  following  operation  for  extra-uterine  pregnancy  was  even 
at  that  date  an  uncommon  event. 
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many  of  the  pelvic  hsematoceles  which  get  well  may  own  this  as  their 
cause. 

Unfortunately  this  happens  too  rarely. 

a.  Haemorrhage  may  go  on  until  the  patient  dies,   and  I  have 
found  in  this  condition  the  whole  pelvic  peritoneum  stripped  from 
the  pelvic  fascia. 

b.  The  foetus  may  go  on  developing  in  the  broad  ligament  and 
may  again  rupture  its  newly-made  sac  (so-called  secondary  rupture). 
At  any  of  these  stages  the  foetus  may  die  and  recovery  of  the  patient 
follow,  but  this  happens  so  rarely  as  to  form  no  excuse  for  delaying 
operation.      A  patient  with  an  extra-uterine    foetation  is  in  danger, 
under   the   most   favourable   circumstances,    greater   than   a   skilfully 
performed  operation  exposes  her  to.* 

The  following  cases  illustrate  rupture  into  the  broad  ligament : — 

RUPTURED   EXTRA-UTERINE    PREGNANCY. 

Mrs.  C.,  37,  had  first  and  only  child  eighteen  years  ago.     August  14, 

1885,  menstruated  for  last  time.     October  12  (two  months  later),  suddenly 
seized,  whilst  working,  with  severe  pain  in  bowels,  and  faintness.     Had  to 
be  put  to  bed.     November  2,  I  saw  her  in  consultation  and  diagnosed  pelvic 
haematocele  of  considerable  size.     The  patient  stayed  in  bed,  and  by  middle 
of  December  blood  had  been  absorbed  and  there  was  an  elastic,  rounded, 
tender  tumour  occupying  the  pelvis,  chiefly  on  the  left  side,  pushing  the 
enlarged   uterus  to  the  right.     She  had  now  morning   sickness,   enlarged 
mammae    with    areola   and    colostrum   in   the   breasts.     Ectopic   gestation 
diagnosed.     January  25,  foetal  heart  heard  for  first  time.     Placental  souffle 
was  loudest  in  the  middle  line  and  towards  right  of  it.     February  2,  foetal 
heart  heard  for  last  time.     From  this  time  the  patient  grew  worse.     Most 
days  she  had  been  able  to  sit  up  for  an  hour  or  two,  and  though  she  had 
severe  pains  all  along,  they  were  bearable.     Now,  the  pains  were  continuous, 
sickness  with  vomiting,  elevation  of  temperature,  and  loss  of  rest,  reduced 
her  to  a  wretched  condition,  and  operation  was  decided  upon.     February  9, 

1886,  operation.     The  placenta  lay  in  front  of  the  sac,  and  though  it  was 
recognized  both  by  its  appearance  and  feel,  there  was  no  other  way  of  getting 
into  the  sac  than  through  it.     The  incision  was  followed  by  an  enormous 
gush  of  blood,  only  arrested  after  the  removal  of  the  foetus  by  sponge  pack- 
ing.    Though  the  operation  was  satisfactorily  completed,  the  patient  never 
fairly  recovered,  and  died  nine  hours  afterwards.     Time  will  not  permit  of 
further  detail,  but  with  my  present  experience  I  could  have  saved  this  case, 
even  at  the  late  stage  when  the  operation  was  allowed. 

Mrs.  J.,  28,  five  children,  youngest  3.  Two  years  ago  had  an  attack  of 
pelvic  inflammation,  which  laid  her  up  for  three  months,  said  to  be  due 
to  cold  caught  during  a  menstrual  period.  December  6,  1887,  had  missed 
menstruation  for  two  months.  Complained  of  crampy  pains  in  lower  part 
of  bowels.  December  13,  considerable  haemorrhagic  discharge  from  vagina, 
with  periodic  pains.  It  was  expected  that  she  was  going  to  abort.  The 


*  It  is  now  universally   recognized   that  the  most  frequent  accident 
in  ectopic  gestation  is  a  tubal  abortion. 
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discharge,  pain,  and  sickness  continued,  pains  growing  worse.  December  28, 
examined  under  chloroform.  Uterus  enlarged.  Cervix  soft  like  pregnancy, 
liehind  uterus  a  tumour,  rounded,  elastic,  feeling  as  if  it  contained  fluid, 
.iii.l  previously  found  to  be  tender  on  pressure.  Uterus  lay  in  front,  enlarged. 
Sucllinu  in  abdomen  reached  mid-way  between  pubis  and  umbilicus.  The 
breasts  contained  colostrum,  and  there  was  a  well-marked  areola  round 
the  nipple.  Operation  was  performed  January  2,  1889.  A  three  months' 
foetus  was  obtained  from  the  extra  uterine  sac,  which  was  drained.  The 
patient  recovered. 

These  cases  show  clearly  the  diagnostic  points  to  be  attended  to, 
Miul  as  I  think  it  is  easy  to  form  an  opinion  if  the  meaning  of  the  sym- 
ptoms is  grasped,  you  will  perhaps  excuse  my  summarising  the  leading 
features. 

Tin*  patient  has  frequently  been  sterile  (diseased  or  distorted 
tube's)  for  a  long  period  before  this  pregnancy  occurred.  The  first 
month  or  six  weeks  nothing  may  be  suspected  beyond  an  ordinary 
pregnancy  causing  more  than  usual  trouble.  Examination  would 
show  an  elastic,  rounded,  movable  tubal  tumour.  Now  come  colicky 
pains  in  the  lower  abdomen,  usually  severe,  and  causing  great  distress 
Miul  faintness.  These  soon  pass  off  and  leave  the  patient  imagining 
she  is  well  again.  The  pains  quickly  return  and  persecute  the  patient 
at  short  intervals  till  about  the  end  of  the  third  month.  During 
this  time  irregular  uterine  haemorrhages  may  occur  and  portions  of 
dc ciclua  be  passed.  Examination  now  shows  a  tender,  elastic  tumour, 
LT<  nerally  behind  the  uterus.  The  sac  ruptures  about  this  time,  caus- 
ing serious  and  alarming  symptoms.  The  patient  is  suddenly  seized 
with  pain  more  severe  than  any  she  has  before  experienced,  and  soon 
is  seriously  collapsed  from  the  rupture,  and  faint  from  the  loss  of 
blood.  Operation  offers  an  excellent  chance  if  done  early,  and  is 
always  worth  doing  however  late. 

These  cases,  and  many  others  of  a  similar  character,  were  dia- 
-iiosed  as  peritonitis,  and  left  to  die.  This  does  not  occur  so  fre- 
quently at  the  present  day.  I  recognize  in  peritonitis  only  a  sym- 
ptom, and  to  say  a  patient  has  died  of  peritonitis  is  as  descriptive  of 
tin-  ailment  as  to  say  death  was  caused  by  dropsy.  Idiopathic  peri- 
tonitis is  one  of  the  most  uncommon  diseases. 

Amongst  the  causes  of  acute  peritonitis  come  traumatic  ruptures 
and  perforations  of  all  the  abdominal  viscera,  the  most  common,  so 
far  as  my  experience  goes,  being  due  to  perforating  ulcer  of  the  stomach, 
rupture  of  distended  Fallopian  tube,  rupture  of  vermiform  appendix, 
rupture  of  bladder,  and  that  due  to  puerperal  metritis.  Some  of 
»!H  se  cases  may  be  saved  by  operative  interference.  Without  opera- 
tion f  1"  y  practically  all  die.  I  have  had  one  such  recover.  The  child, 
inder  the  care  of  Dr.  Abraham  and  Dr.  Drummond,  was 
•Uffenng  from  acute  purulent  peritonitis.  It  was  so  ill  that  we  enter- 
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tained  doubts  as  to  whether  it  could  take  an  anaesthetic,  and  we  were 
all  prepared  for  anything  that  might  happen.  I  opened  the  abdomen 
by  an  inch  and  a  half  incision,  let  out  a  quantity  of  sero-pus,  and 
washed  out  the  belly  thoroughly  with  hot  boracic  lotion  through  a 
Higginson's  syringe  and  catheter.  A  full-sized  drainage  tube  was 
left  in  Douglas's  pouch,  and  frequently  dressed.  The  child  made  a 
straightforward  recovery.  No  attempt  was  made  in  this  case  to  find 
the  cause.  The  patient  was  too  ill  to  stand  any  manipulation  or  much 
anaesthetic.  In  these  cases  it  is  necessary  to  beware  of  doing  too 
much.  A  brilliant  and  complete  operation  is  not  satisfactory  if  the 
patient  is  to  die  from  it. 

In  more  chronic  forms  of  peritonitis  the  operation  is  so  safe  and 
successful  as  to  require  no  comment  on  my  part. 

GALL-STONES. 

In  my  own  limited  experience,  I  can  recall  several  cases  of  death 
from  gall-stones,  but  the  prolonged  severe  suffering  and  incapacity 
entailed  by  their  presence  are  sufficient  alone  to  commend  operation 
more  frequently  than  it  has  hitherto  been  practised  in  this  class  of 
cases.  A  timely  operation  is  attended  by  little  risk  ;  postponed,  the 
patient  is  exhausted  by  pain  and  poisoned  by  bile  absorption;  it  is 
very  fatal. 

A  stone  blocking  the  cystic  duct  will  cause  hepatic  colic,  and  dis- 
tention  of  the  gall-bladder,  without  jaundice.  Blocking  the  hepatic 
duct  it  will  cause  colic  and  jaundice.  Blocking  the  common  duct  it 
will  cause  colic  and  jaundice,  with  or  without  dilatation  of  the  gall- 
bladder. 

With  distended  gall-bladder,  due  to  stone  in  the  cystic  duct,  can 
a  patient  recover  without  operation  ? 

The  authorities  I  have  consulted,  without  definitely  answering 
this  question,  say  that  operation  is  imperative  in  this  condition,  as  in 
all  cases  of  dilated  gall-bladder  from  whatever  cause.  The  operation 
of  cholecystotomy  may  be  the  best  treatment  for  these  cases,  but  that 
they  may  get  symptomatically  well  without  is  proved  by  the  two 
following  cases  : 

Dilated  Gall-Bladder.     Stone  in  Cystic  Duct. 

Mrs.  W.,  35,  consulted  me  in  January,  1884,  on  account  of  attacks  of 
vomiting  and  pain  in  right  hypochondriac  and  epigastric  regions,  and  marked 
loss  of  flesh  and  strength.  On  examination  I  found  a  tender  rounded  tumour 
in  the  right  hypochondrium,  and  believing  she  had  seirrhus  of  the  pylorus, 
sent  her  to  Newcastle  for  advice.  She  saw  Dr.  Drummond,  who  diagnosed 
gall-bladder,  from  calculus  obstruction  of  cystic  duct,  and  advised  aspira- 
tion of  the  swelling  to  satisfy  my  doubts  and  relieve  the  symptoms.  In 
January,  1884,  I  aspirated  the  tumour,  as  he  suggested,  removing  three 
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drams  of  opalescent  fluid  and  confirming  the  diagnosis.  The  symptoms 
u.re  relieved,  the  painful  attacks  disappeared,  and  she  slowly  regained 
health.  In  January,  1885,  she  had  some  return  of  the  pains.  I  aspirated 
the  gall-bladder  again,  removing  three  drams  of  fluid  with  relief  to  her 
symptoms.  Since  then  she  has  required  no  further  treatment,  but  the 
swelling  has  nevei  entirely  disappeared.  I  examined  her  on  March  18, 
1891.  She  was  in  excellent  health  and  stout.  There  was  a  round  hard 
swelling — which  descended  freely  on  inspiration — in  the  region  of  the  gall- 
bladder, about  the  size  of  a  walnut,  probaoly  the  gall-bladder  distended 
with  a  large  stone.* 

Distended   Gail-Bladder. 

E.  M.,  a  young  gentleman  residing  at  West  Hartlepool,  walked  into 
my  surgery  during  Christmas  week,  1885,  and  showed  me  a  tender  tumour 
in  his  right  hypochondrium,  which  there  was  no  difficulty,  after  my  previous 
experience,  in  recognizing  as  a  distended  tense  gall-bladder,  about  the  size 
of  an  orange.  He  had  had  no  attacks  of  pain,  and  there  was  no  jaundice, 
and  he  could  account  for  it  in  no  way.  I  introduced  the  hypodermic  syringe 
and  withdrew  three  drams  of  fluid  whilst  he  lay  on  the  couch.  On  with- 
drawing the  needle  he  got  up,  and  was  fastening  his  clothes  when  he  turned 
faint,  complained  of  pain  in  the  belly  and  chilliness.  He  soon  began  to 
shiver,  and  I  got  him  covered  up  on  the  couch  with  warm  rugs.  As  soon  as 
this  had  been  done  I  examined  his  abdomen,  and  was  alarmed  to  find  that 
the  swelling,  which  had  not  been  perceptibly  diminished  by  the  puncture, 
had  now  entirely  disappeared.  Evidently  the  whole  contents  of  the  gall- 
bladder had  escaped  into  his  peritoneal  cavity.  For  two  hours  the  pains 
and  chilliness  continued,  but  by  means  of  hot  bottles,  blankets,  etc.,  he  had 
at  the  end  of  this  time  so  far  improved  as  to  be  able  to  retuin  home  in  a 
cab,  promising  to  let  me  know  shortly  after  he  got  home  if  he  did  not  improve. 
Next  day  he  was  all  right.  The  swelling  gradually  reappeared  and  the  gall- 
bladder recovered  its  original  distended  condition.  As  his  general  health 
was  not  affected,  and  it  caused  nothing  beyond  discomfort,  I  did  not  feel 
justified  in  doing  more  than  wait  and  watch.  The  swelling  gradually  dis- 
appeared, and  on  March  18,  1891,  when  I  had  the  opportunity  of  examining 
him,  there  was  nothing  to  be  felt,  and  he  was  ID  good  health. 

This  case  conveys  the  lesson  that  exploratory  puncture  is  not 
devoid  of  risk. 

In  the  following  case  I  operated  for  gall-stone  with  distended  gall- 
bladder. The  condition  of  the  patient  before  operation,  and  the 
success  of  the  treatment  both  justify  the  course  adopted. 

Cholecystotomy.     Dilated    Gall-Bladder. 

Mrs.  H.,  age  45,  sent  to  me  by  Dr.  Duggan.     Had  pain  in  right  side 

eight  years,  of  same  nature  as  that  of  which  she  now  complained.     Attacks 

>f  pain  started  in  right  side  over  liver,  and  extended  to  right  shoulder  and 

t  num.  accompanied  by  shivering  and  vomiting.     Latterly  the  attacks 

so  frequent  and  severe  that  she  was  obliged  to  spend  three  or  four 

'•ml her,  Mr.  A.  E.  Morison,  of  Sunderland,  reports  of  this 
is  alive  and  well ;    has  had  no  more  gall-stone  attacks, 
I  uheit  I  ,    ununed  her  there  was  nothing  to  be  found." 
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da\s  of  each  week  in  bed.  A  lump  was  first  discovered  by  I  in-self  four  v 
ago.  She  had  never  been  jaundiced.  A  round,  hard  lump,  the  size  of  an 
orange,  was  felt  in  the  region  of  the  gall-bladder,  moving  freely  up  and  down 
on  respiration.  Operation,  February  29,  1888,  between  fifty  and  sixty 
small  stones  and  opalescent  fluid  removed  from  gall-bladder.  Recovery  ITM 
uneventful  and  the  patient  continues  well. 

In  the  following  case  jaundice  was  present  at  the  time  of  the 
operation  : 

Gail-Stones.     Jaundice.      Operation. 

Mrs.  P.,  age  41.  Three  years  ago,  after  birth  of  her  last  child,  had  an 
attack  of  pain  in  right  side,  over  liver,  extending  to  shoulder,  with  shivering 
and  vomiting  followed  by  jaundice.  The  pain  was  very  severe.  This  was 
repeated  at  least  once  in  six  weeks,  and  she  was  confined  to  bed  with  each 
attack  about  ten  days.  Movement  of  any  vigorous  sort  latterly  brought  on 
an  attack,  so  that  she  was  confined  to  the  house  and  could  do  no  work. 
The  pain  lasted  sometimes  four  or  five  days,  and  was  so  bad  that  she  lost 
her  reason  at  times.  The  greater  part  of  the  jaundice  disappeared  in  a 
fortnight  after  an  attack,  but  never  completely  went  away.  Operation, 
March  11,  1891.  Some  jaundice  still  remained.  The  gall  bladder  could  be 
felt  as  a  hard,  tender  nodule,  moving  freely  on  respiration.  Thirty  gall- 
stones, five  the  size  of  a  cob  nut,  the  remainder  from  a  horse  bean  to  small 
pea,  with  a  quantity  of  thick,  treacly  bile,  were  obtained  from  the  gall- 
bladder. There  was  no  fluid.  The  common  duct  was  clear  of  stones.  A 
small  stone  could  be  felt  in  the  end  of  the  cystic  or  commencement  of  the 
hepatic  duct ;  but  after  a  fair  trial  to  get  it  out  or  crush  it  had  failed,  I  left 
it,  thinking  from  its  size  it  was  likely  to  do  less  harm  than  a  further  pro- 
longation of  the  operation  and  its  removal  were  likely  to  do  good.  The 
patient  is  now  going  about  already  much  improved  and  free  from  pain. 

In  both  of  these  cases  the  gall-bladder  could  be  felt  and  was  a 
good  indication  for  operation,  but  successful  cases  have  been  recorded 
where  the  operation  was  undertaken  on  the  strength  of  symptoms 
alone. 


SPECIMEN    EXTRA-UTERINE    GESTATION. 

(Northumberland  and  Durham   Medical  Society's    Transactions, 
November,  1891.) 

Mr.  Morison  showed  a  specimen  of  blood  tumour  in  a  Fallopian  tube, 
which  he  considered  an  example  of  early  extra-uterine  gestation.  Diagnosed 
before  rupture. 

The  patient,  a  lady  of  23,  had  one  child  one  year  and  seven  months  old. 
There  was  a  history  of  peritonitis  following  rheumatic  fever  fifteen  months 
before,  and  from  the  earliest  menstruation  she  always  had  pain  at  the  periods. 
Menstruation  had  been  regular,  when  she  missed  a  period  and  went  twenty  - 
four  days  over  the  usual  time.  Then  came  a  flooding.  This  was  followed 
by  pelvic  peritonitis  and  fever  for  a  few  days.  Similar  attacks  were  twice 
repeated,  when  she  came  under  my  observation.  On  examination,  a 
rounded,  adherent  elastic  tumour,  the  size  of  an  orange,  was  discovered 
in  Douglas's  pouch. 
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At  the  operation,  a  week  ago,  this  tumour  was  removed  by  abdominal 
section,  together  with  both  ovaries  and  tubes. 

The  tumour  is  adherent  to  the  inside  of  the  Fallopian  tube,  which  was 
probably  torn  during  extraction.  It  is  covered  by  a  thin  membrane,  and 
contains  a  firm,  laminated  clot,  which,  when  fresh  was  of  different  colours, 
showing  old  and  recent  haemorrhages.  The  right  ovary  is  firmly  attached 
to  it,  and  the  portion  of  Fallopian  tube  not  involved  is  large,  vascular,  and 
thick  walled. 

The  left  ovary  is  double  the  normal  size,  studded  throughout  with 
cysts,  and  the  Fallopian  tube  thickened,  reddened,  roughened  from  torn 
adhesion  and  with  the  fimbriated  extremity  adherent  to  the  diseased  ovary. 

The  patient  made  an  excellent  recovery. 
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NOTES  OF  A  CASE  OF  SUCCESSFUL  ILEOCOLOSTOMY  FOR 

CHRONIC  INTUSSUSCEPTION  DUE  TO  MALIGNANT 

GROWTH    OF    ILEOCECAL    VALVE. 

(The  Medical  Press  and  Circular,  1892,  p.  107.) 

The  patient,  R.  W.,  age  57,  was  admitted  to  Royal  Infirmary,  Newcastle- 
on-Tyne,  under  my  care,  on  July  25,  1891. 

Chief  Complaint. — Constipation,  with  recurring  attacks  of  abdominal 
pain. 

History. — Fourteen  months  ago  was  seized  suddenly,  whilst  leaning 
heavily  over  a  cask,  with  pain  in  the  lower  part  of  right  side  of  his  belly, 
and  had  never  been  well  since.  From  time  to  time  similar  attacks  had 
been  repeated,  and  he  had  never  been  free  from  one  for  more  than  a  month 
at  a  time.  For  the  last  six  months  he  had  been  unable  to  work.  The 
attacks  commenced  with  pain  in  the  position  mentioned,  which  radiated 
into  the  abdomen  towards  the  the  navel  down  to  the  testicle,  and  occasionally 
into  the  right  leg.  They  were  attended  by  obstinate  constipation  and 
inability  to  pass  flatus,  and  he  had  to  take  strong  purgatives  to  get  relief. 
From  the  first  seizure  he  had  been  unable  to  have  an  evacuation  without 
aperient  medicine.  Had  lost  a  stone  in  weight. 

Condition  on  Admission. — The  patient  was  a  sallow,  poorly  nourished, 
depressed  looking  man,  but  with  the  exception  of  the  abdominal  condition 
there  was  no  evidence  of  disease. 

One  inch  internal  to,  and  three  fingers'  breadth  from,  the  right  anterior 
superior  spine  of  the  ilium,  an  indistinct,  rounded,  solid  mass  was  discovered 
lying  against  the  posterior  abdominal  wall.  It  moved  slightly  upwards 
and  downwards  during  forced  respiratory  movements,  and  though  not 
tender  on  pressure,  caused  a  '  sensation  '  when  manipulated. 

On  Aug.  7,  1891,  abdomen  explored  by  a  4  in.  incision  in  right  linea 
semilunaris,  and  tumour  drawn  forward  for  inspection.  The  ileocrccal  region 
was  found  to  be  involved  in  a  tumour  about  three  inches  long,  rounded 
like  a  thick  sausage,  and  firm  in  consistence.  From  the  character  of  the 
tumour  and  the  involuted  appearance  of  the  ileum  at  its  junction  with  the 
colon,  the  tumour  was  regarded  as  a  chronic  intussusception  at  the  ileociecal 
valve.  An  attempt  was  made  to  reduce  it,  but  the  density  of  the  adhesions 
and  the  free  bleeding  which  followed  tearing  them  soon  gave  warning  that 
no  success  was  likely  to  reward  perseverance  in  this  direction. 

An  anastomosis  was  accordingly  made  between  the  ileum  and  the 
ascending  colon  by  means  of  Senn's  plates  and  Lembert's  sutures,  and  before 
replacing  the  bowel  it  was  rolled  in  omentum  which  was  stitched  round  it. 

After-progress. — From  Aug.  7  (date  of  operation)  uneventful.  No  pain, 
rise  in  temperature,  or  sickness. 

On  the  evening  of  Aug.  14  his  temperature  suddenly  rose  to  102°, 
and  though  he  made  no  complaint,  he  did  not  look  well.  On  Aug.  15  two 
sutures  were  removed  and  some  foetid  pus  escaped.  From  this  date  he 
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had  no  further  trouble,  and  though  still  weak  was  discharged,  at  his  own 
request,  on  Aug.  21,  1891. 

For  the  first  month  after  operation  he  had  a  tendency  to  diarrhoea. 
Afterwards  his  bowels  acted  regularly  and  naturally,  his  appetite  returned, 
and  he  felt  no  abdominal  trouble  whatever.  No  signs  of  plates  were  ever 
found. 

On  Oct.  17,  1891  (ten  weeks  after  operation),  he  died  of  bronchitis. 
The  post-mortem  showed  a  healthy  cicatrix  in  abdominal  wall,  with  omentum 
adhering. 

The  omentum  was  firmly  adherent  to  and  wrapped  all  round  the  bowel. 
On  dissecting  this  off,  a  portion  of  ileum  about  five  inches  from  its  termina- 
tion was  found  attached  to  the  inner  side  of  the  ascending  colon,  about  four 
inches  from  the  caput  caecum.  One  small  silk  suture  buried  in  organized 
lymph  was  all  that  remained  of  the  numerous  sutures  used.  The  whole 
connection  was  secure  and  strong.  On  opening  the  colon  the  faecal  fistula 
connecting  it  with  the  ileum  admitted  easily  the  end  of  my  thumb.  Its  edges 
were  rounded  and  smooth,  and  faeces  must  have  passed  through  with  ease. 

The  ileum  at  its  junction  with  the  colon  was  completely  blocked,  and 
here  and  in  the  caecum  a  firm  ulcerated  surface  existed,  which  microscopic 
examination  showed  to  be  cylindrical  carcinoma. 

The  pathology  of  the  case  was  malignant  growth  of  ileocaecal  valve, 
causing  obstruction. 

The  preparation  showed  what  Dr.  Senn  has  pointed  out,  the  atrophy 
of  the  portions  of  intestine  excluded  from  the  faecal  circulation,  for  already 
shrinking  of  these  parts  was  quite  apparent. 


A  CASE  OF  GASTROSTOMY  FOR  MALIGNANT  DISEASE   OF 
THE  OESOPHAGUS  CAUSING  TOTAL  OBSTRUCTION. 

SURVIVAL   FOR   407   DAYS. 

(British  Medical  Journal,  May,  1892,  p.  963.) 

Mr.  Greig  Smith,  in  his  excellent  work  on  abdominal  surgery, 
page  362,  states  :  "So  far  as  I  know,  the  most  successful  operation 
for  cancerous  stricture  (of  the  oesophagus)  is  one  performed  by  Dr. 
James  Murphy,  of  Sunderland.  His  patient  lived  for  403  days  after 
the  operation,  which  was  not  performed  till  obstruction  was  com- 
The  following  notes  refer  to  a  case  under  my  care  which  has 
beaten  this  record. 

W.  O.,  age  45,  was  sent  to  me  by  Dr.  Campbell  of  this  city  on  the 

vcning  of  Oct.  25,  1890,  as  a  case  of  malignant  stricture  of  the  gastric 

j  ccsophagus,  urgently  requiring  gastrostomy.     He  complained  of 

?  very  hungry,  and  unable  to  keep  food  down.     The  history  was  that 

rears  he  had  suffered  from  4  indigestion,'  and  for  thirteen  weeks 

been  unable  to  take  any  solid  food.     The  difficulty  in  getting  food 

n  had  steadily  increased,  and  for  two  days  everything  had  ••  come  up 

;  had  suffered  acutely  from  hunger  for  some  days. 

lent  was  much  emaciated  (from  weighing  10  st.  he  was  reduced 

airly  strong  and  had  no  physical  signs  of  disease  other 
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than  an  obstruction  at  the  lower  end  of  the  oesophagus,  discovered  by  Dr. 
Campbell  on  exploration  with  a  bougie.  Water  and  milk  returned  at  once 
when  he  attempted  to  take  them,  but  in  my  presence  he  managed  to  take 
and  keep  down  a  raw  egg.  This  egg  was  the  last  substance  of  any  sort  he 
was  able  to  swallow  and  retain. 

The  first  stage  of  gastrostomy  was  performed  on  Oct.  27,  1890,  strength 
being  maintained  by  warmth,  rest,  and  nutrient  enemata.  The  cardiac  end 
of  the  stomach  and  its  anterior  wall  were  extensively  infiltrated  by  malig- 
nant growth,  so  that  it  was  necessary  to  draw  the  greater  curvature  of  the 
organ  forward,  and,  after  separating  the  omentum  from  it,  to  attach  this 
portion  of  the  stomach  to  the  abdominal  wall.  On  Oct.  30,  1890,  three 
days  afterwards,  the  operation  was  completed  by  opening  the  stomach,  and 
the  patient  was  fed  for  the  first  time. 

A  week  after  the  operation  he  sat  up  and  dressed,  having  suffered 
neither  pain  nor  constitutional  disturbance  ;  he  was  still  very  hungry.  A 
wineglassful  of  whisky,  a  pint  of  milk,  and  a  raw  egg,  were  administered  by 
the  opening  through  a  tube  and  funnel,  and  relieved  the  feeling  of  hunger, 
which  never  returned  in  the  same  aggravated  form  again.  He  went  home 
on  Nov.  13.  His  weight  was  as  follows :  Nov.  7,  7  st.  0  Ib. ;  Nov.  13,  7  st.  8  Ib. ; 
Nov.  24,  7  st.  9  Ib.  ;  Dec.  22,  7  st.  11  Ib.  ;  Jan.  29,  1891,  7  st.  13  Ib. ;  May, 
8  st.  4  Ib.  There  was  thus  at  this  date  a  gain  of  1  st.  4  Ibs.  since  the 
operation. 

In  May,  1891,  he  went  to  his  work  as  a  tailor,  and  4t  felt  better  and 
lightsomer  than  he  had  done  any  time  the  last  three  years."  He  enjoyed 
a  feed,  felt  great  comfort  from  a  little  rum,  and  was  satisfied  with  his  con- 
dition. The  gastric  fistula  did  not  leak,  and  occasioned  no  trouble  except 
at  the  moment  of  withdrawing  the  tube,  when  fluids  would  escape  without 
care.  By  placing  a  finger  gently  over  the  orifice,  and  getting  the  patient  to 
cough,  this  could  easily  be  avoided,  the  cough  producing  a  prolapse  of  mucous 
membrane  of  sufficient  size  to  block  the  opening. 

From  May  till  August,  1891,  he  worked  as  a  tailor,  when  he  had  to 
give  up  on  account  of  a  cough.  In  Dec.  1891,  I  received  a  letter  from  Dr. 
Clarke.  The  following  are  extracts  : — 

"A  late  patient  of  yours,  W.  O.,  has  just  died  (Dec.  8,  1891)  under 
my  care.  You  performed  gastrostomy  on  him  for  malignant  disease  of  the 
oesophagus,  and  since  he  has  been  fed  entirely  through  the  abdominal 
opening.  I  tried  hard  to  get  consent  for  a  post-mortem  examination,  but 
his  wife  would  not  allow  me  to  make  any  investigation.  He  died  of  infiltra- 
tion of  the  lungs  by  the  malignant  growth,  and  you  will  doubtless  be  glad 
to  complete  your  record  of  the  case  by  an  entry  as  to  the  exact  length  of 
survival  after  the  operation." 

From  this  record  it  will  be  seen  : 

1.  That  the  patient  lived  for  407  days  after  the  performance  of 
gastrostomy,  and  this  in  spite  of  the  unfavourable  conditions  found 
at  the  operation. 

2.  That  an  unusual  symptom  in  malignant  stricture  of  the  oeso- 
phagus (hunger)  formed  a  strong  argument  in  favour  of  operation  in 
this  case. 

3.  That  gastrostomy  may,  even  in  some  unfavourable  cases,  be 
performed  with  little  risk  and  with  a  fair  chance  of  prolonging  useful 
life  in  tolerable  comfort. 
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ON   STRANGULATED    HERNIA. 

(Birmingham  Medical  Review,  September,  1892.) 

During  the  past  three  years  an  exceptionally  large  experience  of 
strangulated  hernia  has  drawn  my  attention  forcibly  to  the  subject, 
and  as  it  is  of  great  interest  to  all  practitioners  and  not  of  uncom- 
mon occurrence,  I  have  ventured  to  make  a  few  notes  bearing  on  the 
practical  aspects  of  the  matter.  The  first  point  I  wish  to  dwell  upon 
is  the  question  of  diagnosis. 

In  many  cases  a  diagnosis  is  so  easy  as  to  be  made  by  the  patient 
unaided.  The  presence  of  a  hernia  is  recognised ;  something  has 
clearly  gone  wrong  with  it ;  and  from  this  the  illness  arises.  Gener- 
ally the  case  is  rightly  interpreted  by  the  practitioner,  for  he  recognizes 
that  symptoms  and  signs  of  intestinal  obstruction,  with  a  tender  and 
irreducible  lump  in  one  or  other  hernial  region,  are  almost  certain 
evidence  of  strangulated  hernia.  Yet  with  symptoms  so  plain  and 
>ii:ns  that  should  not  be  overlooked,  mistakes  too  commonly  arise, 
and  it  is  not  too  much  to  say  that  lives  are  lost  that  should  have  been 
saved,  for  the  percentage  mortality  of  herniotomy  should  be  under  5 
when  performed  before  the  gut  has  been  seriously  damaged,  which  it 
may  be  in  less  than  twenty-four  hours  ;  whereas  with  damaged  gut, 
as  will  be  afterwards  seen,  the  mortality  is  terribly  high.  Every 
patient  with  strangulated  hernia  should  be  pictured  mentally  stamped 
all  over  in  big  letters  with,  Delay  is  death. 

It  is  interesting  and  instructive  to  seek  an  explanation  of  some 
mistakes,  and  I  will  mention  some  which  have  been  impressed  upon 
me  by  an  actual  knowledge  of  them.  The  rarest  cause  of  failure  in 
diagnosis — mentioned,  however,  in  every  work  on  this  subject — is  due 
to  refusal,  from  feelings  of  delicacy,  especially  on  the  part  of  females, 
to  submit  to  a  satisfactory  examination  of  the  hernial  sites,  and  in  this 
way  it  is  said  a  palpable  swelling  escapes  recognition.  A  more  common 
ransr  is  that  the  practitioner  is  misled  by  the  patient's  statement  that 
1 1'-  is  sure  the  hernia,  which  is  always  down,  has  nothing  to  do  with  the 
symptoms,  as  it  is  in  no  way  altered,  and  the  pain  and  trouble  are  in 
tin  Ixlly.  On  closer  questioning,  the  information  may  be  elicited 
that  some  sudden  increase  in  size  has  occurred,  that  the  swelling  is 
more  tender  than  usual  on  manipulation,  that  handling  it  causes 
abdominal  pain  and  a  tendency  to  vomit,  and  that  the  impulse  on 
coughing  has  disappeared  or  diminished.  With  such  a  history  and 
there  can  be  no  doubt  that  some  portion  of  the  contents  of  the 
sac  is  strangulated,  and  that  the  case  requires  immediate  surgical 
treatment. 

Another  cause  of  error  is  to  regard  a  small,  tense,  strangulated 
.•mm  either  as  an  inflamed  femoral  gland  or  an  inflamed  undescended 
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testicle  nipped  in  the  inguinal  canal.  I  have  more  than  once  found 
gangrenous  gut  in  a  hernia  which  had  been  regarded  as  one  or  other 
of  these  conditions.  The  mistake  probably  arises  from  the  book 
statement,  made  chiefly  for  examination  purposes,  that  either  may 
simulate  very  closely  a  strangulated  hernia.  This  occurs  often  enough 
to  be  quoted  as  the  striking  exception  which  proves  I  lie  rule,  and  when 
there  is  room  for  doubt,  the  ease  is  one  requiring  immediate  operation ; 
for  if  a  mistake  is  made,  it  will  be  on  the  right  side,  and  the  inflamed 
gland  or  testicle  will  be  no  worse  for  thorough  examination. 

The  most  difficult  case  for  diagnosis  I  have  seen  was  that  of  a  boy, 
12  years  of  age,  with  a  tense,  tender,  irreducible  swelling,  dull  on  per- 
cussion, in  his  right  inguinal  canal,  with  vomiting  and  constipation  of 
two  days'  duration.  The  symptoms  had  developed  after  a  kick  in  the 
groin,  though  it  was  doubtful  if  some  swelling  was  not  present  before. 
The  testicle  was  in  its  normal  position.  I  felt  no  doubt  that  the  case 
was  one  of  strangulated  hernia,  and  operated  at  once.  On  opening 
the  swelling,  about  3  drachms  of  blood-stained  fluid  escaped  and  the 
tumour  disappeared.  On  further  examination,  it  became  clear  that 
the  case  was  one  of  inflamed  encysted  hydrocele  of  the  cord,  for  there 
was  no  gut  in  the  sac,  which  was  closed  in  every  direction,  forming  a 
cyst  adherent  to  the  cord.  The  patient's  symptoms  immediately 
disappeared,  and  in  a  few  days  he  was  well. 

Mistakes  may  arise  from  masking  of  the  symptoms  by  opium, 
idiosyncrasy,  or  gangrene. 

Opium  may  check  the  vomiting,  relieve  the  pain,  and  stop  peristalsis, 
lulling  the  anxieties  of  patients,  friends,  and  doctor  into  a  fatal  calm. 

Idiosyncrasy  is  a  considerable  factor  in  the  production  of  sym- 
ptoms. A  man  of  robust  constitution,  inured  to  hardships,  and  with 
a  nervous  system  well  under  control,  may  give  little  cause  for  anxiety 
till  sudden  and  final  collapse  appears,  when  a  more  highly  strung 
individual  will  have  symptoms  from  the  first  indicative  of  a  serious 
lesion. 

Gangrene  of  the  gut  is,  however,  the  condition  under  this  heading 
that  seems  to  me  of  greatest  importance,  for  I  can  find  nowhere  explicit 
recognition  of  the  fact  that  a  patient  with  gangrene  of  the  gut  may  be 
in  good  physical  condition  and  may  have  lost  the  most  distressing  sym- 
ptoms of  hernia  to  such  an  extent  as  to  deceive  everyone  concerned. 
The  explanation  of  this  is  obvious  if  the  physiological  cause  of  pain 
and  vomiting,  the  most  striking  symptoms,  be  remembered.  Dr.  M. 
Foster,  p.  461,  vol.  ii.,  writes  :  "  That  the  vomiting  (in  obstruction  of 
the  intestine  due  to  ligature,  hernia,  etc.)  is  due  to  nervous  action, 
and  not  to  any  regurgitation  of  the  intestinal  contents,  is  shown  by 
the  fact  that  it  will  take  place  when  the  intestine  is  perfectly  empty, 
and  may  be  prevented  by  section  of  the  mesenteric  nerves." 
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There  are  many  clinical  facts  bearing  upon  and  supporting  this 
statement.  Every  surgeon  has  seen  patients  with  all  the  symptoms 
of  strangulated  hernia  due  to  strangulated  omentum  alone,  and  knows 
of  cases  of  acute  peritonitis  which  only  too  closely  resembled  acute 
intestinal  obstruction,  and  of  acute  orchitis,  attended  by  abdominal 
pain,  vomiting,  and  obstinate  constipation.  Such  experiences  are 
only  to  be  explained  by  attributing  the  symptoms  to  nervous  action, 
and  I  will  illustrate  my  meaning  more  clearly  by  quoting  some  familiar 
mples  :— 

A  patient  has  haemorrhoids,  a  large  bunch  has  prolapsed,  cannot 
be  reduced,  and  is  being  slowly  strangulated  by  the  grip  of  the  sphincter. 
A.uoni/.iiig  pain,  vomiting,  and  collapse  are  the  symptoms.  An  anaes- 
thetic is  administered  and  each  haemorrhoid  firmly  ligatured  at  its 
base.  The  patient  returns  to  consciousness  completely  relieved. 

A  case  of  hernia  with  abdominal  and  local  pain,  vomiting,  and 
obstruction  presents  itself.  The  symptoms  are  sufficiently  urgent 
to  demand  immediate  operation.  On  opening  the  sac  no  bowel  is 
found,  only  a  portion  of  strangulated  and  inflamed  omentum.  This 
is  tightly  ligatured  and  cut  off,  the  stumps  being  returned  into  the 
abdomen,  and  the  patient  has  no  further  symptoms. 

Three  such  cases  have  come  under  my  care  for  operation  during 
the  period  referred  to,  in  which  a  diagnosis  could  not  be  made  till  the 
contents  of  the  hernial  sac  had  been  carefully  examined.  In  both 
examples  a  tight  ligature  at  once  destroyed  the  irritated  nerves,  thus 
preventing  the  conduction  of  afferent  impulses. 

To  return  to  cases  of  gangrenous  hernia,  the  same  explanation 
holds  good,  and  two  cases  I  have  recently  seen  made  a  strong  impres- 
MOII  upon  me  in  this  connection. 

The  first,  a  patient  between  50  and  60  years  of  age,  had  been 
tnmblcd  at  intervals  by  the  descent  of  a  hernia,  which,  however,  he 
had  always  succeeded  in  reducing.  One  Saturday  evening  he  was 
Bed  with  urgent  abdominal  pains,  vomiting,  collapse,  and  obstruc- 
tion. By  Sunday  morning  the  vomiting  was  feculent  and  continuous. 
On  Sunday  afternoon  careful  examination  of  the  ordinary  hernial 

I  was  made,  and  it  was  stated  that  a  finger  easily  introduced  into 
•  •it her  inguinal  canal  could  feel  no  obstruction.  Improvement  com- 
menced on  Sunday  evening  and  continued  during  Sunday  night.  On 
•••lay  he  appeared  well,  was  free  from  sickness  or  pain,  and  an 

M.I   had   produced  a  satisfactory  evacuation  (doubtless  from  the 

Iar8e  i"'  His  general   condition   continued   satisfactory,   and 

though  allo\\.-<l  no  food — for  no  further  evacuation  of  either  flatus  or 

teces  had  occurred     lie  ^as  well  enough  to  be  out  of  bed  till  Thursday, 

lrin8  '  "'^  <>f  which  day  his  symptoms  reappeared  and  steadily 

no-eased  all  night.     On  Friday  morning  he  died  ;    and  on  making  a 
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post-mortem  examination  I  found  recent  diffuse  peritonitis  and  a 
small  knuckle  of  gangrenous  gut  constricted  by  the  internal  ring  lying 
at  the  upper  part  of  the  right  inguinal  canal.  By  the  light  of  the  post  - 
mortem  it  is  easy  to  see  that  there  was  acute  strangulation  with  sym- 
ptoms, rapid  gangrene  when  symptoms  vanished,  and  acute  peritonitis 
with  return  of  symptoms.* 

The  second  case  was  a  man,  between  40  and  50  years  of  age,  with 
a  previous  history  very  similar.  On  several  occasions  a  hernia  had 
descended  and  been  reduced  by  taxis.  On  Sunday  morning  a  small 
hernia  was  noticed,  by  the  afternoon  the  symptoms  and  signs  of 
strangulation  were  well  marked.  In  the  evening  an  attempt  was 
made,  under  chloroform,  to  reduce  it  by  taxis,  and  it  disappeared. 

During  Sunday  night  he  was  sick  and  pained .  On  Monday  afternoon 
I  was  asked  to  see  him,  for  there  had  been  no  passage  of  flatus  or  faeces, 
and  though  he  was  not  sick,  he  did  not  appear  to  be  entirely  relieved. 
In  appearance  I  found  him  somewhat  dejected,  with  furred  tongue, 
occasional  slight  abdominal  pain,  and  some  tympanitic  distent  ion. 
On  examination  of  the  left  inguinal  region,  slight  fullness  was  detected, 
with  tenderness  and  increased  resistance.  The  external  ring  was 
patent,  and  a  finger  went  readily  into  the  inguinal  canal.  The  patient's 
general  condition  was  excellent,  his  pulse  and  temperature  normal, 
and  on  Monday  evening  he  walked  without  assistance  into  the  next 
room  and  got  on  to  the  operation  table.  On  opening  up  the  inguinal 
canal,  a  small  knuckle  of  gangrenous  gut  was  found  lying  at  its  upper 
part  constricted  by  the  internal  ring. 

The  relation  of  these  cases  introduces  another  difficulty  in  diagnosis 
greater  than  any  yet  considered.  In  neither  was  there  any  palpable 
tumour,  and  in  the  first  nothing  was  discovered  to  suggest  to  any  of 
the  many  competent  surgeons  who  saw  the  patient  the  possibility  of 
hernia.  I  can  recall  at  least  two  additional  cases  in  which  a  similar 
condition  of  things  was  present. 

A  strangulated  hernia  causing  urgent  symptoms  may  be  present, 
and  no  palpable  tumour. 

With  femoral  hernia  the  same  difficulty  arises,  and  three  such 
cases  have  come  under  my  notice. 

The  first,  a  remarkably  robust  woman,  23  years  of  age,  first  came 
under  my  observation  on  the  eighth  day  after  the  commencement  of 
symptoms  of  acute  intestinal  obstruction.  Two  years  previously  a 
hernia  had  made  its  appearance  in  the  right  femoral  region,  but  went 
back  after  poulticing.  At  the  time  of  my  visit  an  ill-defined  fullness 
was  found  near  the  right  femoral  ring,  but  no  definite  tumour.  The 
patient's  skin,  especially  that  of  the  face,  arms,  and  hands,  was  of  a 

*  The  triple  syndrome. 
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striking  livid  red  colour,  her  hands  were  cold,  and  her  mind  was  wander- 
in  «r.  With  just  sufficient  ether  to  keep  her  quiet,  an  incision  was 
made  over  the  crural  canal,  exposing  a  portion  of  gangrenous  intestine, 
which  was  at  once  incised.  A  teaspoonful  of  faecal  mucus  escaped, 
hut  no  further  relief  followed.  Next  day  I  found  on  post-mortem 
examination  a  well-marked  example  of  Richter's  hernia.  A  gan- 
grenous patch  involving  about  half  the  circumference  of  the  gut  on 
its  convexity.  There  was  diffuse  general  peritonitis,  which  had  caused 
death. 

The  second  example  occurred  in  a  woman  successfully  operated 
on  for  faecal  fistula,  who  gave  the  following  history  : — Six  months 
before,  during  an  attack  of  intestinal  obstruction  an  abscess  formed 
in  the  groin,  and  after  a  serious  illness  she  recovered  with  the  faecal 
list ula.  At  the  operation  for  the  cure  of  this,  when  the  intestine  had 
been  separated  from  its  connections,  it  was  found  to  have  an  opening 
in  it,  attached  round  the  femoral  ring,  about  the  size  of  a  shilling  piece, 
on  the  convexity  of  the  gut.  The  case  was  obviously  one  of  Richter's 
hernia,  followed  by  gangrene  of  the  gut,  inflammation,  with  suppura- 
tion of  the  sac,  and  a  faecal  fistula. 

In  a  third  case,  I  found  on  post-mortem  examination  a  typical 
Richter's  hernia,  in  which  the  signs  were  so  slight  as  to  have  escaped 
detection  during  life. 

In  the  history,  when  a  good  one  was  obtainable,  of  all  such  cases 
that  I  have  seen,  there  was  one  point  which  might  have  guarded 
against  the  mistake  of  missing  a  correct  diagnosis.  A  hernial  swelling 
had  at  some  time  or  other  previously  shown  itself,  once  or  oftener ; 
and  on  reduction,  with  or  without  the  subsequent  use  of  a  truss,  had 
not  reappeared  for  some  considerable  time.  A  ready-made  hernial 
sac  is  present,  offering  no  obstruction  to  the  descent  of  a  hernia,  and  a 
narrow  neck  is  waiting  to  strangle  the  gut  which  has  passed  through. 

With  a  history  of  previous  hernia  and  signs  of  intestinal  obstruc- 
tion, if  no  fullness  or  increased  resistance  can  be  detected  in  the  hernial 
sites,  the  abdomen  should  be  opened  in  the  middle  line  without  delay, 
and  exploration  made  from  within ;  for  it  is  almost  certain  that  a 
strangulated  hernia  is  the  cause  of  the  symptoms. 

Treatment. — A  decided  course,  based  upon  definite  rules,  will  save 
the  practitioner  much  anxiety  and  the  patient  from  a  grave  danger. 
Consequently  I  need  offer  no  excuse  for  detailing  my  own  conclusions 
an.l  the  rules  by  which  I  am  guided. 

In  a  recent  case— one  where  the  hernia  has  not  been  down  more 

a  few  hours  and  is  previously  uninterfered  with,  and  in  which  the 

i  matter  is  not  yet  faecal  in  character— the  patient  is  put  to  bed, 

the-  swelling  and   surrounding  skin  covered  by  a  towel  wrung  out  of 

t-1000  e  lotion,  and  outside  of  this  an  ice-bag,  the  whole  body 
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excepting  the  face  wrapped  up  thickly  in  blankets  and  packed  round 
with  hot  bottles,  the  foot  of  the  bed  considerably  elevated,  and  a 
hall-grain  morphine  suppository  introduced  into  the  rectum.  In  the 
majority  of  cases,  on  removing  the  pack  after  two  hours'  sweating,  the 
hernia  has  disappeared  ;  but  if  not,  a  gentle  attempt  may  be  made  for 
a  short  time  to  reduce  the  hernia  by  taxis,  which  may  succeed  if  the 
swelling  is  softer  than  at  first,  or  is  not  very  tender  on  manipulation, 
or  gives  any  sign  of  yielding.  Nothing  approaching  force  should  be 
used,  and  decided  pain  should  stop  all  further  proceedings  in  this 
direction.  Bearing  in  mind  the  influence  of  the  dose  of  opium  admin- 
istered in  relieving  all  the  symptoms,  the  necessity  for  prompt  and 
decided  action  in  case  of  failure  of  these  measures  will  still  be  apparent. 
A  three  hours'  trial  would  be  my  outside  limit.  All  preparations  for 
operation  being  made,  the  patient  is  next  anaesthetized,  on  the  under- 
standing that  if  taxis  does  not  succeed,  herniotomy  will  be  done  before 
his  recovery  from  the  anaesthetic.  From  what  I  have  seen  of  taxis  as 
at  present  performed,  under  chloroform,  I  am  persuaded  that  it  is 
more  dangerous  than  herniotomy.  More  than  once  I  have  seen  reduc- 
tion en  masse  follow  what  appeared  to  be  gentle  and  satisfactory 
manipulation  by  skilled  hands.  Until  a  safe  and  radical  cure  can  be 
assured  after  operation  for  the  relief  of  strangulated  hernia,  taxis  can 
still  claim  a  place  in  the  treatment,  but  the  manipulation  must  be 
performed  with  a  cool  and  calculating  head  and  a  hand  as  gently  used 
as  if  it  was  almost  fearing  success.  In  cases  of  any  lengthy  duration, 
or  where  taxis  has  been  previously  tried,  the  operation  should  be  pro- 
ceeded with  at  once. 

Most  complications  and  dangers  of  the  operation  done  in  proper 
time,  such  as  peritonitis,  cellulitis,  and  erysipelas,  common  enough  in 
past  years,  are  due  to  faulty  wound  treatment,  and  are  now  justly 
regarded  as  a  reflection  on  the  surgeon  and  his  methods.  No  elaborate 
applications  or  medicaments  are  required  to  ensure  a  satisfactory 
course  for  the  wound.  An  ordinary  household  can  supply  the  neces- 
sary requirements,  which  are  : — 

Soft  soap  A  nail  brush 

Washing  soda  Turpentine 

A  large  saucepan  on  Towels 

a  good  fire  Water. 

The  instruments — after  preliminary  cleansing  with  soft  soap,  hot 
water,  and  a  nail  brush — together  with  silk  for  ligatures  and  sutures, 
towels,  and  a  nail  brush,  are  put  into  the  pan,  covered  with  a  quantity 
of  soda  solution  (one  heaped  tablespoonful  of  soda  to  each  quart  of 
water),  and  the  whole  boiled  for  ten  minutes.  The  skin  of  the  patient 
over  and  around  the  area  to  be  operated  on  is  washed  with  soap  and 

A4 
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hot  water  and  a  nail  brush,  then  rubbed  with  turpentine,  and  shaved 
and  washed  with  soap  and  water  again.  The  hands  of  the  surgeon  and 
liis  assistants  are  to  be  similarly  and  thoroughly  cleansed,  first  by  a 
thorough  washing  with  soap  and  hot  water  and  a  nail  brush,  the  nails 
bring  carefully  picked  and  cleaned,  then  rubbing  with  turpentine, 
and  another  washing  with  soap  and  hot  water.  The  soda  solution  in 
which  instruments,  etc.,  have  boiled  is  then  poured  out  into  clean 
basins,  in  one  of  which  the  instruments,  ligatures,  sutures,  etc.,  are 
kept  covered  by  solution.  A  second  clean  basin  is  kept  for  boiled 
towels.  A  third,  with  soda  solution,  is  kept  for  washing  the  surgeon's 
hands  during  operation.  When  all  else  is  arranged  and  ready,  the 
dothing  of  the  patient,  blankets,  etc.,  are  to  be  covered  up  by  sterilized 
t  <  wels,  by  which  the  operation  area  should  be  surrounded  and  isolated. 

Provided  now  that  no  one  interferes  with  the  sterilized  towels  and 
instruments  except  the  specially  cleansed  surgeon  and  his  assistants, 
that  the  prepared  towels  are  used  as  sponges,  that  hands  and  all  other 
instruments  used  in  the  wound  are  protected  from  contact  with  any 
surfaces  except  those  thoroughly  cleansed,  that  the  prepared  silk  is 
used  for  ligatures  and  sutures  and  a  sterilized  towel  wrung  fairly  dry 
as  a  dressing,  it  may  be  anticipated  with  confidence  that  an  ordinary 
herniotomy  wound  will  heal  by  first  intention  without  drainage  and 
under  the  simple  towel  dressing  put  on  at  the  time  of  the  operation. 

It  appears  to  me  that  only  one  operation  is  permissible  in 
strangulated  hernia.  The  sac  should  be  opened,*  for  without  doing 
this  it  is  impossible  to  know  the  condition  of  its  contents,  and 
there  is  no  good  reason  why  this  ought  not  to  be  done.  After 
returning  the  bowel,  the  sac  should  be  separated,  tied  round  its 
neck,  and  cut  below  the  ligature,  unless  the  condition  of  the  bowel 
indicates  the  necessity  for  drainage  of  the  abdomen.  A  few  more 
minutes  are  occupied  over  the  operation,  but  this  is  more  than  repaid 
by  the  diminished  risks  of  subsequent  trouble.  By  this  means  the 
peritoneal  cavity  is  shut  off,  and  a  possible  infection  spreading  from 
the  wound  avoided.  It  is  now  recognized,  that  the  peritoneum  will 
n-sist  an  infective  dose  damaging  to  a  wound  in  ordinary  tissues,  so 
that  if  the  peritoneum  is  closed,  even  though  the  wound  go  wrong, 
then-  is  little  chance  of  its  being  involved.  Then  the  chance  of  a 
radical  cure  of  the  hernia  is  not  to  be  forgotten. 

Mr.  Lawson  Tait  has  recently  suggested,  and  any  suggestion  of 
his  is  sure  to  attract  attention,  that  abdominal  section  should  be  per- 
I  "rmed  in  cases  of  hernia,  and  the  strangulated  gut  reduced  by  trac- 
tion from  within  the  abdomen.  In  September,  1891,  shortly  after 


*A  fashionable  operation  then  avoided  opening  the  sac  for  fear  of 
'i  ri ton  it  iv. 
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Mr.  Tait's  recommendation  had  come  to  my  knowledge,  a  woman, 
age  42,  was  brought  into  Newcastle  from  the  country  for  the  treat- 
ment of  a  strangulated  right  femoral  hernia.  Her  symptoms  dated 
from  the  previous  night,  and  were  of  seventeen  hours'  duration.  A 
few  minutes  before  arriving  she  died,  and  within  half  an  hour  after 
death  I  made  a  post-mortem  examination.  Judging  this  to  be  an 
excellent  case  on  which  to  try  Mr.  Tait's  proposed  method,  I  intro- 
duced my  hand  through  an  opening  in  the  linea  alba  into  the  abdomen 
and  easily  found  the  hernia.  Taking  hold  of  the  intestine  above,  I 
made  steady  and  careful  traction  upon  it,  but  before  it  could  be  with- 
drawn the  mesentery  tore,  and  it  was  evident  that  a  dangerous  amount 
of  force  had  to  be  exerted  before  reduction  was  effected.  In  a  second 
case,  one  of  inguinal  hernia  in  a  middle-aged  man,  I  tried  to  reduce  the 
gut,  post  mortem,  from  within,  and  found  that  it  could  only  have  been 
done  with  a  reasonable  chance  of  success  after  notching  and  dilatation 
of  the  internal  ring.  Taking  these  cases  into  consideration,  and  remem- 
bering the  increased  risk  of  extravasation  of  faeces  or  contaminated 
fluids  from  the  sac'  into  the  abdominal  cavity,  and  remembering 
the  safety  and  efficiency  of  the  ordinary  operation,  I  do  not  think 
Mr.  Tait's  proposed  change  is  a  step  in  the  right  direction. 

The  ordinary  operation,  as  a  rule,  is  easy,  though  difficulties  of 
the  most  confusing  kind  are  occasionally  met  with.  The  most  impor- 
tant difficulty  in  ordinary  cases  is  that  of  recognizing  when  the  sac  is 
opened  and  the  gut  exposed.  The  operation  should  be  done  steadily 
and  systematically,  and  as  soon  as  skin  and  subcutaneous  fat  are 
divided  it  is  an  excellent  plan  to  nip  up  the  coverings  transversely  to 
the  swelling  between  the  thumb  and  a  finger,  by  which  an  estimate  of 
their  thickness  may  be  formed  and  satisfactory  proof  established 
that  they  move  freely  over  the  underlying  gut.  This  point  settled, 
the  same  fold  is  caught  on  either  side  by  haemostatic  forceps  between 
which  it  is  held  forwards  and  divided.  A  firm  grasp  is  to  be  taken  011 
either  side  in  a  similar  way  after  the  division  of  the  first  layers  until 
the  sac  drawn  forwards  away  from  the  bowel  is  safely  opened.  There 
is  no  known  anatomical  or  other  guide  which  tells  with  certainty  that 
bowel  has  been  reached,  but  it  should  be  regarded  as  an  aphorism  that 
if  there  is  any  doubt  the  sac  is  not  opened.  Intestine  can  scarcely  fail 
to  be  recognized  as  such,  and  what  looks  like  bowel  is  sac  distended 
by  fluid.  If  the  fluid  is  dark  and  bloody,  the  resemblance  to  bowel  is 
so  close  that  it  requires  a  courageous  belief  in  the  truth  of  the  above 
statement  to  make  the  necessary  incision.  In  one  case  I  made  a  post- 
mortem, in  which  hernia  and  sac  were  reduced  en  masse  from  failure  to 
recognize  that  the  sac  was  unopened,  and  I  have  assisted  at  a  laparo- 
tomy  performed  after  an  operation  for  hernia,  unsuccessful  from  the 
same  cause.  Of  others  I  have  heard,  so  that  this  accident  is  not 
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uncommon.  On  the  other  hand,  I  have  never  seen  the  bowel  opened 
by  mistake,  and  only  once  heard  of  it,  though  of  the  two  this  is  infi- 
nitrly  the  lesser  evil,  for  careful  cleansing  followed  by  a  continuous 
snt  u  iv  through  all  the  coats  close  to  the  cut  margin,  and  a  few  Lembert's 
sutures  outside  of  this  would  go  far  towards  making  the  latter  accident 
inconvenient  rather  than  dangerous. 

The  strangulated  contents  being  certainly  exposed,  the  constrict- 
ing part  should  be  fairly  divided  and  dilated,  and  the  contents  of  the 
sac  gently  drawn  down  for  examination  of  the  constricted  portion, 
because  that  is  the  place  where  damage  is  most  likely  to  have  been 
iuilictrd.  Additional  care  must  be  taken  in  handling  the  intestine  of 
old  people,  for  at  times,  though  apparently  normal,  it  is  so  brittle  as  to 
tear  like  tissue  paper.  If  the  gut  is  to  be  returned,  this  should  be 
accomplished  without  force,  and  its  presence  in  the  abdominal  cavity 
must  be  certified  by  the  introduction  of  a  finger  after  it.  If  omentum 
has  to  be  ligatured  and  cut  off,  half  an  inch  of  stump  should  be  left 
beyond  the  ligature  which  is  to  be  tightly  secured  by,  at  all  events,  one 
transfixion.  Care  must  be  taken  in  reducing  the  stump  not  to  disturb 
tlu-  ligature,  for  I  have  seen  a  case  in  which  at  the  moment  of  some- 
what forcibly  reducing  the  omental  stump  the  ligature  slipped,  free 
haemorrhage  followed,  the  wounded  omentum  was  with  difficulty 
recovered  by  forceps  pushed  into  the  abdomen,  drawn  into  the  wound 
and  religatured ;  but  the  patient  died  of  peritonitis,  it  may  fairly  be 
said  in  consequence  of  this  accident,  for  the  case  was  otherwise  a 
favourable  one. 

As  a  rule  the  sac  may  be  easily  separated  from  its  connections  by 
drawing  on  it  and  stripping  it  out  with  the  fingers.  It  should  then  be 
isolated  up  to  a  point  within  the  ring,  tied  firmly  round  its  neck  with 
a  strong  silk  ligature,  and  cut  off  half  an  inch  outside  of  this.  The 
ligature  should  not  transfix  the  sac,  for  this  is  not  essential,  and  it  may 
under  such  circumstances  act  as  a  seton  in  the  peritoneal  cavity.  The 
proper  removal  of  the  sac  is  far  the  most  important  item  in  the  radical 
<-urc  of  hernia  as  ordinarily  performed,  for  by  it  the  peritoneal  dimple 
within  the  ring  is  obliterated,  and  a  month's  rest  with  careful  bandag- 
ing suffices  to  cure  a  fair  percentage  of  cases.  Whether  or  no  further 
sutures  should  be  introduced,  or  other  means  adopted  for  the  more 
<  <  Ttain  chance  of  a  radical  cure,  will  depend  on  the  condition  of  the 
patient,  and  the  skill,  beliefs,  and  experience  of  the  surgeon. 

>\  hen  the  intestine  is  so  much  damaged  as  to  make  its  recovery 

doubtful,  a  long  suture  should  be  attached  to  its  mesentery,  the  con- 

t  net  ion  divided,  and  the  bowel  returned  into  the  abdominal  cavity, 

tained  near  the  ring  by  the  mesenteric  suture.     A  full-sized  glass 

Irainage  tube  ought  to  be  left  beside  it,  keeping  the  canal  patent  and 

Ilowing  of  the  escape  of  intestinal  contents  should  rupture  occur. 
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No  or  few  sutures  should  be  used  for  the  wound,  and  tin  sac  should  In- 
left  untouched.  Mr.  Bcnnet,  of  London,  has  recorded  in  the  Lancet 
of  October  18,  1890,  several  cases  successfully  treated  by  this  means 
even  when  declared  gangrene  was  present.  Considering  the  unsatis- 
factory results  of  treatment  of  gangrenous  hernia  by  any  other  known 
method,  it  will  be  a  good  rule  to  return  the  gut,  and  treat  in  this  way 
every  case  in  which  the  least  hope  may  be  entertained  that  complete 
gangrene  is  not  present. 

In  an  admirable  paper  read  on  the  24th  March,  1891,  before  the 
Medico-Chirurgical  Society  of  London,  Mr.  C.  B.  Lockwood  discusses 
the  treatment  of  strangulated  hernia  when  the  intestine  is  gangrenous 
or  ulcerated.  He  is  strongly  in  favour  of  resection  of  the  gangrenous 
gut  and  primary  suture,  and  suggests  by  the  quotation  of  a  successful 
case  that  the  general  condition  of  the  patient  must  be  disregarded. 
He  bases  his  opinion  chiefly  on  the  statistics  of  St.  Bartholomew's 
Hospital,  which  show  that  90  per  cent  of  patients  with  gangrenous  gut 
die  when  treated  in  the  simplest  way,  viz. :  by  making  an  artificial  anus. 

He  also  makes  clear  a  fact  difficult  to  explain,  that  satisfactory 
relief  is  seldom  obtained  through  the  artificial  opening,  and  that 
patients  so  treated  usually  die  unrelieved,  with  increasing  tympanites, 
and  without  peritonitis.  My  own  experience  entirely  confirms  the 
conclusions  he  has  arrived  at  as  to  the  terrible  mortality  ;  that  death 
frequently  appears  to  result  from  so-called  paralytic  distention,  and 
that  some  other  method,  even  though  more  heroic  than  the  making 
of  an  artificial  anus  should  be  adopted,  for  nothing  could  be  more 
unsatisfactory  in  its  results. 

I  have  operated  on  five  cases  in  which  the  gut  was  gangrenous, 
and  in  one  where  it  was  so  damaged  as  to  make  its  return  into  the 
abdomen  impossible.  The  latter  case  occurred  in  an  old  lady,  aged  72, 
with  strangulated  femoral  hernia  of  four  days'  duration.  The  gut 
when  exposed  was  much  congested,  and  in  drawing  it  down  to  examine 
it,  the  site  of  constriction  was  torn.  By  extending  the  tear  and  stitch- 
ing it  to  the  skin,  an  artificial  anus  was  made  ;  but  judging  from  the 
large  size  of  the  valvulae  conniventes,  I  thought  the  opening  must  be 
high  up  in  the  jejunum.  This  proved  to  be  the  case,  for  though  the 
symptoms  were  all  relieved,  semi-digested  food  constantly  escaped 
from  the  opening,  and  the  patient  died  during  the  sixth  week  of  inani- 
tion. 

In  three  of  the  gangrenous  cases  I  made  an  artificial  anus.  In 
two,  both  femoral,  the  gut  was  opened  freely  without  disturbing 
adhesions.  In  neither  case  did  any  satisfactory  relief  occur,  only  the 
smallest  quantity  of  flatus  and  faeces  passing,  and  the  symptoms 
remained  unaltered  till  death  occurred  in  each  within  twenty-four 
hours. 
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In  the  third  case,  an  inguinal  hernia,  the  patient  being  in  excellent 
condition,  after  relieving  the  constriction  I  drew  down  fresh  gut, 
stitched  it  carefully  to  the  wound,  and  left  the  bowel  unopened  till  the 
following  day,  when  it  was  incised  after  careful  dressing.  Though  the 
opening  admitted  my  forefinger  freely,  except  by  pressure  on  the  dis- 
tended abdomen  nothing  was  expelled.  The  vomit  ceased  to  be  faecal 
in  character,  but  sickness  continued  and  relief  could  only  be  partially 
obtained  by  the  passage  of  a  long  soft  stomach  tube  into  the  bowel 
and  the  administration  of  salts  and  turpentine.  The  abdominal 
distention  gradually  increased  and  the  patient  died  on  the  eighth  day 
alter  operation.  No  post-mortem  examination  was  made,  but  as 
there  was  no  rise  in  temperature  at  any  period  of  the  illness  and  no 
siirn  of  free  fluid  in  the  abdominal  cavity,  it  is,  I  think,  fair  to  conclude 
that  the  cause  of  death  was  paralytic  distention. 

In  one  case,  a  young  man  in  fair  condition  with  congenital  inguinal 
hernia,  strangulated  and  gangrenous,  I  excised  four  inches  of  gut  and 
did  a  circular  enterorraphy. 

He  bore  the  operation  well,  but  no  relief  followed,  and  no  fa3ces 
or  flatus  passed  until  his  death  on  the  fifth  day  after  operation.  On 
post-mortem  examination  the  intestine  above  the  operation  site  was 
found  to  be  enormously  distended.  No  leakage  had  occurred  and  the 
line  of  suture  resisted  a  large  water  pressure.  There  was  no  mechanical 
obstacle,  for  the  opening  between  the  two  sutured  portions  of  gut 
admitted  my  forefinger  readily.  Except  for  a  trace  of  the  ordinary 
adhesive  form  of  peritonitis,  limited  to  the  portion  of  handled  intestine, 
there  was  nothing  further  discovered. 

In  the  fourth  case,  a  feeble  woman,  62  years  of  age,  with  gangrenous 
femoral  hernia  and  in  bad  condition  ;  after  opening  the  intestine,  and 
finding  it  not  far  from  the  stomach,  I  decided  to  give  her  the  only  chance 
and  excise  the  gangrenous  portion.  The  constriction  being  divided, 
the  gangrenous  piece  was  drawn  down  with  about  four  inches  of  healthy 
bowel  on  either  side  of  it.  The  constricted  loop  was  excised  and  the 
divided  ends  stitched  up,  the  continuity  of  the  intestine  being  restored 
l>y  making  an  incision  over  the  convexity  of  each  end,  one  inch  from 
the  sutured  extremity,  and  making  an  anastomosis  by  Senn's  plates 
and  Lembert's  sutures.  When  the  time  came  for  returning  the  parts 
t«»  the  abdomen,  it  was  obviously  impossible  to  do  so  without  dividing 
Poupart's  ligament,  for  the  plates  are  much  too  bulky  to  go  either 
through  the  femoral  or  inguinal  rings.  To  overlook  a  difficulty  so  self- 
evident  does  not  look  well.  A  mention  of  the  matter  may  be  useful 
to  someone  equally  stupid.  The  patient  recovered  well  from  the 
immediate  effects  of  the  operation,  but  died  in  a  syncopal  attack 
fifteen  hours  later. 

Mr.   Lockwood  quotes  authorities   to   prove  that   the  mortality 
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after  primary  resection  is  from  71  to  50  per  cent,  and  even  taking  the 
worst  figures  there  is  a  decided  gain,  for  90  per  cent  is  the  number 
quoted  as  recovering  after  the  formation  of  an  artificial  anus.  If  the 
disgusting  and  uncomfortable  position  in  which  the  patient  is  left, 
when  a  successful  result  follows  the  latter,  be  borne  in  mind,  and  that 
for  complete  cure  a  severe  and  dangerous  operation  must  be  again 
undergone,  it  would  appear  that  no  condemnation  is  too  severe  for  this 
form  of  treatment.  The  choice  appears  to  me  to  lie  between  one  of 
two  methods.  If  the  patient  is  too  ill  to  bear  anaesthesia  for  half  an 
hour,  the  gut  should  be  exposed,  well  washed  with  warm  corrosive 
lotion  (1-2000),  dried,  dusted  with  iodoform,  and  returned  just  within 
the  ring  after  free  division  of  the  constriction.  Drainage  must  be  pro- 
vided for  by  the  introduction  of  a  wide  glass  drainage  tube  left  in  appo- 
sition with  the  damaged  gut,  so  that  faeces  may  escape  when  rupture 
occurs.*  The  same  method  should  be  adopted  when  assistance  and 
proper  appliances  are  not  at  hand.  Or,  when  circumstances  allow 
of  it,  circular  enterrorraphy  should  be  performed.  Of  the  different 
ways  in  which  this  is  done  I  can  only  suggest  that  Maunsell's 
appears  to  me  the  best.f  He  fixes  the  divided  ends  of  the  intestine 
together  by  a  single  suture  through  all  the  coats,  one  such  suture 
being  introduced  on  either  side.  Then  making  a  longitudinal  in- 
cision on  the  convex  surface  of  the  bowel  about  an  inch  from  the 
point  of  division,  he  drags  the  divided  ends  through  the  longitudinal 
incision  by  means  of  the  two  sutures  already  introduced,  making  an 
intussusception  of  the  divided  bowel  through  this  opening.  The 
suturing  is  rapidly  completed  by  passing  a  sufficient  number  of 
sutures,  necessarily  from  within  outward  through  all  the  coats  of 

*  This  still  represents  my  views.  Neglected  cases  of  strangulated 
Jiernia  are  fortunately  becoming  uncommon,  but  they  still  occur.  Twice 
during  the  last  six  months  I  have  4  discovered '  in  cases  of  '  intestinal 
obstruction  '  of  some  days'1  duration  a  hernia  which  had  not  been  found 
because  it  had  never  been  thought  of  by  either  patient  or  doctor.  It  has 
surprised  me  to  see  how  well  such  cases  do  after  this  apparently  un- 
satisfactory operation.  Some  hopeless  looking  intestines  have  recovered; 
in  some  a  faecal  fistula  formed  which  healed,  in  others  this  fistula 
required  a  second  operation  ;  others  later  developed  intestinal  obstruction 
from  stricture  or  adhesions ;  but  death,  either  from  the  hernia  or  its 
results,  has  been  in  my  experience  a  rare  event. 

f  This  is  not  my  present  view.  It  is  that  not  less  than  one  foot 
of  distended  intestine  above  the  strangulation  should  be  excised  with  the 
strangulated  part,  and  that  the  easiest  and  safest  method  of  anastomosis 
is  by  closure  and  imagination  of  both  ends,  and  lateral  apposition. 
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both  divided  ends,  fixing  them  together,  drawing  the  sutured  portion 
back  into  its  natural  position,  and  closing  the  longitudinal  incision 
\\itli  Lembert's  stitches.  Before  the  patient  recovers  consciousness 
completely,  it  is  well  to  wash  the  stomach  thoroughly  clean  with 
\\i\rm  water  in  all  cases  where  faecal  vomiting  has  occurred. 

In  the  after  treatment,  opium  should  if  possible,  be  avoided,  for 
there  can  be  little  doubt  about  its  favouring  that  fatal  complication— 
distention. 

In  the  matter  of  prognosis,  there  are  only  two  points  that  I  will 
mention  as  having  impressed  themselves  upon  me. 

If  the  patient  has  a  dirty  tongue  and  is  mentally  depressed  after 
the  fourth  day  from  herniotomy,  even  though  there  is  no  other  evidence 
of  mischief,  too  favourable  a  view  must  not  be  taken,  for  all  is  not  right. 

A  peculiarly  red  moist  skin  with  cold  hands,  and  not  necessarily 
a  feeble  pulse,  in  this  as  in  other  abdominal  conditions  means,  so  far  as 
my  observation  goes,  that  the  patient's  chance  is  very  bad.  This 
condition  is  a  very  striking  one,  which  I  have  not  seen  or  heard  noted 
anywhere,  but  which  cannot  have  escaped  previous  observation. 


(Northumberland  and  Durham  Medical   Society:   Reported  in  Journal, 

October,  1892.) 

CASE    OF    APPENDICITIS. 

The  man  was  first  seen  by  Dr.  Andrew  Smith,  who  gave  the  follow- 
ing history.  In  February  of  this  year,  while  at  work,  apparently  in  good 
health,  he  was  suddenly  seized  with  severe  pain  in  the  right  iliac  fossa, 
and  had  to  be  carried  home,  feeble,  cold,  and  vomiting.  Signs  of  peritonitis 
<1<  veloped,  and  in  the  course  of  a  few  da\s  a  large,  tender,  round  swelling 
was  found  in  the  right  iliac  fossa.  For  a  few  days  there  was  complete 
constipation,  and  inability  to  pass  flatus.  Recovery  followed  after  a  month 
of  severe  illness.  Since  then,  two  similar  attacks  'had  endangered  his  life, 
and  laid  him  up  for  six  weeks.  Dr.  Smith  and  I  had  agreed  to  remove 
his  appendix  as  soon  as  recovery  from  the  last  illness  enabled  him  to  come 
to  Newcastle.  Three  weeks  ago  the  operation  was  performed,  and  if  the 
appendix  were  examined  it  would  be  seen  to  be  ulcerated  and  perforated 
at  one  minute  spot,  where  it  had  fortunately  contracted  adhesion  to  the 
parietal  peritoneum  on  the  outer  side  of  the  caecum.  The  patient  recovered 
in  the  most  uneventful  fashion. 


TWO  OVARIAN  TUMOURS. 

These  were  noteworthy  from  the  age  of  the  patients,  one  being  77  the 

During  the  past  two  years  he  had  performed  abdominal  section 

;   patients  over   70,  all   of   whom   had   recovered.      His    object    in 

ition  to  these  cases  was  to  show  that  age  was  no  insuperable 

ccessful  ovariotomy,   as  might  be— and  indeed  had  been— 

rappoted  m  most  of  these  patients 
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CASES    AKTK1J     INGUINAL    COLOSTOMY. 

(\ortlinnihrrland  and  Durham  Medical  Society:   Reported  in   Journal, 

December,  1892.) 

Mr.  Morison  showed  two   cases. 

The  first  had  inguinal  colostomy,  done  twenty  months  ago  for  syphilitic 
stricture  of  the  rectum  with  fistulae.  Twice  before  she  had  been  operated 
upon  for  the  same  complaints.  The  first  time  the  stricture  was  divided, 
and  bougies  were  subsequently  passed.  Complete  relief  followed  for  a  time, 
when  the  passage  cf  the  bougies  became  more  difficult  and  painful,  and 
their  use  was  soon  given  up.  Shortly  obstructive  symptoms  reappeared 
and  a  second  operation  was  performed.  This  appears  to  have  been  an 
excision  of  the  rectum,  for  the  posterior  vaginal  wall  is  absent,  and  a  large 
cleft  is  the  common  opening  of  rectum  and  vagina.  On  examining  her 
previous  to  operation,  I  found  several  fistuhe  around  the  common  opening 
of  rectum  and  vagina,  and  a  tight  stricture  at  what  represented  the  anus. 
The  abdomen  was  swollen  and  obstruction  was  almost  complete.  Inguinal 
colostomy  was  followed  by  great  impiovement  in  her  condition,  and  she 
now  has  good  control  over  bowel  action. 

Patient  No.  2  operated  on  in  August  last.  She  had  a  tight  stricture  about 
2  in.  from  the  anus,  several  fistulous  openings  around  anus,  and  a  quant  it  y 
of  purulent  discharge  from  rectum.  Taking  the  view  that  there  was  ulceration 
of  the  rectum  above  the  stricture,  and  that  inguinal  colostomy  was  the 
best  treatment  for  both  strictures  and  ulcers,  I  did  it.  The  condition  of 
the  patient  generally  has  much  improved,  the  fistulous  openings  have  closed, 
but  there  is  still  considerable  purulent  discharge  from  the  lower  opening  in 
the  colostomy  wound,  and  she  has  no  control  over  her  evacuations.  She 
is  consequently  dissatisfied  with  her  condition,  and  wishes  to  have  further 
operation  performed. 
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FIVE  CASES  OF  LAPAROTOMY  PERFORMED  ON  PATIENTS 
OVER    SEVENTY   YEARS    OLD. 

(The  Lancet,  1893,  i,  p.  136.) 

Long  lists  of  successful  ovariotomies  can  no  longer  serve  any  good 
purpose,  for  it  has  been  proved  that  the  mortality  of  ovariotomy  should 
not  exceed  5  per  cent.*  My  excuse  for  publishing  the  following  cases 
is  the  advanced  age  of  the  patients.  Sir  G.  M.  Humphry  long  since 
pointed  out  that  in  old  people  repair  and  recovery  are  likely  enough  to 
follow  major  operations.  This  is  true  of  abdominal  section — a  fact  not 
sufficiently  recognized.  My  list  includes  all  the  patients  over  seventy 
on  whom  I  have  performed  abdominal  section,  five  in  number.  Four 
of  them  had  ovariotomy  successfully  performed.  Three  of  these  are 
we'll  and  active  at  the  present  time.  One  died  nearly  two  months 
after  operation  from  the  results  of  appendicitis.  The  fifth  recovered 
from  an  exploratory  abdominal  section  made  to  ascertain  the  nature 
of,  and  to  treat  if  possible,  an  abdominal  tumour  of  doubtful  char- 
acter and  origin. 

CASE  1. — A  widow,  age  70,  was  sent  to  me  in  December,  1890,  by  Dr. 
Me  Mean  with  a  cystic  tumour  in  the  abdomen.  For  several  months  she 
had  noticed  a  growing  swelling,  had  lost  flesh  and  strength,  and  had  been 
troubled  with  a  haemorrhagic  vaginal  discharge.  The  patient  was  a  thin, 
wiry-looking  old  lady,  very  nervous  but  cheerful.  Nothing  was  found  wrong 
except  in  the  abdomen,  which  was  distended  to  about  the  size  of  a  six  months' 
pregnancy.  The  distention  was  due  to  a  fluctuating  tumour  fixed  below  in 
the  pelvis.  The  left  fornix  was  bulged  by  an  elastic  fixed  tumour  pushing 
the  uterus  over  to  the  right.  On  Dec.  22nd,  1890,  I  performed  the  following 
operation.  A  broad  ligament  cyst  was  exposed,  tapped,  and  enucleated 
after  dividing  the  peritoneum  covering  it.  The  haemorrhage  was  arrested 
by  tying  each  bleeding  point  as  exposed.  A  large  raw  surface  was  left, 
over  which  the  stripped  peritoneum  was  laid.  The  operation  occupied  one 
hour.  Drainage  was  employed  for  three  days.  The  patient  recovered  so 
rapidly  that  she  was  allowed  to  get  up  on  the  tenth  day,  and  went  home 
well  in  a  fortnight. 

CASE  2.— A  widow,  age  74,  came  to  me  in  August,  1892.  The  patient 
discovered  an  abdominal  swelling  herself  ten  years  ago,  and  consulted  a 

*  Thi*  percentage  referred  to  the  most  skilful  and  experienced 
operators.  It  should  now  not  be  1  per  cent. 
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medical  man,  who  said  it  contained  fluid.  The  swelling  hud  steadily 
increased  in  size,  but  except  by  its  weight  IKK!  caused  IK.  discomfort.  Sin- 
had  had  no  teeth  since  she  was  thirty  \<.!is  of  age,  and  was  never  robust. 
All  her  family  were  short-lived.  The  patient  was  a  thin,  anxious-looking 
woman,  with  wrinkled  skin  and  brown  hair  turning  grey.  Nothing  wmi 
discovered  abnormal  except  in  the  abdomen,  which  was  rounded,  prominent, 
and  larger  than  a  full-time  pregnancy.  A  large,  well-defined  cystic  tumour 
was  the  cause  of  the  swelling.  It  filled  the  abdomen  so  completely  as  to 
appear  immovable,  but  friction  could  be  felt  over  it  on  pushing  it  from 
side  to  side  and  during  forced  respiration.  The  tumour  could  be  felt  in 
front  of  and  distinct  from  the  uterus.  On  Aug.  6,  1892,  I  removed  a 
large  cystic  ovarian  tumour  free  from  adhesions.  The  after-progress  was 
uneventful.  On  the  ninth  day  the  dressings  were  taken  off  for  the  first 
time,  and  the  sutures  taken  out.*  The  wound  had  entirely  healed  by  first 
intention.  On  the  fifteenth  day  the  patient  went  home  well. 

CASE  3. — A  widow,  age  72,  under  the  care  of  Dr.  Oliver,  seventeen 
months  ago  noticed  a  '  lump  '  in  the  lower  part  of  the  bowels.  There 
was  no  pain,  but  "  the  womb  came  down."  Four  months  ago  the  tumour 
began  to  increase  in  size  and  rapidly  became  larger.  The  uterus  now 
troubled  her,  and  she  noticed  a  coloured  vaginal  discharge  which  had 
increased  during  the  last  four  or  five  weeks.  The  weakness  produced  by 
this  was  her  chief  complaint.  Her  health  since  she  attained  the  age  of 
forty-five  years  had  been  fair.  Up  to  that  time  she  suffered  from  bilious 
attacks.  She  was  a  trim,  bright-complexioned  old  lady,  with  iron-grey  hair 
and  a  senile  cataract  in  her  right  eye.  Her  heart  was  hypertrophied,  as 
was  shown  by  a  diffused  and  heaving  apex  beat.  The  arteries  were  rigid 
and  tortuous  ;  the  lungs  were  healthy.  The  urine  was  normal  in  quantity  ; 
sp.  gr.  1005  ;  a  trace  of  albumin  was  present.  The  skin  of  the  abdomen 
was  much  pigmented,  especially  over  the  upper  part,  and  the  superficial 
veins  were  dilated.  The  abdomen  was  made  prominent  by  a  rounded  cystic 
thin-walled  tumour,  flaccid  and  apparently  unilocular,  about  the  size  of  a 
large  football.  It  was  freely  movable  from  side  to  side,  but  not  from  below 
upwards.  The  anterior  wall  of  the  vagina  was  prolapsed  and  the  anterior 
cul-de-sac  filled  by  a  rounded  elastic  tumour.  The  left  fornix  was  bulged 
out  by  the  swelling.  On  the  right  side  a  hard  nodular  swelling  was  connected 
with  the  tumour.  The  uterus  lay  behind  and  was  free  from  the  tumour. 
On  Sept.  8,  1892,  I  performed  the  following  operation.  A  flaccid  cyst  of 
the  right  ovary  containing  about  one  gallon  of  very  thick  glairy  fluid  was 
removed.  The  left  ovary,  with  a  hard  tumour  about  the  size  of  a  walnut 
growing  from  it,  was  also  taken  away  and  the  abdominal  wound  entirely 
closed.  Subsequent  progress  was  most  satisfactory.  The  dressing  was 
changed  for  the  first  time  on  the  tenth  day  after  the  operation,  when  the 
stitches  were  taken  out.*  The  wound  healed  by  first  intention  except  at 
one  place  about  half  an  inch  long,  where  the  skin  had  become  inverted  and 
granulations  were  visible.  This  healed  a  few  days  afterwards.  On  the 
tenth  day  the  patient  left  her  bed,  and  on  the  fifteenth  she  went  home. 

CASE  4. — A  widow,  age  77,  a  patient  of  Dr.  Munro,  of  Barnard 
Castle.  For  years  her  abdomen  had  been  large.  She  was  suddenly  seized 


*  This  is  dangerous.  Abdominal  wall  sutures  should  never  be  taken 
out  in  less  than  two  weeks,  and  my  rule  now  is  three  weeks  for  the 
supporting  sutures. 
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with  pain  in  the  right  iliac  fossa,  vomiting  and  shivering.  The  pain  soon 
afterwards  extended  to  the  right  leg,  preventing  her  from  straightening 
it  The  bowels  had  been  confined  and  she  had  been  feverish  and  sweating 
at  nights  during  the  whole  illness.  The  day  previous  to  my  visit,  Dr. 
Munro  and  Dr.  Drummond  found,  by  means  of  a  hypodermic  syringe, 
foetid  pus  in  the  right  iliac  fossa.  Thirty-six  years  ago  she  had  a  dan- 
serous  illness—*  inflammation  of  the  bowels  '—on  the  right  side.  She  had 
never  been  robust,  but  usually  healthy.  The  patient  was  a  thin,  dark 
woman,  who  looked  ill,  with  high  temperature,  tender  swollen  abdomen 
and  oedematous  legs  ;  the  right  leg  was  more  swollen  than  the  left.  An 
operation  was  performed  on  Sept.  20,  1892.  On  opening  the  abdomen 
in  the  right  linea  semilunaris  an  ovarian  tumour  the  size  of  a  football  was 
exposed  and  removed.  No  pus  was  found  in  it,  and  there  was  nothing  about 
it  to  account  for  the  patient's  serious  condition.  The  caecum,  which  Drs. 
Munro  and  Drummond  had  suspected  to  be  the  cause  of  the  mischief,  was 
now  examined.  It  was  adherent  to  the  parietes  and  a  fluid  collection  could 
be  felt  behind  and  to  its  outer  side,  extending  back  to  the  loin.  A  second 
incision  above  the  centre  of  the  crest  of  the  ilium  allowed  the  escape  of 
some  ounces  of  foetid  pus.  The  anterior  or  ovariotomy  wound  was  sutured 
and  the  lateral  wound  drained  with  a  glass-tube,  each  wound  being  separately 
attended  to  and  dressed.  The  ovariotomy  wound  never  gave  any  trouble 
and  quickly  healed.  Until  Oct.  8  the  after-progress  was  most  satisfactory  ; 
the  general  condition  improved  with  return  of  appetite,  sleep,  and  freedom 
from  pain.  On  this  date  the  glass-tube  could  not  be  replaced  by  the  nurse, 
Dr.  Munro  or  myself,  and  for  the  first  time  since  the  operation  her  evening 
temperature  was  over  100°. — Oct.  9  :  No  discharge  from  sinus  ;  evening 
temperature  103°. — Oct.  12  :  A  gush  of  pus  from  sinus  with  lowered 
temperature. — Recurrences  of  a  similar  sort  took  place  till  Oct.  20,  when 
a  fresh  tender  lump  was  noticed. — Oct.  25  :  Under  chloroform  I  freely  opened 
an  abscess  which  extended  from  the  iliac  crest  to  the  costal  margin.  The 
cavity  appeared  to  be  between  the  muscles  of  the  abdominal  wall,  and  con- 
tained about  four  ounces  of  pus.  Improvement  followed,  and.  the  patient 
was  able  to  be  out  of  bed.  Soon,  however,  she  relapsed,  with -some  evening 
rise  of  temperature. — Nov.  5  :  Dr.  Munro  suspecting  a  further  collection 
of  pus,  we  explored  again  under  chloroform,  and  found  pus  at  the  bottom  of 
the  first  sinus  in  a  large  cavity.  A  counter  opening  was  made  in  the  back, 
two  full-sized  india-rubber  drainage-tubes  were  passed  from  the  front  open- 
ings through  it,  and  the  cavity  was  irrigated.  The  patient  never  really 
rallied,  and  died  on  Nov.  9,  1892. 

The  following  is  extracted  from  Dr.  Munro' s  post-mortem  report :  "  An 
abscess  cavity  extended  from  the  anterior  surface  of  the  bladder,  which 
was  covered  with  pus,  outside  the  peritoneum,  along  the  iliac  fossa  and 
upwards  to  the  under  surface  of  the  liver.  The  three  openings  made  at 
different  times  all  led  into  it.  The  second  abscess  cavity  was  between  the 
obliquus  internus  and  the  transversalis  muscles.  No  communication  between 
the  abscess  sac  and  the  peritoneum  could  be  discovered,  but  from  eight  to 
t<  ii  ounces  of  pus  were  found  in  the  pelvis,  and  the  intestines  were  glued 
t  •  »_'»•(  her  with  purulent  lymph."  The  caecum  and  a  portion  of  the  ascending 
« -olon  and  ileum,  with  some  surrounding  tissue,  were  sent  to  me  for  dissection. 
The  appendix  vermiformis  was  glued  to  the  posterior  surface  of  the  caecum 
and  «!M  a><  ending  colon.  About  half  an  inch  from  the  caecum  it  was  per- 
forated by  a  ragged  ulcer.  The  perforation  opened  into  the  abscess  cavity. 
•  «H( « r  had  nearly  cut  off  the  distal  from  the  proximal  end  of  the  appendix. 
Both  portions  were  pervious.  No  concretion  was  found. 
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CASE  5. — A  woman,  age  70,  was  admitted  to  the  Hoyal  Iiitinnary, 
Newcastle-on-Tyne,  on  Aug.  20,  1892,  complaining  of  painful  swelling  in 
her  bowels,  and  weakness.  Seven  weeks  before  admission  she  first  felt  ill  ; 
she  took  to  her  bed  five  weeks  ago  ;  she  then  had  some  pain  on  the  rinlit 
side  of  the  abdomen.  Three  weeks  before  admission  a  painful,  tender 
swelling  was  discovered  by  Dr.  Martin,  of  North  Shields,  on  the  right  side. 
Some  diarrhoea  was  the  only  other  symptom.  She  was  a  florid,  cyanosed 
stout  woman,  looking  extremely  ill.  Rapid  feeble  pulse  ;  temperature  106°  ; 
no  appetite;  dry  tongue;  considerable  abdominal  pain.  Bronchial  rales 
were  detected  on  auscultation.  The  heart  was  hypertrophied.  A  systolic 
mitral  murmur  could  be  heard.  The  urine  was  normal  in  quantity  and 
quality.  The  abdomen  was  distended  and  tender.  On  the  right  side  there 
was  a  large,  rounded  tumour  in  the  iliac  fossa,  extending  to  the  middle  line 
below,  to  midway  between  the  umbilicus  and  the  anterior  superior  spine 
at  the  upper  and  inner  border,  and  above  reaching  to  the  lower  costal  margin. 
The  patient  was  so  ill  and  the  abdomen  so  tender  that  no  satisfactory 
examination  was  possible.  From  this  time  she  improved,  her  temperature 
oscillating  between  98°  and  102°.  The  lung  condition  cleared  up,  and  she 
gained  a  little  strength,  though  still  very  weak  and  ill.  The  mass  on  the 
right  side  softened  and  showed  a  tendency  to  point.  No  diagnosis  could 
be  made.  On  Sept.  1,  1892,  I  opened  the  abdomen  in  the  middle  line, 
and  introducing  my  hand  found  the  bulk  of  the  tumour  to  be  a  retro- 
peritoneal  malignant  mass  surrounding  and  involving  the  caecum.  The 
pointing  swelling  was  now  punctured  with  a  hypodermic  needle  in  the  right 
iliac  fossa,  and  pus  was  discovered.  The  median  wound  was  closed  and 
dressed  and  a  drainage-tube  left  in  a  separate  opening  for  the  abscess  cavity. 
The  patient  was  returned  to  bed  apparently  no  worse  for  the  operation. 
The  median  wound  healed  in  three  weeks  without  any  trouble.  During 
September  and  the  first  half  of  October  she  improved  in  condition,  though 
profuse  suppuration  continued,  and  she  was  once  out  of  bed.  Then 
symptoms  of  increased  cardiac  failure  showed  themselves  in  breathlessness 
and  oedema  of  the  legs.  On  Oct.  30,  1892,  she  complained  of  pain  in  the 
left  leg,  which  was  noticed  to  be  discoloured  at  its  most  dependent  parts, 
like  post-mortem  lividity.  On  the  following  day  some  of  these  reddened 
patches  had  turned  black,  and  there  was  no  sensation  in  the  foot  and  leg 
or  pulsation  in  the  arteries.  On  Nov.  2,  in  the  evening,  she  died  some- 
what suddenly.  Before  death  total  gangrene  of  the  leg  had  occurred. 

Necropsy. — There  was  contraction  of  the  mitral  orifice  of  a  hypertrophied 
heart.  No  vegetations  were  detected  on  any  of  the  valves.  The  left  femoral 
artery  was  blocked  for  about  6  in.  with  an  adherent  blood-clot,  white  in 
the  centre  and  red  at  the  ends.  There  was  a  large  malignant  mass  of  glands 
behind  the  caecum  and  surrounding  it.  The  interior  of  the  caecum  was 
extensively  ulcerated,  the  ulcer  having  thick,  hard  walls.  At  the  outer  side 
and  behind  the  caecum  and  ascending  colon  a  large  abscess  cavity,  extending 
from  the  pelvis  to  the  under  surface  of  the  liver  and  diaphragm,  was  found. 
No  secondary  deposits  were  observed.  Examined  microscopically,  the 
growth  proved  to  be  a  cylindroma. 
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NOTES  ON  CASES  WITH  SPECIMENS  OF  GASTRO- 
ENTEROSTOMY    AND    PYLORECTOMY. 

READ  IN  THE  SECTION  OF  SURGERY  AT  THE  ANNUAL  MEETING  OF  THE 
HKITISH  MEDICAL  ASSOCIATION,  HELD  IN  NEWCASTLE,  AUGUST,  1893. 

(British  Medical  Journal,  1893,  ii,  p.  1148.) 

CASE  1. — W.  S.,  male,  age  65.  History  of  two  years'  stomach  trouble, 
chiefly  attacks  of  vomiting.  During  last  four  months  and  a  half  has  had 
pain,  and  vomited  all  sorts  of  food,  retaining  very  little.  The  patient  is  a 
thin,  careworn  looking  mar,  feeble  and  emaciated.  A  few  years  ago  he  was 
much  addicted  to  alcoholic  excess.  A  rounded,  hard,  nodular  tumour  is 
discovered  under  the  umbilicus  ;  tender  on  pressure,  freely  movable  to  left 
side,  upwards  and  to  right,  but  not  downwards  ;  it  is  about  the  size  of  a 
tangerine  orange  ;  otherwise  nothing  discovered.  On  washing  out  stomach 
a  pint  of  yeasty  offensive  compound  was  removed.  On  March  3,  1892, 
pylorus  excised,  ends  of  stomach  and  duodenum  closed,  and  gastro-enter- 
ostomy,  with  Senn's  plates  and  Lembert's  sutures,  performed.  The  oper- 
ation occupied  two  hours.  He  was  sick  at  6  p.m.,  7  p.m.,  and  10  p.m.,  but 
never  again.  March  4,  he  appeared  to  be  as  well  as  before  the  operation, 
and  was  allowed  nothing  by  the  mouth  until  7  p.m.,  when  he  had  a  little 
hot  water.  Nutrient  enemata  every  two  hours.  March  5,  he  is  in  good 
condition.  Pulse  80,  temperature  98-4°.  Allowed  milk  and  soda-water  to 
drink.  March  6,  not  so  well.  During  the  night  he  had  a  syncopal  attack, 
with  dyspnoea.  (He  says  he  had  similar  attacks  at  home.)  He  has  taken 
a  tumblerful  of  milk  in  divided  portions  without  discomfort.  In  the  after- 
noon, at  3.30,  he  died  from  heart  failure. 

Pathology. — The  portion  of  stomach  and  duodenum  removed — 2i  in. 
in  length — was  an  annular  scirrhus  carcinoma  of  the  pylorus.  On  opening 
the  abdomen  all  the  wounds  were  found  healthy  and  firm  ;  no  peritonitis  ; 
a  little  blood-staining  of  intestine.  There  was  no  malignant  disease  left 
behind.  The  stomach  was  empty.  The  plates  were  loose,  one  lying  in  the 
stomach  little  changed  ;  the  other  in  the  ileum,  about  2  feet  from  the  ileo- 
cc  il  ic  valve,  in  an  advanced  stage  of  digestion.  The  stomach  was  not  dilated  ; 
its  walls  were  thick  and  healthy. 

CASE  2. — T.  S.,  male,  age  31,  a  dyspeptic  man  frequently  before.     Three 
months  ago  pain  in  stomach  with  vomiting  after  a  full  meal.     Coffee-ground 
vomiting  twelve  days  ago.     Vomit  has  occasionally  been  in  large  quantity, 
and  yeasty  looking,  with  a  bad  smell.     For  the  last  twelve  days  has  not 
been  in  bed,  for  the  pains  prevent  him  from  lying.     He  is  a  thin,  nervous- 
looking  man.     Cannot  lie  down  for  pain  in  back  and  stomach,  and  sits 
•  "..stantly  stooping  forward  for  ease.     A  large,  fixed,  hard,  nodular  tumour 
ling   up  the  whole   epigastric    region.     There   is   pulsation  in  it, 
and   a   bruit.      Diagnosis:  large   malignant  tumour  of   stomach  involving 
On  Nov.  17,  1892,  abdomen  opened  ;    tumour  adherent  to  liver, 
involving  pylorus  ;  attached  to  parietal  peritoneum  at  upper  part,  and  several 
of    malignant    growth    found    on    parietal    peritoneum.      Gastro- 
stomy  performed,  with  Senn's  plates.    Some  difficulty  was  experienced, 
icn  was  fixed  and  could  not  be  drawn  out  of  wound.     Growth 
nded  by  a  pad  of  omentum   twisted    and  ring-shaped,   to  prevent 
n  parietal  peritoneum.     The  patient  suffered  from  no  shock,  and 
ery  from  the  chloroform  found  his  old  pain  gone.     On  Oct.  23, 
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live  (lays  after  operation,  he  sat  up  in  a  chair  and  felt  well.  On  the  eighth 
day  he  had  a  sudden  syncopal  attack  after  bring  shaved,  and  died  in  a  IV\v 
minutes.  His  general  condition  had  been  in  no  way  disturbed  by  the  opera- 
tion :  his  temperature  and  pulse  remaining  normal  throughout.  At  the 
time  of  his  death  he  was  able  to  eat  and  dispose  of  solid  food  with  satisfaction, 
and  was  never  sick  after  the  operation. 

Post-mortem  Examination. — Nothing  was  found  but  the  maligii:im 
growth  as  seen  at  operation.  The  union  of  the  stomach  and  intestine  was 
perfect  ;  there  was  no  peritonitis,  except  an  amount  sufficient  to  glue  the 
omentum  round  the  tumour.  No  trace  of  either  plate.  The  stomach  ANUS 
not  dilated,  its  walls  were  thick  and  healthy. 

CASE  3. — J.  S.,  male,  age  53.  Twelve  years  ago  had  a  stomach  illu<-» 
diagnosed  as  gastric  ulcer.  A  similar  illness  has  recurred  every  now  and 
again.  Three  months  ago  had  to  take  to  bed,  and  has  been  bedfast  since. 
Has  lost  several  stones  in  weight  (four,  he  thinks).  Can  take  nothing  but 
fluids,  and  even  with  them  has  very  bad  attacks  of  pain  and  vomiting.  The 
patient  looks  as  if  he  had  been  a  ruddv,  healthy  man,  but  is  much  emaciated 
and  weak.  He  feels  hungry,  but  dare  not  eat.  Dr.  Smith,  of  Ryton,  under 
whose  care  the  patient  was,  had  made  a  diagnosis  of  obstructed  pylorus  from 
cicatrization  of  a  gastric  ulcer,  with  dilated  stomach.  On  examination  of 
the  abdomen,  percussion,  and  succussion  showed  the  stomach  to  be  dilated. 
On  washing  it  out,  3  pints  of  water  were  held  without  setting  up  expulsive 
contraction.  Gastro-enterostomy  was  performed  on  May  16,  1893,  with- 
out Senirs  plates,  but  with  three  rows  of  sutures.  From  the  time  of 
recovering  from  the  chloroform,  though  feeling  and  looking  well,  and  free 
from  pain,  he  was  frequently  sick,  and  on  the  following  day,  May  17. 
brought  up  a  considerable  quantity  of  bile  and  pancreatic  secretion.  Re- 
gurgitation  of  a  similar  fluid  continued  more  or  less  constantly  till  his 
death  on  May  19.  His  temperature  never  rose  above  99°,  and  he  had 
no  pain  nor  distention. 

Post-mortem  Examination.  —  No  trace  of  peritonitis.  The  stomach 
enormously  distended  with  a  greenish,  stinking  fluid.  A  scar,  about  the 
size  of  sixpence,  with  hard  base,  which  was  seen  at  operation,  about  1  in. 
from  pylorus  on  duodenum.  Commencement  of  descending  part  of  duo- 
denum bound  down  by  a  hard,  cicatricial  mass.  Duodenum  kinked,  hard, 
and  contracted,  so  as  to  admit  finger  with  difficulty.  On  opening  this 
portion  of  intestine  some  fresh  ulceration  is  seen.  At  two  places  perforation 
has  only  been  prevented  by  peritoneal  coats.  Opening  between  stomach 
and  jejunum  of  large  size,  and  union  perfect  ;  distal  end  of  jejunum 
points  in  same  direction  as  pylorus.  The  stomach  wall  is  very  thin,  and 
cavity  of  immense  size. 

SPECIMEN  4,  from  a  patient  in  whom  gastro-enterostomy  had  been 
performed  by  Dr.  Hume  for  cancerous  stricture  of  pylorus  five  months  and 
a  half  before  death.  On  examining  this  opening  between  stomach  and 
jejunum,  it  will  be  seen  that  the  orifice  has  contracted,  and  only  admits 
the  little  finger.  The  silk  threads  used  to  stitch  peritoneum  and  mucous 
coats  of  stomach  are  still  adherent  to  opening.* 

CASE  5. — T.  A.,  age  56.  Six  months  ago  pain  commenced  after  food, 
and  has  continued  since.  Five  months  ago  vomiting  commenced  ;  vomit 


*  Catgut  for  the  inner  row  of  sutures  gets  rid  of  this  trouble. 
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never  fermented,  or  more  than  a  pint  at  a  time.  A  grey-haired,  anxious- 
looking  man,  with  pinched  features  ;  feeble  and  asthmatic.  On  examina- 
tion a  tumour  of  irregular  triangular  shape  was  found  in  the  abdomen,  on  a 
level  with  the  umbilicus.  It  extended  from  1  in.  below  the  umbilicus  to 
near  costal  arch  vertically,  and  from  middle  line  to  outer  edge  of  rectus 
transversely.  It  was  tender  on  pressure,  and  descended  almost  1  in.  on 
deep  inspiration,  but  felt  considerably  fixed.  There  was  no  evidence  of 
dilatation  of  the  stomach,  which  held  a  pint  and  a  half  The  operation  of 
gastro-enterostomy  was  performed  on  April  28,  1892.  A  large  malignant 
growth,  involving  the  pylorus,  was  seen,  and  small  nodules  of  growth  on 
the  intestines  and  omentum  were  observed.  The  operation  was  followed 
1>\  no  constitutional  disturbance,  and  much  relief  followed.  The  patient 
died  of  disseminated  peritoneal  cancer  on  July  29,  1893,  and  I  am  indebted 
to  Dr.  Fielden,  of  Shildon,  for  this  specimen.  Examination  shows  an 
opening  large  enough  to  admit  two  finger  tips  between  stomach  and  jejunum. 
The  threads  of  silver  used  to  stitch  the  mucous  membrane  and  peritoneal 
wall  of  the  stomach  together  are  still  attached.  The  stomach  is  not  dilated, 
and  its  walls  are  healthy,  except  for  a  large  pyloric  growth  which  com- 
pletely blocks  the  pyloric  opening.  The  portion  of  transverse  colon  in 
contact  with  the  growth  has  been  invaded  by  it,  and  is  strictured  so  as  to 
admit  with  difficulty  the  first  finger. 

REMARKS. — The  points  to  which  I  wish  to  draw  special  attention 
are : — 

1.  The  thin  and  dilated  condition  of  the  stomach  wall  in  Case  3, 
and  its  association  with  regurgitation  of  the  intestinal  contents  after 
operation.  A  case  I  saw  in  consultation  with  my  brother,  Dr.  A.  E. 
Morison,  of  Hartlepool,  terminated  in  a  similar  manner.  His  patient 
was  a  woman  with  an  enormously  dilated  stomach,  who,  in  spite  of 
medicinal  and  dietetic  treatment  and  regular  washing  out,  was  steadily 
losing  ground.  We  agreed  that  gastro-enterostomy  gave  her  the  only 
chance  of  recovery,  and  he  performed  it.  Five  days  after  operation 
she  died  in  the  same  way  as  Case  3.  Post  mortem  the  operative  result 
was  found  to  be  perfect,  but  the  enormous  stomach  was  distended 
with  intestinal  contents.  The  explanation  which  has  been  advanced 
to  account  for  the  occurrence  of  regurgitation  of  the  intestinal  contents 
in  oases  after  gastro-enterostomy  is  that  the  intestine  has  been  so 
attached  to  the  stomach  that  the  peristaltic  movements  in  each  do 
not  correspond.  Taking  into  consideration  the  irregular  stomach 
movements,  I  think  this  is  not  likely  to  be  the  correct  explanation. 
If  a  large  opening  is  made  between  the  stomach  and  jejunum,  there 
is  every  reason  why  the  intestinal  contents  should  regurgitate  into  the 
stninach  unless  this  viscus  offers  some  resistance.  Observations  made 
•  lurinjr  tin-  performance  of  abdominal  section  lead  me  to  believe  that  the 
mach,  when  in  a  fairly  healthy  state,  is  tonically  contracted ;  its 
inir  firmly  apposed  when  empty,  and  embracing  their  contents 
In  the  dilated  stomach  no  such  obliteration  of  the  cavity 
i  brought  about,  and  intestinal  contents  pass  easily  in  and  fill  it  up. 
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It  is  worthy  of  note,  as  my  specimens  show,  that  in  all  cases  which 
recovered  the  stomach  has  firm  thick  walls.  ;m<l  is  not  unduly  riil;ir'_r<'<l. 

2.  The  tendency  to  contraction  of  the  new  opening.   ;is  seen   in 
Specimen  4.      A  large  margin  of  room,  for  contraction  would  appear 
to  be  necessary. 

3.  The  risk  of  leaving  the  colon  in  close  proximity  to  the  pyloric 
growth,  for,  as  Case  5  shows,  invasion  of  the  healthy  intestine  may 
follow  this  operation. 


NOTES    ON    RECENT    CASES    OF    TYPHLITIS. 
(Northumberland  and  Durham  Medical  Journal,  March,  1893,  p.  289.) 

CASE  1. — J.  W.,  age  15,  domestic  servant,  a  patient  of  Dr.  Smith,  of 
Ryton,  was  admitted  into  the  Royal  Victoria  Infirmary  under  my  care  on 
May  13,  1893. 

On  the  night  of  April  15,  when  in  bed,  she  was  awakened  by  a  pain 
in  her  bowels.  It  commenced  suddenly,  but  got  worse  all  day  until  the 
evening,  when  it  became  very  violent  and  she  vomited.  In  the  morning 
succeeding  the  attack  her  bowels  were  slightly  moved,  but  during  the 
remainder  of  her  illness  injections  were  required  to  produce  any  evacuation. 
During  the  first  week  vomiting  was  very  frequent  and  pain  constant. 
Swelling  came  on  in  a  few  days  in  the  right  side,  in  which  the  pain  became 
localized,  and  the  whole  abdomen  was  distended.  Four  days  after  the 
commencement  of  the  attack,  Dr.  Smith  found  a  lump,  and  the  patient 
noticed  that  she  could  not  draw  her  right  leg  up  for  pain.  Since  the  com- 
mencement of  the  attack  she  had  had  more  or  less  pain  ;  but  during  the 
month  of  illness,  when  apparently  improving,  she  had  had  at  least  three 
relapses,  accompanied  by  increased  pain  in  and  swelling  of  the  abdomen, 
with  high  temperature  and  profuse  sweatings. 

On  her  admission,  May  13,  I  found  a  delicate,  ill-looking  girl,  with  a 
tender  firm  swelling  in  her  right  iliac  fossa,  about  the  size  of  an  orange,  and 
situated  entirely  below  a  line  drawn  from  the  anterior  superior  spine  of  the 
ileum  to  the  umbilicus.  She  had  been  sent  in  by  Dr.  Smith  as  a  case  of 
appendicitis,  for  removal  of  the  appendix,  and  I  could  question  neither  the 
diagnosis  nor  the  propriety  of  operating.  The  operation  was  performed 
on  May  17.  The  appendix  was  found  with  some  difficulty  buried  in  a 
mass  of  adherent  omentum,  which  formed  the  tumour  discovered  on 
abdominal  palpation.  There  was  some  purulent  lymph  on  the  omentum, 
but  no  abscess  cavity.  On  removal  of  the  thickened,  red,  adherent  appendix, 
a  perforation  was  found  in  it  a  quarter  of  an  inch  from  its  distal  end. 

CASE  2. — S.,  age  23,  under  care  of  Dr.  Benington,  to  whom  I  am  indebted 
for  the  notes  of  the  case.  The  patient's  first  attack  of  illness  occurred  sud- 
denly on  the  night  of  Easter  Monday,  1892.  He  had  great  pain  in  the  belly 
and  vomiting.  Was  only  in  bed  one  day,  and  out  the  next. 

The  second  attack  came  in  Sept.  1892,  and  was  similar  to  the  first.  It 
also  commenced  during  the  night  with  very  bad  abdominal  pain  and  vomiting. 
The  next  day  improvement  was  manifest,  and  the  following  day  he  was 
able  to  go  out.  There  was  no  interference  with  the  action  of  the  bowels  on 
either  occasion. 

A5 
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The  third  and  last  attack  occurred  three  weeks  prior  to  operation. 
This  time  the  attack  lasted  for  some  days,  and  was  attended  by  a  high 
temperature,  tenderness,  and  swelling  of  the  bowels.  A  few  days  after  this 
seizure  8  firm  tender  swelling  was  discovered  by  Drs.  Benington  and  Oliver 
in  the  right  iliac  region,  and  considerable  effusion  could  be  felt  per  rectum. 

On  April  18,  1893,  I  removed  a  thick,  rigid  appendix  adherent  to  the 
omentum,  and  closed  the  abdomen  without  drainage.  No  concretion, 
ulceration,  or  perforation  was  found  in  the  appendix. 

CASE  3.— T.  H.  E.,  age  21.  Nine  days  ago  (Friday),  the  patient  felt 
unwell,  had  a  pain  in  the  lower  part  of  his  abdomen,  and  discovered  a  tender 
swelling  on  the  right  side.  His  bowels  were  moved  twice  during  the  day  ; 
he  vomited  all  night. 

Saturday,  remained  in  bed  ;  had  a  good  deal  of  pain,  and  vomited  a 
little ;  bowels  moved. 

Sunday,  Dr.  Drummond  saw  him  ;  examined  the  swelling,  and  said 
it  was  due  to  peri  typhlitis. 

On  Wednesday  and  Thursday  the  pain  got  worse,  and  the  swelling 
rapidly  increased  in  size.  He  was  feverish  from  the  first ;  his  temperature 
varying  from  102°-104°. 

*  Seven  years  ago  he  had  a  similar  illness,  attended  by  the  same  symp- 
toms, and  resulting  in  the  discharge  of  a  quantity  of  foetid  pus  from  an 
opening  in  the  abdominal  wall.  He  was  in  bed  with  this  illness  fourteen 
weeks,  and  the  sinus  remained  open  for  two  months  longer.  He  had  always 
suffered  from  indigestion  and  constipation. 

On  Dec.  9  (Sunday)  I  found  him  pale  and  delicate-looking,  exhausted 
and  unable  to  speak  much,  with  a  pulse  120  and  temperature  103-2°.  His 
abdomen  was  distended  generally,  and  the  whole  right  side  below  the  ribs 
was  occupied  by  a  hard,  tender  swelling,  which  in  the  middle  line  above 
reached  the  umbilicus,  and  below  this  curved  to  the  left  of  the  middle  line, 
and  at  the  pubis  turned  in  to  an  inch  from  the  right  symphysis. 

On  Dec.  10,  1892,  at  Dr.  Drummond's  request,  I  opened  the  abdomen, 
giving  exit  to  a  large  quantity  of  foetid  pus  and  some  fsecal  matter.  The 
intestines  were  universally  adherent,  and  the  abscess  sac,  which  occupied 
the  right  iliac  fossa  and  pelvis,  was  shut  off  from  the  general  peritoneal 
cavity  by  those  adhesions.  A  short  search  was  made  for  the  appendix, 
but  as  it  could  not  be  found  without  disturbing  adhesions,  it  was  left.  The 
abscess  cavity  was  flushed  and  the  abdomen  closed,  except  where  a  glass 
drainage- tube  opening  was  left. 

All  these  patients  made  excellent  recoveries. 

POST-MORTEM  NOTES. — In  one  week  recently  I  saw  three  post- 
mortem examinations  on  cases  of  perforated  appendix. 

The  first  I  will  mention  was  on  a  woman,  ill  for  ten  days  with 
-nine  acute  abdominal  inflammation.  She  was  admitted  to  the 
Infirmary  in  fair  condition,  but  shortly  after  her  admission  was  seized 
with  acute  abdominal  pain,  and  died  in  a  few  hours  collapsed.  On 
post-mortem  examination  more  than  a  quart  of  pus  was  found  in  her 
pelvis,  limited  by  adhesions,  with  recent  general  peritonitis.  A  large 
localized  collection  of  pus  had  ruptured  into  her  general  peritoneal 
cavity  shortly  after  admission  to  the  Infirmary.  The  appendix  was 
long,  and  hung  into  the  pelvis.  A  circular  ulcer,  which  had  perforated, 
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was  discovered  on  slitting  it  open,  and  this  was  obviously  the  cause  of 
the  illness. 

The  second  case  was  that  of  a  middle-aged  man,  admitted  to  the 
Infirmary  with  symptoms  of  intestinal  obstruction.  The  symptoms 
were  due  to  a  perforated  appendix,  with  acute  general  peritonitis,  of 
which  he  died  the  following  day. 

The  third  case  was  one  of  gangrenous  perforated  appendix,  with 
acute  general  peritonitis,  and  death  followed  an  illness  apparently 
lasting  only  twenty-four  hours. 

REMARKS. — Such  an  experience  proves  that  typhlitis  is  not  a  rare 
disease,  and  is  always  a  serious  one.  The  most  recent  statistics  I  have 
seen  give  a  mortality  of  10  per  cent  on  cases  treated  by  the  expectant 
method.  The  pathology  is  of  great  interest.  I  have  seen  pericaecal 
abscess  result  from  cancerous  ulceration  of  the  caecum  in  one  case, 
from  tuberculous  ulceration  in  another,  and  from  a  simple  perforating 
ulcer  of  the  caecum  in  a  third.  My  present  belief  is  that  such  condi- 
tions are  quite  rare,  and  that  THE  cause  is  inflammation  of  the  appen- 
dix followed  by  perforation.  No  one  now  denies  the  importance  of 
inflammation  of  the  appendix,  which  may  result  from  a  variety  of 
causes,  but  it  never  seems  to  have  been  suggested  that  perforation  is, 
in  any  case  but  the  most  serious,  the  cause  of  an  accompanying  perito- 
nitis. My  point  is  that  perforation  occurs  in  every  case*  though  I  failed 
to  find  the  perforated  spot  in  Case  2  ;  this,  however,  is  readily  under- 
stood when  the  ease  with  which  a  small  perforation  in  any  part  of  the 
intestinal  tract  may  be  repaired  is  remembered.  There  is  abundant 
evidence  to  prove  that  the  peritoneum  is  not  a  sensitive,  easily  upset 
structure,  as  was  formerly  believed.  A  healthy,  uninjured  peritoneum 
will  dispose  satisfactorily  of  a  considerable  quantity  of  injurious  filth, 
if  it  is  not  introduced  too  suddenly  or  in  too  large  a  quantity.  The 
different  degrees  of  peritonitis  met  with  can  be  thus  explained.  The 
character  of  the  contents  of  the  perforated  appendix  must  also  be  an 
important  consideration. 

In  Case  1,  I  would  suppose  a  distended  appendix,  with  compara- 
tively innocuous  contents  discharging  slowly  through  a  small  opening ; 
in  Cases  3  and  4,  more  irritating  contents,  or  a  larger  opening,  or  both, 
with  possibly  old  adhesions  limiting  the  spread  of  infection ;  or  an 
infection  not  virulent  enough  to  destroy  the  limiting  adhesions  which 
form  in  advance  of  a  spreading  pus  collection  would  account  for  the 
conditions  found.  In  the  last  case,  the  distention  and  inflammation 
of  the  appendix  suffice  to  bring  about  gangrene  and  rupture,  with 
sudden  discharge  of  such  a  quantity  of  infectious  contents  that  acute 
general  peritonitis  and  death  results. 

Mr.  Treves,  in  a  recent  paper — and  this  is  the  only  explanation  I 

*  This   is  accepted  knowledge  noic. 
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have  seen  attempted— states  that  gangrene  of  the  appendix  is  brought 
about  by  torsion  of  its  mesentery.  A  healthy  appendix  may  occa- 
sionally be  seen  coiled  up  like  a  snake,  but  the  ordinary  appendix  has 
BO  short  a  mesentery  that  it  is  difficult  to  see  how  torsion  could  be 
brought  about.  I  have  never  seen  any  evidence  in  favour  of  this  view, 
and  I  believe  the  correct  explanation  to  be  acute  distention,  with  inflam- 
mation terminating  in  gangrene,  as  I  suggest  occurred  in  the  last  case. 

Treatment. — As  interesting  and  more  important  than  the  path- 
ology is  the  treatment.  It  would  seem  that  the  time  has  come  when 
the  question  may  be  fairly  asked  concerning  such  a  case,  "  Is  the 
patient  morally  certain  to  get  well  without  an  operation  ?  "  If  this 
question  cannot  be  answered  in  the  affirmative,  I  believe  an  operation 
should  be  strongly  advised,  on  the  ground  that  the  dangers  are  much 
greater  without  than  with  it. 

In  such  cases  as  1  and  2,  the  appendix  should  be  excised  during 
an  interval  between  the  acute  attacks,  and  it  is  only  in  such  cases 
that  any  doubt  can  arise  as  to  the  necessity  for  operation.  As  I  have 
previously  stated,  I  have  none,  for  I  believe  the  risk  to  life,  in  both 
cases,  to  have  been  great  from  the  disease,  and  with  reasonable  care 
and  skill  none  from  operating. 

In  Case  3  no  surgeon  would  have  hesitated  to  open  the  abdomen, 
for  it  was  the  patient's  only  chance ;  he  would  have  died,  as  the  next 
recorded  case  did.  There  was  no  indication  of  pointing  of  the  abscess, 
and  the  rapid  increase  of  the  swelling,  with  the  profound  constitutional 
disturbance,  made  this  clear.  The  only  question  arising  is  as  to  the 
removal  of  the  appendix  at  the  time  of  the  operation.  Why  was  it 
not  excised,  especially  as  a  previous  attack,  due  to  its  presence,  was 
recorded  in  the  history  of  the  case  ?  My  reason  was  that  I  believed 
it  to  be  a  most  serious  proceeding  to  begin  separating  adhesions  to 
look  for  and  find  the  appendix.*  The  risk  of  setting  up  an  acute 
diffuse  peritonitis  is  very  great,  and  in  all  cases  of  localized  abdominal 
suppuration  I  regard  it  as  bad  surgery  to  be  too  keen  to  find  a  cause, 
for  the  majority  of  such  cases  recover  if  incised  and  drained.  If  the 
appendix  is  easily  discovered,  it  should  certainly  be  excised  ;  but  if 
not,  it  may  be  so  destroyed  by  inflammation  and  suppuration  as  to 
cause  no  further  trouble,  as  I  have  noted  in  several  similar  cases. 

In  cases,  such  as  3,  and  the  first  one  referred  to  in  the  post- 
mortem record,  an  early  operation  gives  the  only  chance,  and  the 
prognosis  is  very  favourable.  I  have  never  seen  a  patient  die  after 

*  7V; /.v   depends-   upon   the   skill    and    experience    of   the   operator. 
/'   <>f  doing  nothing  more  than  treat  the  infection  is  a  most 
xt  one.     It  is,  however,  not  as  a  rule  such  a  good  guide  as  to 
<il>l>reciatc  that  the  focus  of  infection  should  be  removed  zvhen  possible. 
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operation  when  the  pus  was  shut  in  by  adhesions,  however  extensive 
the  collection. 

In  the  last  class,  where  general  acute  septic;  peritonitis  is  present, 
such  as  recorded  in  my  last  two  post-mortem  cases,  I  have  never  seen 
operation  of  any  avail ;  every  one  has  died.  Possibly,  by  constant 
irrigation  of  the  peritoneal  cavity,  or  packing  with  iodoform  gauze 
between  different  coils  of  intestine,  better  results  may,  in  the  future, 
be  obtained.  Ordinary  irrigation  and  drainage,  as  usually  practised, 
only  hasten  the  end. 


FOUR    CASES     OF    BACKWARD    DISPLACEMENT    OF    THE 
PREGNANT    UTERUS. 

(Northumberland  and  Durham  Medical  Journal,   March,  1893,  p.  348.) 

CASE  1. — E.  W.,  age  34,  married,  mother  of  seven  children.  Com- 
plained that  she  had  been  unable  to  pass  water  for  more  than  forty-eight 
hours,  and  was  in  great  pain.  For  the  last  two  weeks  she  had  had  more 
or  less  difficulty,  but  since  Aug.  6,  1893,  the  stoppage  had  been  complete. 
She  thought  she  was  between  three  and  four  months  pregnant. 

Aug.  8. — The  lower  part  of  the  abdomen  was  found  distended,  with 
a  tense,  fluctuating,  rounded  swelling,  reaching  above  the  umbilicus. 

Per  vaginam :  The  pelvis  was  occupied  by  a  firm,  rounded,  elastic 
swelling,  which  felt  like  a  pregnant  uterus.  No  cervix  could  be  reached 
through  the  narrow  chink  left  between  the  rounded  pelvic  swelling  and 
the  back  of  the  pubis. 

A  gum-elastic  catheter  was  passed,  and  over  two  quarts  of  blood-stained 
urine  evacuated.  The  abdominal  swelling  disappeared.  The  patient  was 
now  placed  in  the  knee-face  position,  and,  introducing  my  hand  into  the 
vagina,  without  difficulty,  but  with  steady,  vigorous  pressure,  I  reduced 
the  retro  verted  pregnant  uterus  in  about  five  minutes.  The  after-progress 
was  uninterrupted  by  any  mishap,  and  the  patient  continues  well. 

CASE  2. — A  girl,  about  20  years  of  age,  single.  Complained  of  abdominal 
swelling  and  inability  to  pass  water.  Her  health  had  been  good  up  to  two 
days  ago,  when  in  closing  a  window  '"'  something  gave  way  in  her  inside  " 
and  caused  her  pain.  She  had  been  unable  to  pass  water  since. 

A  fluctuating  rounded  swelling  in  lower  abdomen,  reaching  above 
umbilicus. 

Per  vaginam :  Vaginal  orifice  not  virginal.  Cervix  soft,  pressed 
forward  by  a  swelling  behind.  Os  patulous.  A  swelling,  elastic  and  tense, 
size  of  foetal  head,  in  position  of  Douglas's  pouch. 

A  catheter  passed  evacuated  nearly  a  gallon  of  urine,  clear,  and  without 
odour. 

The  patient  was  told  to  lie  as  much  as  possible  in  knee-face  position 
until  seen  again.  On  the  following  day  the  uterus  was  found  in  proper 
position,  and  pregnancy  continued  normally. 

CASE  3. — I.  A.,  age  22,  married,  mother  of  two  children,  was  admitted 
to  the  Infirmary  under  my  care  on  June  13,  1893. 

She  complained  that  she  was  unable  to  hold  her  water,  which  was 
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constantly  dribbling  away.  She  thought  she  might  be  pregnant,  but  did 
not  know.  Three  weeks  ago  the  water  stopped,  and  for  thirty  hours  she  was 
in  great  pain  and  unable  to  pass  any.  Then  it  began  to  come  away  itself, 
and  had  done  so  ever  since.  She  had  no  power  over  it.  She  had  some 
discomfort  in  her  bowels,  but  not  acute  pain. 

On  abdominal  examination,  a  fluctuating  rounded  tumour  was  found 
in  the  hypogastrium,  reaching  to  an  inch  below  the  umbilicus. 

Per  vaginam:  Cervix  soft,  and  pushed  forward  by  a  swelling  behind, 
rounded  and  elastic,  about  the  size  of  a  foetal  head. 

On  passing  a  catheter,  about  two  quarts  of  urine  were  evacuated  and 
the  patient  was  placed  in  the  knee-face  posture.  A  gentle  attempt  was 
made  to  reduce  the  enlarged  uterus,  but  without  effect.  She  was  ordered 
to  maintain  the  same  position  as  long  as  convenient  daily.  Further 
attempts  were  made  at  each  visit  to  replace  the  uterus,  but  without  result. 
On  the  morning  of  June  16  some  haemorrhagic  discharge  made  its  appear- 
ance. On  the  evening  of  June  16  she  miscarried  of  a  three-months'  old 
foetus.  On  June  17  her  temperature  was  101°,  and  vaginal  douching  was 
ordered.  The  temperature  continued  elevated,  and  on  the  evening  of 
June  18  reached  102°.  On  the  evening  of  June  19  she  was  anaesthetized 
and  the  uterus  was  curetted  and  swabbed  with  carbolic  acid  and  iodine. 
From  this  time  her  recovery  was  uninterrupted,  and  she  went  home  on 
June  30  with  her  uterus  still  retroflexed. 

CASE  4. — T.  S.,  age  25,  married,  three  children,  complained  that  she 
had  pain  in,  and  swelling  of,  her  abdomen,  and  could  not  hold  her  water. 
A  month  ago  retention  suddenly  came  on  without  apparent  reason.  For 
forty-eight  hours  she  passed  no  water,  and  suffered  great  pain.  Then  the 
water  began  to  dribble,  which  it  had  continued  to  do  ever  since.  Though 
relieved,  she  had  never  been  free  from  pain,  and  had  been  feeling  very  ill. 
She  did  not  think  she  was  pregnant. 

On  examination  of  the  abdomen  a  cystic  swelling  was  found  filling 
lower  abdomen,  and  reaching  an  inch  above  the  umbilicus. 

Per  vaginam  :  Cervix  soft,  pushed  up  behind  the  pubis  by  a  rounded 
clastic  swelling  in  pelvis,  which  appeared  to  be  continuous  with  cervix. 

The  patient  was  ordered  to  maintain,  as  far  as  convenient,  the  knee- 
face  posture.  On  the  following  day  reduction  of  the  pregnant  uterus  was 
found  to  be  complete.  She  had  no  after-trouble,  and  the  pregnancy  ran 
a  normal  course. 

Though  the  four  cases  recorded  have  come  under  my  obser- 
vation during  the  last  twelve  months,  I  do  not  think  the  condition  is 
a  common  one,  and  the  importance  of  recognizing  it  can  scarcely 
be  exaggerated. 

For  the  opportunity  of  seeing  these  cases  I  am  indebted  to  Dr. 
Alexander,  Whitley ;  Dr.  Smith,  Whickham  ;  Dr.  Millar,  Bellingham  ; 
and  Dr.  Horace  Paige,  Gosforth. 

In  two  of  the  cases  it  will  be  noted  that  retroversion  was  present, 
and  in  two  retroflexion ;  in  all,  there  was  retention,  followed  in  two 
by  overflow  and  apparent  incontinence.  One  was  unmarried,  and  a 
primapara,  factors  not  diminishing  the  difficulties  of  diagnosis.  Unless 
a.  catheter  is  passed,  the  abdominal  swelling  may  quite  readily  be  mis- 
taken for  an  ovarian  cyst.  The  cases  are  illustrative  of  what  I  think 
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should  be  the  first  rules  in  making  a  diagnosis  of  abdominal  tumours 
in  women  :  (1)  To  be  sure  that  the  tumour  is  not  a  distended  bladder; 
(2)  To  believe  that  it  may  be  a' pregnant  uterus  until  the  contrary 
is  proved. 

Two  of  them  show  also  the  importance  of  realizing  the  fact  that 
incontinence  of  urine  in  adults  generally  means  overflow  from  a  dis- 
tended bladder. 

The  treatment  in  my  hands  has  been  most  satisfactory.  In  the 
majority  of  cases  nothing  further  is  needed  than  to  empty  the  bladder, 
and  order  the  knee-face  posture,  when  the  uterus  drops  back  into  its 
proper  place.  In  the  first  case  reposition  was  effected  at  once,  be- 
cause the  patient  lived  in  a  part  of  the  country  some  distance  from  her 
medical  adviser. 


SOME  MISTAKES  IN  THE  TECHNIQUE   OF  ABDOMINAL 

SURGERY. 

(Edinburgh  Medical  Journal,  July,  1893.) 

The  present  movement  in  favour  of  specialism  tends  to  divert 
the  attention  of  the  profession  from  the  fundamental  principles  of 
surgery.  There  is  no  special  surgery  of  the  neck,  of  the  thorax,  and 
of  the  abdomen,  as  our  surgical  text-books  would  lead  one  to  believe. 
The  general  principles  of  surgery  must  be  observed  in  all  parts  of  the 
body,  though  neglect  of  this  or  that  canon  may  be  followed  by  more 
fatal  consequences  in  one  part  than  in  another. 

The  causes  of  failure  in  abdominal  surgery  are  those  common  to 
all  major  operations,  and  the  three  most  general  mistakes  are — 

1.  Septic  contamination. 

2.  Imperfect  arrest  of  haemorrhage. 

3.  Neglect  of  shock. 

Sepsis. — Septic  infection,  unless  previously  present,  is  invariably 
due  either  to  faulty  technique  at  the  operation,  or  to  faulty  after- 
treatment.  In  other  words,  the  surgeon  must  blame  himself  or  his 
methods  if  he  fail  to  keep  his  case  aseptic.  Migration  of  organisms 
from  the  intestinal  tract,  bad  surroundings,  previous  constitutional 
conditions,  dirty  visitors,  are  not  to  be  regarded  as  fair  excuses  for  a 
bad  result.  Abdominal  operations  at  the  present  day  are  as  success- 
fully performed  in  the  large  theatres  of  the  general  hospitals  as  in 
specially-arranged  laparotomy  buildings.  Visitors  are  no  longer 
excluded  from  seeing  what  they  can,  and  I  regard  it  as  immaterial 
whether  they  come  from  dissecting  or  post-mortem  rooms.  This 
opinion  is  based  on  the  very  gravest  consideration  I  can  give  the  sub- 
ject, and  a  not  inconsiderable  experience.  It  is  also  a  mistake  for  the 
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surgeon  to  think  abdominal  operations  should  hamper  him  in  his  ordin- 
ary work.  The  dressing  of  ordinary  surgical  cases,  even  post-mortem 
examinations  and  dissections,  are  in  no  way  prejudicial  to  abdominal 
surgery  when  suitable  antiseptics  are  properly  used.  On  several 
occasions  I  have  observed  in  abdominal  wounds  dressed  for  the  first 
time  on  the  tenth  day,  that  though  the  superficial  parts  were  suppur- 
ating, the  peritoneum  was  not  involved — both,  of  course,  having  been 
exposed  to  the  same  deleterious  influences.  I  have  also  noticed,  not 
without  surprise,  that  rougher  surgery  may  be  perpetrated  with  impu- 
nity inside  of  the  peritoneum  than  would  be  tolerated  by  any  portion 
of  the  organism  outside  of  it.  The  unavoidable  conclusion  is,  that 
the  peritoneum  has  a  resisting  power  not  belonging  to  other  tissues. 
The  sudden  illness  and  almost  certain  death  resulting  from  peritoneal 
infection  impresses  us  much  more  than  the  more  common  suppuration, 
prolonged  illness,  and  fever  that  attend  the  infection  of  a  stump,  and 
makes  a  mistake  in  the  abdomen  more  serious  than  elsewhere.  It  is 
a  mistake  for  a  surgeon  to  undertake  abdominal  work  till  he  assures 
himself  that  he  can  secure  ordinary  wound  healing  without  suppuration. 
When  he  can  do  this,  he  need  have  no  fear  of  the  peritoneum. 

Details  of  my  methods  of  preparation  would  be  tiresome.  It  is 
sufficient  to  say  that  I  am  guided  by  the  principle  of  antiseptic  precautions 
before  operation ;  aseptic  precautions,  as  far  as  possible,  during  operation. 

Haemorrhage. — It  is  a  mistake  to  consider  any  bleeding  point, 
however  small,  not  worth  securing  in  the  abdominal  cavity.  The 
peritoneum  appears  to  possess  a  similar  power  to  the  intima  of  the 
blood-vessels  in  preventing  coagulation  of  the  blood.  This,  together 
with  the  difficulty  of  keeping  up  efficient  pressure,  makes  ligature  a 
specially  useful  method  of  arresting  bleeding.  Free  incisions  should 
be  made  in  cases  where  bleeding  is  anticipated,  and  the  bleeding  points 
should,  if  possible,  be  exposed.  A  large  sponge  packed  into  the  pelvis 
will  always  temporarily  arrest  haemorrhage  there,  and  in  many  cases 
large  retractors,  sponge  packing,  and  Trendelenburg's  position  are 
invaluable  aids.  If  the  bleeding  point  cannot  be  satisfactorily  tied, 
L'hp  forceps  may  be  left  on  it  for  twenty-four  hours.  In  some  cases  I 
have  left  several  pairs  of  forceps  temporarily  applied,  and  always 
successful  results.  If  the  bleeding  comes  from  a  bare  surface  it 
should  be  firmly  packed  with  strips  of  gauze,  which  may  be  taken  out 

rty-eight  or  seventy-two  hours.     In  all  cases  where  hemorrhage 

possible    a    drainage-tube    should    be    inserted.     If    after-bleeding 

*hod  introduced  by  Mr.  Tait  is  sometimes  useful— I  have 

severe  haemorrhage  twice,  and  both  patients  recovered. 

;  pumped  dry  and  a  syringeful  of  perchloride  of  iron  solution 

jected  (a  piece  of  solid  perchloride  the  size  of  a  filbert,  dis- 

tumbler  of  water,  makes  a  solution  of  suitable  strength). 
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The  solution  is  to  be  pumped  in  and  out  a  few  times  till  bleeding 
ceases.  In  five  minutes  the  tube  is  a^.iin  inspected,  and  if  fresh 
haemorrhage  has  occurred  more  perchloride  is  injected.  The  attendant  is 
ordered  to  keep  the  tube  dry,  and  re-inject  perchloride  when  necessary. 

Shock. — It  is  a  mistake  to  undertake  abdominal  operations  with- 
out making  special  arrangements  to  minimize  shock.  Warmth  is  the 
best  antidote.  It  is  my  custom  to  have  the  patient  comfortably 
arranged  on  the  operating-table  half  an  hour  before  the  anaesthetic  is 
administered.  The  limbs  are  carefully  wrapped  in  cotton- wool  or 
blankets,  and  bandaged,  and  hot-water  bottles,  wrapped  in  thick 
flannel,  packed  under  and  round  the  body.  In  exhausted  patients 
an  enema  of  brandy,  milk,  and  beef-tea  is  administered.  The  advan- 
tages are — that  the  patient  selects  a  position  in  which  breathing  is 
easy  ;  can  make  complaint  if  hot  bottles  are  too  warm  ;  gets  thoroughly 
heated  before  the  operation  commences  ;  that  no  time  is  wasted  after 
the  anaesthetic  is  given  ;  and  that  there  is  no  fussing  or  re-cleaning  of 
hands  dirtied  from  carrying  the  patient.  The  bed  about  to  be  occupied 
should  be  thoroughly  heated  during  the  operation,  and  only  damp  or 
soiled  clothing  taken  off  the  patient  till  free  perspiration  and  natural 
heat  are  established.  The  clothing  is  well  protected  by  the  mackin- 
tosh I  use  during  the  operation.  (Mackintosh  exhibited.) 

It  is  a  mistake  to  leave  a  patient  suffering  from  shock  untreated. 
No  one  should  be  allowed  to  die  from  shock  alone,  though  this  is  occa- 
sionally profound  after  long  abdominal  operations.  Haemorrhage, 
even  though  slight,  greatly  adds  to  the  danger  from  shock.  The  whole 
body,  except  the  face,  should  be  enveloped  in  hot  flannels.  The  face 
should  be  vigorously  rubbed  at  intervals  with  a  coarse  towel ;  the 
interior  of  the  mouth,  the  gums,  and  the  pharynx  should  be  swabbed 
with  a  sponge  in  forceps  wrung  out  of  raw  brandy.  An  enema,  slowly 
administered,  of  a  pint  of  hot  beef-tea  and  brandy  and  milk  is  a  useful 
aid.  Foot  of  bed  should  be  raised,  and  pillows  taken  from  under  the 
head.  Peritoneal  flushing  with  hot  solutions,  so  far  as  I  can  judge,  results 
in  a  sharp  but  short  improvement,  followed  by  prolonged  depression.* 

Before  proceeding  to  discuss  more  special  points  in  connection 
with  abdominal  surgery,  I  would  emphasize  the  importance  of 
thoroughness.  An  incomplete  operation  is  most  unlikely  to  be  success- 
ful. Exploratory  operations  are  not  included,  for  diagnosis  is  fre- 
quently impossible  without  exploration  ;  but  if  any  attempt  at  treat- 
ment is  made,  even  if  it  has  to  be  abandoned,  the  operation  is  no  longer 
exploratory.  If  an  operation  is  necessary  and  is  undertaken,  it  ought 

*  The  best  means  of  preventing  serious  shock  is  by  intravenous 
transfusing  of  saline  when  the  blood  pressure  falls  below  or  the  pulse  rises 
over  100  during  the  operation. 
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to  be  completed.  There  should  be  no  limit  to  its  duration  or  its  extent 
if  the  completion  of  it  offers  a  scientific  chance  of  life.  Incomplete  opera- 
tions are  never  satisfactory,  and  are  more  disastrous  in  their  results 
than  the  most  heroic  when  thoughtfully  planned  and  skilfully  executed. 

The  Incision. — A  common  mistake  is  to  make  this  too  short.* 
With  few  exceptions  it  ought  to  be  large  enough  to  admit  the  opera- 
tor's hand  without  bruising  the  abdominal  wall.  From  just  below 
the  umbilicus  to  between  1  or  2  inches  above  the  pubis  is  my  ordinary 
standard.  Free  exposure  of  the  parts  to  be  dealt  with  is  as  important 
in  this  as  in  all  surgical  work.  If  a  single  incision  does  not  allow  of 
free  access,  rather  than  incur  the  risk  of  damage  by  working  through 
an  insufficient  opening,  cross  cuts  should  be  made.  With  the  excep- 
tion of  the  small  portion  across  which  the  trunk  of  the  deep  epigastric 
artery  runs,  any  part  of  the  abdominal  wall  may  be  divided  without 
fear,  and  will  unite  satisfactorily  if  the  parts  are  brought  into  good 
apposition  by  appropriate  sutures. 

The  median  incision  is  the  most  generally  useful,  and  special 
directions  are  given  in  most  works  on  abdominal  surgery  as  to  how 
to  find  the  middle  line.  The  abdomen  may  be  opened  more  quickly, 
and  the  resulting  cicatrix  will  be  stronger  if  such  directions  are  ignored. 
With  the  thumb  resting  on  one  side  of  the  upper  end  of  the  proposed 
incision  and  the  fingers  on  the  other,  the  skin  is  stretched  from  side 
to  side,  and  by  upward  traction  is  steadied  against  the  knife,  with 
which  all  the  structures  lying  above  the  transversalis  fascia  are 
quickly  divided.  Any  bleeding  vessels  should  now  be  caught  in  clip 
forceps,  which  may  be  left  hanging  on  the  smaller  ones,  those  spirting 
being  tied.  To  complete  the  incision  through  the  abdominal  wall  the 
transversalis  fascia  is  nipped  up  on  either  side  with  clip  forceps  and 
divided  between  them,  then  the  extra-peritoneal  fat  is  similarly  drawn 
forwards,  and  divided  until  the  peritoneum  is  reached.  If  the  forceps 
are  kept  on  one  side,  to  fix  it  and  draw  it  forward,  a  deeper  hold  may 
be  taken  of  the  opposite  one,  and  the  underlying  structures  divided 
between  until  the  abdomen  is  opened.  It  is  a  mistake  to  suppose 
that  the  peritoneum  is  a  single  thin  layer  of  membrane  underneath 
the  subperitoneal  fat.  In  some  persons,  especially  obese  ones,  as 
many  as  six  layers  may  require  division. 

Certain  difficulties  are  met  with  in  getting  into  the  abdominal 
cavity,  and  mistakes  may  be  made. 

If  the  abdominal  wall  is  very  fat  the  length  of  the  incision  should 

*  The  surgeon  at  this  time  who  made  a  long  incision  was  regarded 
as  incompetent.  It  was  rare  to  see  one  more  than  two  or  three  inches 
long.  Man?/  mistakes  are  yet  made  and  grave  lesions  are  still  overlooked 
l>cc(in.se  n  inn  short  incision  is  made. 
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be  proportioned  to  its  thickness,  for  bruised  fat  is  the  worst  possible 
tissue  for  healing. 

Rigidity  of  the  abdominal  walls  adds  to  the  difficulties  and  dangers 
of  an  operation.  A  bad  anaesthetist,  or  some  peculiarity  on  the  part 
of  the  patient,  may  be  the  cause.  Certain  neurotics  take  chloroform 
badly  from  the  first,  and  remain  rigid  during  the  whole  performance  of 
a  long  operation,  even  the  most  skilled  anaesthetist  failing  to  get  them 
satisfactorily  under.  In  such  cases  I  have  often  seen  a  change  from 
chloroform  to  ether,  or  from  ether  to  chloroform,  followed  by  complete 
and  safe  relaxation.  The  most  perfect  anaesthesia  is,  in  my  opinion, 
brought  about  by  chloroform  administered  till  insensibility  is  estab- 
lished, followed  by  ether  administered  on  an  Ormsby's  inhaler.  The 
depression  of  chloroform  and  the  violent  respiratory  movements  of 
ether  are  both  avoided.* 

The  peritoneum,  when  reached,  may  be  mistaken  for  a  tumour 
wall,  and  extensively  stripped.  This  occurred  to  me  in  one  of  my 
earliest  ovariotomies.  The  patient  had  carried  an  immense  ovarian 
tumour  in  her  abdomen  for  twenty  years.  The  peritoneum  was  much 
thickened  and  laminated,  and  after  dividing  several  layers  I  concluded 
that  I  was  working  through  the  wall  of  a  universally  adherent  cyst, 
which  I  began  to  peel  off.  After  making  an  extensive  separation,  I 
thought  tapping  the  cyst  with  a  trocar  might  aid  me,  and  emptying 
the  cyst  I  introduced  my  finger  through  the  trocar  opening,  and  found 
the  tumour  without  a  single  adhesion:  The  peritoneum  in  this  case 
was  a  quarter  of  an  inch  thick  in  front,  and  so  firm  that  the  convex 
shape  given  to  it  by  the  tumour  was  retained  after  the  operation  was 
completed.  This  patient,  in  spite  of  the  serious  error,  made  a  good 
recovery,  as  most  old  cases  do.  In  other  cases  of  long-standing  tumour 
I  have  seen  much  thickened  peritoneum  in  front. 

In  another  instructive  case  I  had  the  opportunity  of  watching, 
a  double  mistake  was  made.  The  patient  had  an  abdominal  swelling, 
diagnosed  as  an  ovarian  cyst.  On  dividing  the  abdominal  wall,  a 
thick,  unyielding,  tough  membranous  layer  was  arrived  at.  An 
incision  into  this  showed  a  laminated  structure,  and  without  opening 
the  sac  it  was  concluded  that  a  large  ovarian  cyst  was  universally 
adherent.  An  attempt  to  separate  it  was  very  successful  in  front,  for 
the  adhesions  gave  way  quite  easily,  and  the  whole  anterior  surface 
was  soon  bared.  Towards  the  back  matters  were  not  going  so 
smoothly,  when  suddenly  a  gush  of  straw-coloured  liquid  and  some 
intestines  appeared.  The  case  was  one  of  tuberculous  encysted  perito- 
nitis, and  got  well  after  the  operation.  In  all  cases  of  doubt  the  rule 

*  The  most  perfect  anaesthesia  now  I  believe  to  be  obtainable  by  intra- 
tracheal  ether. 
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should  be  to  cut  right  on.  If  a  cyst  is  universally  adherent,  it  is  best 
opened  with  the  knife ;  and  if  the  case  is  encysted  peritonitis,  intestines 
will  appear  on  opening  the  sac,  and  in  either  case  the  difficulty  is 
cleared  up. 

In  an  ordinary  case  the  peritoneum  on  either  side  should  be 
caught  in  clip  forceps,  and  held  during  the  intra-abdominal  manipula- 
tion, otherwise  it  may  be  stripped  from  the  abdominal  parietes. 

The  bladder  may  be  wounded  in  making  the  abdominal  incision. 
I  have  seen  it  done  several  times,  and  more  than  once  by  distinguished 
and  careful  surgeons.  To  have  it  empty  is  no  safeguard,  for  it  may 
be  pushed  up  from  below  or  drawn  up  from  above.  A  finger  in  the 
peritoneum  may  be  useless  as  a  guide,  for  in  some  persons  the  bladder 
is  a  very  thin  and  unresisting  viscus.  I  have  made,  by  mistake,  a  free 
incision  into  it,  when  lying  on  and  stretched  between  the  index  and 
middle  fingers  of  my  left  hand.  A  distended  bladder  may  be  wounded 
from  the  front  before  the  peritoneum  is  opened,  and  though  such  an 
accident  might  be  avoided  by  a  recognition  of  the  muscular  fibres, 
this  is  not  in  the  least  likely.  The  mistake  is  a  disagreeable  and  dis- 
concerting one,  occurring  as  it  does  at  the  commencement  of  a  serious 
operation,  though  it  does  not  appear  to  add  materially  to  the  risks  ; 
for  in  all  the  cases  I  have  seen,  except  one,  the  operation  was  proceeded 
with  after  careful  suturing  of  the  wounded  bladder,  and  all  the  patients 
recovered.  There  is,  I  believe,  only  one  method  of  avoiding  this 
accident.  In  every  case  I  open  the  peritoneum  at  the  upper  part  of 
the  wound,  and  consequently  quite  away  from  the  bladder.  I  then 
pass  both  forefingers  into  the  opening,  and  steadying  the  peritoneum 
above  with  my  left  forefinger,  tear  it  down  with  my  right  forefinger 
the  length  of  the  wound.  The  bladder  cannot  be  damaged,  for  it 
does  not  tear  with  any  reasonable  degree  of  force,  and  the  peritoneum 
easily  tears,  and  in  a  fairly  straight  line. 

Intestine  may  be  wounded  in  making  the  abdominal  incision.  If 
the  peritoneum  is  picked  up  by  forceps  in  the  manner  described,  and 
Lr<  ntly  shaken,  intestine,  unless  adherent,  will  drop  away  from  it.  If 
the  intestine  be  adherent,  another  place  should  be  tried.  This  acci- 
dent is  a  disagreeable  one,  but  cannot  be  dangerous  if  careful  suture 
of  the  wounded  bowel  is  practised  ;  for  though  I  have  only  seen  it 
done  once,  and  in  that  case  recovery  followed,  I  have  frequently 
repaired  much  more  dangerous  lesions  of  the  intestines  with  success. 

In  suturing  the  abdominal  wall  several  mistakes  may  be  made. 
The  most  serious  of  these  is  the  inclusion  of  a  portion  of  intestine  in  a 
loop  of  suture  under  the  abdominal  wall.  It  is  most  likely  to  occur 
when  the  abdomen  is  tense,  and  the  intestines  have  a  tendency  to 
protrude.  It  is  to  be  avoided  by  passing  all  sutures  before  any  are 
tied,  and  adopting  some  definite  method  of  arranging  them.  I  fix 
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the  ends  of  the  sutures  of  one  side  in  one  pair  of  clip  forceps,  and  tin 
ends  of  the  opposite  side  in  another  pair.  When  all  are  fixed  and  the 
abdomen  is  ready  to  be  closed,  an  assistant  takes  the  bunch  of  sutures 
on  either  side  in  each  hand,  and  the  clips  are  detached.  Lifting  ;ill 
the  sutures  up  together,  he  draws  the  abdominal  walls  firmly  forward 
by  them,  away  from  omentum  and  intestine,  which  are  to  be  kept  back 
if  in  the  way.  The  sutures  are  carefully  tied  one  by  one  from  above 
downwards,  whilst  traction  is  kept  up  by  the  assistant  on  those  untied 
until  the  last  one  is  reached. 

Faulty  suturing  results  frequently  in  ventral  hernia.  When  a 
patient  is  in  good  condition,  I  regard  it  as  a  mistake  not  to  suture  in 
three  layers — peritoneum  to  peritoneum,  muscle  and  aponeurosis  to 
muscle  and  aponeurosis,  and  skin  to  skin.  I  have  used  this  method 
for  some  years,  and  largely,  but  have  never  seen  ventral  hernia  follow. 
The  resulting  cicatrix  is  so  firm  that  there  is  little  chance  of  it.  The 
layers  of  abdominal  wall,  when  this  form  of  suturing  is  employed,  are 
pushed  apart  by  exudation  from  the  wound  surfaces,  and  a  thick  layer 
of  organizable  lymph  extends  between  skin  and  peritoneum.  By  the 
ordinary  method  of  suturing,  skin  aponeurosis  and  peritoneum  are 
firmly  drawn  together,  and  the  resulting  cicatrix  is  thin  and  weak, 
and  this  is  more  especially  apt  to  follow  if  the  peritoneum  is  allowed 
to  intrude  between  the  wound  surfaces. 

After  sutures  are  taken  out,  long  strips  of  plaster  should  be  applied 
over  the  dressings — for  it  is  no  uncommon  thing  to  have  intestines 
bursting  through  the  newly-healed  wound  if  this  or  some  similar  pre- 
caution is  neglected.* 

To  leave  a  sponge  or  a  pair  of  forceps  in  the  abdomen  is  a  terrible 
mistake,  and  the  nightmare  of  abdominal  surgeons.  It  has  been 
frequently  done — more  often  than  most  of  us  suspect — and  is  only  to 
be  avoided  by  the  greatest  care.  On  this  point  it  is  scarcely  possible 
to  be  too  anxious.*)* 

It  is  a  mistake  to  leave  uncovered  intestine  next  to  the  abdominal 
wound,  when  this  can  be  avoided  by  drawing  down  the  omentum  over 
it.  I  lost  a  case,  seventeen  days  after  ovariotomy,  from  intestinal 
obstruction  due  to  adhesion  of  coils  of  intestine  to  the  abdominal  wall. 

Washing  out  of  the  peritoneal  cavity  after  operations  is  a  useful 


*  The  unabsorbable  supporting  sutures,  which  should  include  every 
layer  except  the  peritoneum,  should  never  be  removed  before  two  week*. 
and  are  usualy  best  left  for  three. 

•\This  mistake  is  still  too  often  made.  I  have  recently  operated 
upon  three  cases  for  discharging  sinuses,  the  result  of  abdominal  operations 
elsewhere.  An  overlooked  mop  was  the  cause  in  each  case. 
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practice,  but  it  is  a  mistake  to  use  flushing  indiscriminately.  Sterilized 
normal  saline  is,  to  my  mind,  the  most  perfect  fluid  to  use  for  this 
purpose.*  Histologists  point  out  that  water  is  inimical  to  protoplasm, 
and  that  the  tissues  are  least  damaged  by  normal  saline.  I  keep  a 
large  tank  of  sterilized  saline  in  my  operating-room  ready  for  use,  after 
heating  to  110°  F.  It  stands  on  a  high  stool,  and  the  fluid  is  conveyed 
into  the  abdominal  cavity  by  a  long  india-rubber  tube,  ending  in  a 
long  perforated  glass  one.  (Special  tube  exhibited.)  Before  turning 
on  the  fluid,  it  is  well  to  have  a  large  glass  drainage-tube  in  Douglas's 
pouch  to  allow  of  free  exit,  otherwise  the  abdomen  may  become 
dangerously  distended,  and  the  intestines  may  be  forced  out  of  the 
cavity  with  a  rush.  The  use  of  the  irrigator  should  be  limited  to 
cases  in  which  blood,  ovarian  fluids,  intestinal  or  other  visceral  con- 
tents have  escaped  into  the  peritoneum  ;  to  limited  collections  of  pus 
it  is  quite  unsuitable,  as  there  is  great  risk  of  a  diffuse  purulent 
infection. 

The  drainage-tube  is  one  of  the  most  valuable  aids  in  abdominal 
surgery,  but  accidents  may  happen  from  its  use.  If  the  india-rubber 
tubing  connected  with  a  powerful  exhaust  syringe  fits  the  glass 
drainage-tube  too  closely,  omentum,  and  even  intestine,  as  I  have 
heard,  may  be  drawn  into  the  interior  of  the  tube.t  A  sickening 
sensation  experienced  by  the  patient,  with  evidence  of  some  ob- 
struction in  the  tube,  occasionally  discovers  the  accident  at  once, 
but  frequently  no  complaint  is  made,  and  it  is  not  noticed  till 
the  tube  is  withdrawn.  My  first  knowledge  of  the  accident  was 
obtained  from  a  case  in  which  I  had  operated  for  pyosalpinx  five 
days  previously.  On  trying  to  remove  the  tube  I  met  with  some 
resistance,  and  overcame  it  with  a  gentle  jerk.  The  tube  came  away 
filled  up  with  omentum,  and  before  I  had  grasped  the  situation  a 
considerable  piece  of  omentum  followed.  Endeavours  to  return  this 
through  the  drainage-tube  opening  were  fruitless,  and  rather  than 
re-open  the  healed  wound  I  ligatured  and  cut  off  the  mass,  returning 
the  stump.  My  second  case  was  a  woman  from  whose  broad  ligament 
I  had  enucleated  a  cyst  three  days  before.  In  trying  to  remove  the 
tube  I  felt  some  resistance,  as  in  the  last  case,  and,  warned  bj  that 
experience,  carefully  drew  the  end  of  it  into  view.  Every  hole  of  the 
tube  was  firmly  plugged  with  a  little  pellet  of  omentum,  each  of  which 
I  ligatured  close  to  the  tube  before  dividing  it  and  returning  it  to  the 

"  At  this  time  ordinary  water  was  used  for  the  purpose.     I  intro- 
duced saline  into  surgical  practice  in  1890. 

t  Lawson  Tait  introduced  the  method  of  emptying  the  pelvic  tube  by 
an  exhaust  syringe  with  india-rubber  tubing,  and  the  reference  is  to  this. 
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abdomen.  My  third  case  was  one  of  ectopic  gestation,  and  occurred 
whilst  I  was  emptying  the  tube  the  day  after  having  operated.  The 
same  course  was  adopted  in  this  case  as  in  the  last.  All  three 
recovered. 

Chilling  of  the  intestines  adds  much  to  the  shock  and  danger  of  an 
operation.  If  the  escape  of  intestines  cannot  be  avoided,  it  is  essential 
that  warm,  moist  towels  or  flat  sponges  be  kept  covering  them.  The 
importance  of  this  was  impressed  upon  me  specially  by  the  case  of  a 
man  on  whom  inguinal  colostomy  had  been  performed  a  few  hours 
before  I  saw  him.  During  an  attack  of  vomiting  a  large  part  of  his 
intestines  escaped,  and  at  the  time  of  my  visit  were  lying  all  over  his 
dressings  and  in  the  bed,  mixed  up  with  the  blankets.  He  was  cold, 
weak,  and  had  a  sunken,  dying  appearance.  His  chilled  intestines 
were  covered  with  warm  towels,  and  at  once  the  change  in  his  expres- 
sion and  condition  was  notably  improved.  After  washing  his  intes- 
tines well  in  a  basin  of  warm  boracic  lotion,  to  remove  particles  of 
blanket,  wood-wool,  and  other  adherent  matter,  they  were  replaced, 
and  he  recovered  without  further  trouble. 

In  difficult  cases,  where  landmarks  are  obscured,  it  is  a  mistake 
to  work  in  the  dark.  With  a  free  incision,  large  retractors,  sponge 
packing,  a  good  light,  and,  in  pelvic  cases,  Trendelenburg's  position, 
there  should  be  no  difficulty  in  seeing  any  part  of  the  abdominal  or 
pelvic  cavities. 

The  most  unsatisfactory  cases  in  abdominal  surgery  are  those  of 
acute  general  peritonitis,  for  they  nearly  all  die.  It  is  a  mistake  to 
expect  to  do  any  good  for  them  by  incision,  washing  out,  and  drainage, 
as  commonly  performed.  Frequent  or  constant  irrigation  appears  to 
me  to  hold  out  a  better  chance  of  success,  but,  though  I  have  tried  it 
more  than  once,  as  yet  I  can  report  nothing  but  failure. 

Recognizing,  as  we  all  do,  that  peritonitis  is  so  rarely  idiopathic 
that  it  may  justly  be  regarded  as  a  symptom  only,  it  seems  reasonable 
always  to  look  for  a  cause.  This  is  good  pathology,  but  may  be,  and 
frequently  is,  a  mistake  in  surgery,  especially  where  pus  is  localized 
by  recent  adhesions.  Take  the  case  of  an  acute  tender  swelling  in  the 
right  iliac  fossa,  with  grave  constitutional  disturbance  and  the  possi- 
bility of  pus  formation.  No  surgeon  would  hesitate  to  divide  the 
abdominal  wall  over  the  swelling,  and  ascertain  its  contents.  Having 
found  pus,  he  might  go  in  search  of  a  vermiform,  appendix  or  a  dis- 
eased ovary  or  tube,  but  this  I  hold  to  be  a  mistake.*  If  a  diseased 
appendix  or  other  such  cause  presents  in  the  wound,  the  proper  thing 
is  to  remove  it,  but  no  regular  search  for  a  hidden  cause  should  be 

*  My  present  belief  is  that  the  focus  of  infection  should  always 
be  removed  when  it  is  possible  to  do  this  without  adding  grave  risk. 
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made.  There  is  grave  risk  of  causing  diffuse  general  peritonitis  by 
disturbance  of  adhesions  in  such  a  case  ;  prolonged  search  may  end 
in  failure  to  find  anything— it  does  so  frequently  on  post-mortem 
examination  ;  a  large  percentage  of  cases  of  localized  purulent  peri- 
tonitis recover  after  incision  and  drainage  only ;  and  if  a  further 
operation  is  necessary,  it  may  be  performed  later,  when  the  local  and 
general  conditions  of  the  patient  are  improved. 

The  next  most  unsatisfactory  cases  in  abdominal  surgery  are 
those  of  acute  intestinal  obstruction.  Occasionally  a  case  is  met  with 
due  to  occlusion  of  the  large  intestine  ;  but  for  this  the  results  would 
be  even  more  unsatisfactory.  When  surgical  aid  is  sought,  most 
patients  are  so  ill  that  it  is  a  mistake  to  suppose  that  prolonged  anaes- 
thesia can  be  maintained  or  a  difficult  operation  can  be  performed 
with  any  chance  of  success.*  My  present  practice  in  such  cases  is  to 
operate  with  the  patient  in  bed,  to  give  a  small  quantity  of  the 
anaesthetic,  having  all  instruments  ready  and  preparations  made 
before  commencing  the  anaesthesia,  and  to  open  the  abdomen  quickly 
as  for  inguinal  colotomy,  midway  between  anterior  superior  spine  of 
ilium  and  umbilicus.  If  the  sigmoid  flexure  is  distended,  the  operation 
is  completed  by  drawing  a  loop  of  it  out,  tying  in  a  glass  drainage- 
tube,  and  introducing  a  few  sutures  ;  if  the  obstruction  is  above  this, 
the  most  convenient  coil  of  distended  small  intestine  is  withdrawn 
and  similarly  dealt  with,  and  an  artificial  anus  left,  to  be  treated 
subsequently."]* 

This  instrument  is  one  which  I  have  invented  for  the  purpose 
of  shortening,  simplifying,  and  completing  at  one  stage  operations 
undertaken  for  the  removal  of  growths  of  the  intestine,  gangrenous 
portions  of  bowel,  small  irreducible  intussusceptions,  etc.  (Instrument 
exhibited.) 

Inguinal  colostomy,  though  an  easy  and  safe  operation,  may  be 
unsuccessful  in  consequence  of  mistakes.  In  two  cases  I  have  seen 
intestines  protrude  through  the  inguinal  colostomy  opening — in  one 
from  inefficient  suturing,  in  the  other  from  placing  too  great  confidence 
on  rods  passed  through  the  mesentery.  In  two  cases  in  which  I  made 
post-mortem  examination,  death  resulted,  shortly  after  operation, 
from  acute  peritonitis.  In  one  a  large  abscess  in  connection  with  the 

*  This  is  still  true  ;  operations  are  usually  too  long  delayed. 

^  My  present  practice  in  such  serious  cases  is  (1)  to  wash  out  the 

xtnmach,  (2)  to  make  a  small  incision  in  the  RIGHT  iliac  fossa,  and  do 

either   ca?costomy   or   enterostomy,    according   to   the   indications   as    to 

flur  the  large  or  the   small  intestine  is  affected.     Local  anesthesia 

suffice*  for  the  worst  cases. 
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malignant  growth  had  been  ruptured  in  drawing  forward  the  adherent 
sigmoid  flexure ;  in  the  second  case  faecal  matter  had  escaped  from  a 
hole  in  the  sigmoid  flexure,  produced  by  the  separation  of  adhesions 
blocking  a  perforation.  The  moral  is  plain  :  If,  after  careful  examina- 
tion, it  is  decided  that  the  sigmoid  flexure  is  adherent,  the  operation 
should  be  completed  by  opening  the  transverse  colon. 

In  the  operations  of  ovariotomy  and  for  removal  oftlie  uterine  appen- 
dages, the  pedicle  may  slip  out  of  the  ligature  and  the  patient  die  of 
haemorrhage.  On  two  occasions  I  have  had  the  opportunity  of  observ- 
ing how  this  is  brought  about.  In  both  cases  the  pedicle  appeared  to 
be  firmly  tied,  but  before  the  abdomen  was  closed  a  large  swelling  had 
appeared  in  the  broad  ligament  of  the  side  operated  upon.  The 
ovarian  artery  had  slipped  back  into  the  cellular  tissue,  a  broad  liga- 
ment haematocele  had  formed,  and  the  tissues  surrounded  by  the 
ligature  were  drawn  out  of  its  grasp,  allowing  the  haematocele  to  burst 
into  the  peritoneal  cavity.  It  is  a  mistake  to  employ  very  thick  silk 
for  tying  the  pedicle,  for  it  has  an  insufficient  bite  of  the  tissues,  and 
half  an  inch,  at  least,  of  pedicle  should  be  left  beyond  the  ligature. 
In  many  cases  it  is  a  good  plan  to  tie  the  ovarian  artery  with  an 
independent  ligature,  passed  through  the  infundibulo-pelvic  liga- 
ment, in  which  the  vessel  can  be  felt  pulsating. 

In  suprapubic  cystotomy  or  lumbar  nephrectomy  the  mistake  of 
opening  the  peritoneum  may  be  made.  If  the  opening  is  recognized 
before  the  peritoneum  is  soiled,  it  should  be  caught  in  clip  forceps  and 
ligatured.  No  harm  will  result  in  either  case.  A  suture  cannot  be 
trusted  to  close  the  opening  effectually,  but  a  ligature  can,  for  I  have 
seen  the  operation  completed  with  success,  in  spite  of  this  accident, 
in  both  bladder  and  kidney  cases. 

In  two  cases  of  lumbar  nephrectomy  I  have  seen  the  peritoneum 
wounded  and  fouled  by  the  discharge  of  the  contents  of  the  diseased 
kidney.  In  both  cases  an  opening  was  made  above  the  pubis,  through 
which  the  abdominal  cavity  was  irrigated  and  drained.  Both  patients 
recovered. 


A    CASE    OF    PANCREATIC    CYST. 

(WITH  ANGUS  MARTIN,  L.R.C.P.E.,  L.R.C.S.E.,  NORTH  SHIELDS.) 
(Edinburgh  Medical  Journal,  July,  1893.) 

Traumatic  cysts  of  the  pancreas  are  so  rare  that  I  think  the  follow- 
ing one  is  worthy  of  being  put  on  record.  I  have  to  thank  my  friend 
Mr.  Rutherford  Morison  for  seeing  the  case  and  undertaking  the  second 
laparotomy. 

A6 
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R.  F.,  age  17,  hawker  of  fruit,  came  to  me  on  the  26th  of  March,  1892, 
complaining  of  pain  in  his  abdomen. 

History. — On  the  1st  of  March  he  was  crushed  between  a  wall  and  his 
cart,  the  back  of  the  cart  pressing  into  his  abdomen.  He  was  much  hurt 
and  felt  great  pain,  and  was  able  to  walk  only  a  few  yards,  the  severity 
of  the  pain  causing  him  to  fall.  He  felt  sick,  but  did  not  vomit,  and  was 
carried  home  and  put  to  bed.  The  pain  continued  to  be  very  severe  in  his 
belly,  and  prevented  him  from  sleeping  that  night.  On  the  second  or  third 
day  after  the  accident  he  vomited  for  the  first  time — a  greenish  fluid.  His 
bowels  did  not  move  for  three  or  four  days  after  he  was  hurt,  and  then  only 
by  taking  purgative  medicines  which  pained  him  severely.  There  was  no 
blood  in  his  motions.  For  a  week  he  remained  in  bed  owing  to  pain. 
During  the  second  week  he  improved,  and  was  able  to  get  up,  and  a  fortnight 
after  the  accident  he  went  to  work  feeling  quite  well.  He  continued  at 
work  for  nearly  a  fortnight,  during  the  last  three  days  of  which  he  had 
vomiting  and  pain  as  before. 

On  examining  his  abdomen,  it  was  seen  to  be  prominent  in  the  middle 
line  above  the  umbilicus,  and  downwards  towards  the  right  iliac  fossa.  On 
palpation  this  swelling  was  tense  and  resistant.  There  was  also  free  fluid 
in  the  peritoneal  cavity.  A  diagnosis  of  encysted  peritonitis  was  made. 
He  was  sent  off  to  bed,  and  watched  for  several  days,  during  which  he  rapidly 
got  worse.  He  had  severe  attacks  of  pain  and  vomiting  of  greenish  fluid. 
The  swelling  in  the  abdomen  increased.  I  inserted  a  hypodermic  needle 
into  it,  and  drew  off  a  syringe  full  of  fluid  of  a  pale  yellowish  colour.  As 
it  was  evident  he  was  getting  rapidly  worse,  I  decided  on  opening  his 
abdomen.  This  was  done  on  April  3rd.  Fluid  escaped  immediately  on 
opening  the  peritoneum.  There  were  flakes  of  lymph  on  the  intestines.  I 
aspirated  the  cyst,  but  could  not  get  it  to  the  abdominal  wall.  It  did  not 
strike  me  to  do  what  Mr.  Morison  afterwards  did — divide  the  gastrocolic 
omentum.  I  inserted  a  Keith's  drainage  tube  and  stitched  up  the  abdomen, 
after  washing  out  the  peritoneal  cavity.  The  drainage  tube  was  removed 
at  the  end  of  forty-eight  hours.  He  got  well  without  a  bad  symptom. 

Knowing  that  the  cyst  in  all  probability  would  refill,  I  asked  Mr. 
Rutherford  Morison  to  see  him,  which  he  did  a  fortnight  after  operation. 
The  wound  was  then  quite  healed.  There  was  a  cystic  tumour  in  the 
abdomen  about  the  size  of  a  foetal  head.  It  was  fixed,  and  from  its  relations 
to  stomach  and  colon,  its  position  in  the  abdomen,  and  the  history,  Mr. 
Morison  thought  it  was  a  pancreatic  cyst,  and  that  the  fluid  removed  was 
the  result  of  peritonitis.  At  this  time  he  was  free  from  pain  and  other 
symptoms.  He  went  home  and  continued  well  until  one  day  when  in  my 
house  he  was  seized  with  a  very  bad  pain  in  the  belly.  The  pain  was  not 
of  the  same  character  as  he  had  previously  had.  It  was  located  over  the 
middle  of  the  abdomen,  and  had  continued  more  or  less  till  the  present  time. 
He  vomited  the  night  that  the  pain  came  on,  and  once  next  day.  The  pain 
w  is  attended  by  rumbling  of  the  bowels  ;  they  swelled  and  got  hard.  The 
last  day  he  had  been  easier  and  the  bowels  had  got  softer.  It  was  arranged 
that  if  he  got  worse  Mr.  Morison  would  take  him  into  his  private  hospital. 
He  went  there  the  following  day. 

He  had  had  no  previous  illness  of  any  importance.  Family  history 
good. 

May  10,  1892. — The  patient  was  tall,  thin,  delicate-looking  ;  young- 
looking  for  his  years  (17),  with  fair  hair,  light  blue  eyes,  and  bright  com- 
plexion ;  no  hair  on  his  face,  no  bad  teeth.  Appeared  emaciated  ;  skin 
dry  and  harsh  ;  pulse  130  ;  tongue  thickly  furred,  papilla;  showing  as  bright 
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red  spots  ;  appetite  good  ;  bowels  regular.  He  had  no  cough.  Heart, 
lungs,  and  urine  normal. 

Abdomen. — A  recent  cicatrix,  4  in.  long,  below  the  umbilicus.  Whole 
abdomen  swollen  and  prominent  in  front,  with  increased  fullness  below 
the  umbilicus.  The  left  flank  bulged  more  than  the  right,  but  not  to  any 
marked  extent.  No  enlarged  veins  or  oedema  of  skin.  On  palpation  the 
abdomen  was  tender  all  over,  and  felt  full  and  tense.  No  fluctuation  from 
side  to  side,  but  in  the  left  flank  a  fluid  wave  was  perceptible  on  percussion 
anywhere  to  the  left  of  the  umbilicus.  There  were  no  nodules  or  thickening 
in  any  part,  only  a  uniform  elasticity.  With  the  patient  lying  on  his  back 
the  abdomen  was  tympanitic  all  over,  except  at  the  lower  part  below  a  line 
drawn  from  right  anterior  superior  spine  of  ilium  to  the  centre  of  left  of 
Poupart's  ligament,  and  in  the  left  flank  from  a  line  drawn  directly  upwards 
from  left  anterior  superior  spine  of  ilium.  The  left  flank  cleared  on  turning 
him  to  the  right  side,  and  vice  versa.  The  lumbar  sounds  were  clear  on 
percussion.  The  liver  dullness  in  mammary  line  extended  from  nipple  to 
just  above  the  costal  margin  (3|  in.). 

Operation  on  May  23,  1892,  under  chloroform.  On  opening  abdomen 
omentum  was  adherent  to  the  parietal  peritoneum  round  the  incision.  It 
was  stripped  off,  and  a  quantity  (2  quarts  ?)  of  dirty,  purulent-looking 
serum,  free  from  smell,  escaped.  The  intestines  were  roughened  with 
purulent  lymph,  and  sticky.  On  turning  the  transverse  colon  up,  a  cyst 
about  the  size  of  a  turnip  was  seen  behind  and  under  the  stomach.  A 
hypodermic  needle  withdrew  fluid  from  this,  which  rapidly  converted  starch 
into  sugar.  It  was  seen  to  be  impossible  to  get  this  portion  of  cyst  into 
apposition  with  the  abdominal  wall,  so  the  transverse  colon  was  replaced. 
The  gastrocolic  omentum  was  now  divided,  the  colon  being  drawn 
down  and  the  stomach  up  ;  a  large  vessel  in  the  gastrocolic  omentum  was 
wounded,  caught  and  ligatured.  The  cyst  was  now  fairly  exposed,  tapped, 
emptied,  drawn  forward,  and  sutured  to  the  abdominal  wall.  The  fluid 
was  saved  for  analysis.  The  abdomen  was  carefully  sponged  out.  A  large 
glass  drainage-tube  was  left  in  the  peritoneal  cavity ;  another,  of  india-rubber, 
in  the  pancreatic  cyst. 

After-progress. — His  recovery  was  uneventful,  no  symptoms  of  any 
sort  troubling  him  after  operation.  In  three  weeks  he  was  sent  home  with 
a  granulating  opening,  and  a  sinus  li  in.  deep  where  the  pancreatic  cyst 
had  been.  The  remainder  of  the  abdominal  wound  was  strong  and  healed. 
The  sinus  closed  two  months  after  operation.  Appended  is  Professor  Bed- 
son's  report  of  analysis  of  fluid  removed. 

DURHAM  COLLEGE  OF  SCIENCE, 

NEWCASTLE-ON-TYNE, 

June  11,  1892. 
DEAR  MR.  MORISON, — 

The  liquid  forwarded  by  you  has  been  carefully  examined,  and  it  is 
found  to  contain  : — 

2-14  per  cent  of  total  solids,         -772  per  cent  of  ash. 
The  dissolved    solid    consists  mainly  of  albumen,  together  with  some 
fat  and  a  small  amount  of  urea. 

As  pointed  out  by  you,  a  ferment  is  present  which  acts  quickly  on 
starch,  converting  it  into  glucose. 

The  ash  consists  mainly  of  common  salt  (sodium  chloride),  sulphates  in 
lesser  quantity,  and  traces  of  calcium,  potassium,  magnesium,  iron,  and 
phosphates  are  also  present. 
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The  liquid  was  yellowish  and  turbid,  smelt  of  carbolic  acid,  and  was 
alkaline  to  litmus. 

A  careful  examination  failed  to  detect  any  other  bodies  except  those 

named  above. 

Yours  faithfully, 

P.  PHILIP   BEDSON. 


CASES  SHOWN  AT  DEMONSTRATIONS  IN  THE  ROYAL 

INFIRMARY,  NEWCASTLE,  DURING  THE  ANNUAL  VISIT  OF 

THE  BRITISH  MEDICAL  ASSOCIATION. 

(British  Medical  Journal,  August,  1893,  p.  428.) 

1.  CHOLECYSTOTOMY. — The  patient  was  a  woman,  age  39,  six  months 
pregnant.     She  had  suffered  from  attacks  of  biliary  colic  for  nine  years, 
each  attack  being  followed  by  the  passage  of  a  stone.     Six  large  stones 
were  removed.     She  made  a  good  recovery,  and  her  pregnancy  had  gone 
on  without  interruption. 

2.  MIKULICZ'S  OSTEOPLASTIC  OPERATION  ON  THE  FOOT. — The  patient 
was  a  man,  age  42,  and  the  operation  was  performed  for  injury  with  a  good 
result. 

3.  Two  CASES  OF  PANCREATIC  CYST. — In  both  there  was  history  of 
severe  abdominal  injury.     Both  recovered  from  the  immediate  effects  of 
the  injury,  and  the  abdominal  swelling  followed  some  time  after  apparent 
recovery.     Both  had  severe  periodic  attacks  of  abdominal  pain.     In  both  a 
cystic  swelling  was  apparent  in  the  epigastric  region,  with  stomach  above 
and  the  transverse  colon  below.      Both  were   correctly   diagnosed   before 
operation  : — 

(a).  R.  F.,  age  17.  Dr.  Martin,  of  North  Shields,  opened  and  drained 
the  abdomen  on  April  3,  1892,  and  aspirated  the  swelling.  It  refilled, 
and  on  May  23  Mr.  Morison  reopened  the  abdomen,  which  was  distended 
with  purulent  lymph,  and  exposed  the  pancreatic  cyst  by  turning  up  the 
omentum  and  transverse  colon.  The  cyst  could  not  be  brought  up  to  the 
abdominal  wall  at  this  point,  so  the  omentum  and  colon  were  replaced,  the 
gastrocolic  omentum  divided,  the  cyst  aspirated  and  drawn  to  the  surface 
between  the  colon  and  stomach.  It  was  drained  and  sutured  to  the  abdominal 
wall,  the  abdominal  cavity  being  drained  by  a  tube  in  Douglas's  pouch. 
The  boy  made  an  uneventful  recovery,  and  was  now  in  good  health. 

(6).  A  patient,  age  28,  operated  on  by  Mr.  Williamson  on  March  20, 
1893.  The  cyst,  adherent  to  the  parietes,  was  incised  and  drained,  the 
man  making  an  excellent  recovery. 

The  fluid  from  both  cases  had  the  characteristics  of  pancreatic  fluid. 

4.  HALSTED'S  OPERATION  FOR  RADICAL  CURE  OF  HERNIA  ON  A  CASE 
OF  STRANGULATED  HERNIA.— The  patient,  a  man,  age  58,  was  admitted 
with  an  immense  strangulated  hernia,  which  he  had  made  vigorous  attempts 
to  reduce  by  taxis.    The  hernia  had  been  present  since  he  was  13  years  of 
age,  and  for  several  years  had  been  irreducible.     On  account  of  this  and 
the  very  large  size  of  the  hernia,  Mr.  Morison  decided  to  do  Halsted's  opera- 
tion, in  order  to  avoid  the  difficulty  of  reduction  and  to  perform  what  he 
considered  the  best  radical  cure.     In  spite  of  an  attack  of  delirium  tremens 
the  wound  healed  by  first  intention,  and  there  was  now  only  a  linear  scar. 
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5.  A  CASE  OF  CHOLECYSTOSTOMY  IN  A  CASE  OF  GALL-STONE  I.MIVU  n.n 
IN  THE  CYSTIC  DUCT. — A  young  woman  who  had  been  troubled  for  months 
with  attacks  of  abdominal  pain.     A  distended  gall-bladder  was  discovered 
by  Dr.  Drummond,  who  asked  Mr.  Morison  to  operate.     After  emptying  the 
gall-bladder  no  stones  were  found  in  it,  but  a  stone  about  the  size  of  a  pea 
was  felt  impacted  in  the  cystic  duct.     A  probe  or  forceps  could  not  reach 
it,  nor  could  the  fingers  move  it.     Eventually  it  was  with  difficulty  crushed 
between  the  finger  and  a  lithotomy  scoop,  and  the  fragments  escaped  by 
the  abdominal  wound.     After  some  days  the  patient  was  in  good  health 
and  free  from  pain. 

6.  A  CASE  OF  TOTAL  EXTIRPATION  OF  THE  UTERUS,   OVARIES,   AND 
TUBES. — The  patient,  age  42,  was  suffering  when  admitted  to  the  infirmary 
from  epithelioma  of  the  cervix,  a  large  cystic  ovary,  and  retroflexed  uterus. 
The  fundus  of  the  uterus  and  both  ovaries  and  tubes  were  removed  by  an 
abdominal  opening  ;   the  stump  was  surrounded  by  an  elastic  ligature,  and 
the  canal  covered  over  by  iodoform  gauze  sutured  in  position.     The  patient 
was  then  placed  in  the  lithotomy  posture,  and  the  cervical  stump  removed 
per  vaginam.     An  uneventful  recovery  followed,  and  the  patient  is  now  in 
excellent  health. 


A  NEW  AND  EASY  METHOD  OF  PERFORMING  INTESTINAL 

RESECTION. 

(The  British  Medical  Journal,  November  11,  1893,  p.  1047.) 

In  cases  of  intestinal  growths  complicated  by  obstruction,  of 
irreducible  intussusception  and  gangrenous  herniae,  an  operation  to 
be  successful  must  be  rapidly  performed,  and  should  be  complete. 
Resection  of  the  intestine  with  immediate  suture  has  been  followed 
by  some  brilliant  results,  but  the  operation  is  long  and  difficult, 
requires  special  skill  with  trained  assistants,  and  even  then  has  a 
large  mortality.  With  my  instrument  it  is  possible  to  complete  such 
operations  in  from  ten  minutes  to  half  an  hour. 

The  principles  of  the  operation  I  have  devised  are  :  (1)  To  pro- 
vide for  the  formation  of  a  faecal  fistula  primarily  ;  and  (2)  That  a 
large  intestinal  anastomosis  shall  follow  the  same  operation.  The 
advantages  are  that  the  distended  intestine  is  drained  by  the  most 
direct  route,  and  that  at  one  quickly  and  easily  performed  operation 
a  radical  cure  is  made  possible.  The  steps  for  an  ordinary  case 
are  : — 

1.  Draw  out  the  diseased  knuckle  of  bowel  through  a  convenient 
opening  in  the  abdominal  wall. 

2.  Pack  round  the  abdominal  opening,  and  make  an  incision  half 
an  inch  long  in  either  intestinal  tube  on  the  convex  surface  away  from 
the  mesentery. 
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3.  Introduce  into  the  upper  distended  intestine  the  blade  of  the 
forceps  with  tube  affixed. 

4.  Pass  a  thick  silk  ligature  through  the  mesentery,  and  tie  the 
intestine  firmly  to  the  blade  and  tube  in  the  groove  provided.     The 
most  convenient   method  of  passing  the   silk  is   to   push  a  pair  of 
sinus  forceps  through  the  mesentery,  open  them  slightly  on  the  other 
side,  grasp  the  silk,  and  draw  it  back  with  the  forceps  closed. 

5.  Introduce  the  other  blade  of  the  forceps  into  the  distal  end  of 
the  intestine,  turn  the  convex  surfaces  of  intestine  towards  each  other, 
lock  and  screw  up  the  instrument. 

6.  Pass  a  thick  silk  ligature  round  the  whole  loop  of  intestine, 
mesentery,  and  instrument,  embracing  the  ligature  previously  applied, 
and  cut  off  mesentery  and  intestine  beyond  the  ligature;  cleanse  the 
whole,  then  dust  the  cut  surfaces  and  the  ligatures  with  iodoform. 

7.  Introduce  a  continuous  or  a  few  interrupted  sutures  to  fix  the 
intestinal  loops  securely  together  on  the  convex  surface  and  below. 
On  the  opposite  side  the  mesentery  makes  everything  secure. 

8.  Put  the  intestine  with  the  instrument  back  into  the  abdomen 
to  within  three-quarters  of  an  inch  from  the  ligature. 

9.  Suture  the  abdominal  wall  and  fix  the  intestine  to  it.     Dress 
carefully  with  iodoform,  and  pack  round  tube  with  wool,  applying  a 
suitable  bandage  to  support  the  instrument. 

In  three  to  five  days  the  ligatured  peritoneal  coat  sloughs,  when 
the  whole  apparatus  must  be  removed  and  the  faecal  fistula  dressed. 

In  cases  of  gangrenous  inguinal  or  femoral  hernia,  the  operation 
is  modified  thus  : 

1.  The   sac   is   opened,    and   the   gangrenous   intestine    exposed, 
cleansed,  and  drawn  down  till  a  healthy  portion  is  reached. 

2.  A  thick  silk  ligature  is  tied  round  both  tubes  and  mesentery, 
and  the  diseased  part  beyond  cut  off. 

3.  The   stump   is   cleansed,    covered   with   iodoform   gauze,    and 
seized  through  the  gauze  with  strong  long  clamp  forceps  such  as  are 
used  in  ovariotomy. 

4.  The  forceps  with  enclosed  stump  are  passed  through  the  ring 
into  the  abdomen,  and  projected  from  within  at  a  convenient  spot 
against  the  anterior  abdominal  wall. 

5.  A  small  opening  is  made  over  the  forceps,  which  with  the  en- 
closed intestinal  stump  is  passed  through  the  opening  in  the  abdominal 
wall. 

6.  The  intestine  is  released,  drawn  through  the   abdominal  open- 
ing, the  forceps  drawn  back,  and  the  stages  of  the  previously  described 
operation  gone  through. 

7.  The  sac  may  be  quickly  removed  and  ligatured  at  its  neck  in 
the  hope  of  obtaining  a  radical  cure  of  hernia. 
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INTESTINAL    RESECTION. 

(The  British  Medical  Journal,  February,  189k   p.  i>72.) 

SIR, — "  A  New  and  Easy  Method  of  Performing  Intestinal  Resec- 
tion "  was  the  title  of  a  paper  read  by  me  in  the  Surgical  Section  of 
the  British  Medical  Association  at  the  Newcastle  meeting.  A  few 
days  ago,  Dr.  James  N.  Barton,  of  Philadelphia,  sent  me  notes  of  an 
interesting  case,  in  which,  to  quote  from  his  paper  : 

"  I  removed  3  in.  of  the  intestine,  including  the  diseased  portion,  and 
immediately  introduced  Dupuytren's  enterotome  into  the  ends  of  the 
remaining  bowel,  namely,  one  blade  into  the  ileum,  and  one  blade  into  the 
caecum  ;  the  two  blades  were  then  brought  tpgether,  and  the  screw  run 
down  firmly.  To  prevent  the  escape  of  faeces  during  the  subsequent 
manipulations,  a  heavy  ligature  was  placed  around  the  two  ends  of  the 
bowel,  including  the  enterotome  ;  after  the  abdominal  wound  was  closed 
this  ligature  was  cut,  leaving  a  temporary  artificial  anus  to  act  while  the 
enterostomy  was  cutting  its  way  through  the  two  contiguous  layers  of 
bowel,  which  it  did  in  eight  days. 

The  operation  was  performed  on  Nov.  1,  1887,  and  the  notes  published 
in  the  Journal  of  the  American  Medical  Association  for  May  5,  1888. 

It  is  obvious  that  the  principles  of  Dr.  Barton's  and  my  opera- 
tion are  identical,  and  I  would  not  have  ventured  to  describe  mine  as 
4  new '  if  I  had  known  of  Dr.  Barton's  case. — I  am,  etc.,  RUTHERFORD 
MORISOX. 


DISCUSSION    ON    THE    TREATMENT    OF     INTESTINAL 
OBSTRUCTION. 

INTRODUCED  BY  SIR  JONATHAN  HUTCHINSON. 
(British  Medical  Journal,  December,  1893,  p.  1371.) 

Taxis  for  strangulated  hernia  and  for  internal  obstruction  appears 
to  me  scarcely  fairly  comparable,  as  Mr.  Hutchinson*  suggests.  In 
the  case  of  strangulated  hernia  the  portion  of  intestine  to  be  dealt 
with  is  under  the  hand  of  the  surgeon,  and  can  be  manipulated  with 
fair  precision,  with  some  notion  of  what  is  to  be  done  and  how  to  do 
it.  In  how  many  cases  of  intestinal  obstruction  is  this  the  case  ? 
Mr.  Hutchinson  believes  that  the  results  of  taxis  are  superior  to 
those  of  herniotomy  in  strangulated  hernia.  His  large  experience 
has  led  him  to  conclusions  opposed  to  mine.  I  have  seen  four  cases 
of  reduction  en  bloc,  and  all  four  patients  died.  In  every  case  the 
patient  was  in  good  condition  when  taxis  was  performed,  and  the  gut 
was  not  gangrenous  in  any  at  the  time  of  death.  The  four  patients 

*  Afterwards  Sir  Jonathan  Hutchinson. 
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died,  in  my  opinion,  because  taxis  was  performed  and  not  herniotomy. 
Excluding  gangrenous  cases,  and  two  cases  in  which  perforation  of  the 
gut  followed  some  days  after  a  successful  herniotomy  at  the  portion  of 
gut  constricted  by  a  tight  ring — and  in  such  conditions  all  will  admit 
that  taxis  must  be  fatal — I  have  only  seen  one  case  die  of  peritonitis, 
and  in  that  patient  an  accident  occurred  during  the  operation,  and 
other  circumstances  were  unfavourable.  I  have  no  statistics  to  offer, 
for  I  have  kept  no  record  of  numbers,  but  my  experience  of  strangu- 
lated hernia  has  been  not  inconsiderable,  and  my  conclusion  is  that 
herniotomy,  skilfully  and  carefully  performed,  is  a  much  safer  opera- 
tion than  vigorous  taxis.  I  wish  I  could  speak  with  the  same  confi- 
dence concerning  intestinal  obstruction.  I  can  say,  however,  that  of 
all  the  cases  I  have  operated  on,  or  seen  post  mortem,  I  have  never 
seen  one,  if  intussusception  be  excepted,  that  I  could  imagine  likely 
to  be  benefited  by  such  treatment  as  Mr.  Hutchinson  suggests.1  On 
the  other  hand,  I  have  seen  cases  of  acute  typhlitis  and  peritonitis 
mistaken  for  intestinal  obstruction  and  treated  by  laparotomy.  In 
such  nothing  but  disaster  could  follow  vigorous  manipulation,  and  our 
present  diagnostic  methods  cannot  eliminate  them.  Of  less  acute 
and  incomplete  cases  of  obstruction  I  have  seen  many  get  well  without 
operation,  and  in  such  I  believe  the  best  results  will  be  obtained  by 
washing  the  stomach  out,  the  administration  of  nutrient  enemata, 
the  free  use  of  opium,  and  stopping  all  supplies  by  the  mouth.  I 
could  relate  several  instances  of  patients  treated  by  this  method  with 
success.  But  what  is  the  prognosis  of  an  acute  case  with  faecal  vomit- 
ing of  a  few  hours'  duration  ?  They  nearly  all  die.*  To  put  my  belief 
in  figures,  I  do  not  expect  5  per  cent  to  recover.  Are  we  to  remain 
content  with  such  results,  for  that  is  what,  to  my  mind,  anything 
short  of  abdominal  section  means  ?  I  have  sufficient  faith  in  surgery 
to  believe  that  by  more  accurate  diagnosis,  earlier  operation,  and 
improvements  in  technique,  the  operative  treatment  of  intestinal 
obstruction  will  soon  demand  the  first  consideration. 

*The  acute  cases  here  referred  to  are,  I  now  know,  cases  of  ob- 
struction and  strangulation.  In  more  chronic  cases  fcecal  vomiting  often 
means  a  less  hopeless  prognosis,  and  that  the  intestine  is  still  able  to 
empty  itself. 

1  Large  and  repeated  enemata  and  vigorous  massage. 
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NOTES    OF   NINE    CONSECUTIVE    CASES    OF   EXTIRPATION 
OF  THE  ENTIRE  UTERUS  FOR  CANCER,  WITH  REMARKS. 

(Birmingham  Medical  Review,  1894,  xxxvi,  p.  77.) 

CASE  1. — Patient  of  Dr.  Russell,  Heaton.  Mrs.  S.,  age  42,  mother  of 
three  children  ;  eldest  23,  youngest  10. 

History. — One  year  and  seven  months  ago  bleeding  from  the  womb 
suddenly  commenced,  and  up  to  three  weeks  from  the  present  date  was  of 
dailj  occurrence,  sometimes  more  and  at  others  less  in  amount.  She  had 
had  no  pain  except  in  the  bladder,  which  had  caused  her  to  get  up  six  or 
seven  times  at  night  to  pass  water.  Before  the  present  illness  she  had  good 
health.  Latterly  she  had  lost  weight  quickly.  There  was  no  family  history 
of  disease. 

Present  Condition,  Nov.  28,  1891. — The  patient  looked  ten  years  older 
than  she  was.  Lips  and  conjunctiva  anaemic.  All  the  viscera  sound.  The 
urine  normal.  Nothing  could  be  felt  in  the  bladder,  and  no  bleeding 
followed  free  manipulation  of  it  with  the  sound. 

Per  Vaginam. — The  cervix  was  hard,  nodular,  and  ulcerated.  Os 
admitted  tip  of  index  finger.  A  small  old  laceration  was  present  on  the 
left  side.  The  vagina  and  broad  ligaments  appeared  to  be  healthy.  The 
uterus  was  freely  movable. 

Operation,  Dec.  1,  1891.  —  The  whole  uterus  was  extirpated  per 
vaginam,  the  broad  ligaments  being  secured  by  a  series  of  silk  ligatures, 
which  were  cut  short.  A  section  of  the  uterus  showed  that  the  disease 
extended  up  the  cervical  canal  to  a  point  beyond  the  internal  os. 

After-progress  was  uneventful,  and  the  patient  went  home  well  on 
Dec.  14,  1891. 

CASE  2. — Patient  of  Dr.  Russell,  Heaton.  Mrs.  H.,  age  57,  married 
three  times,  one  child  to  her  first  husband,  thirty-five  years  ago. 

History. — Her  illness  commenced  in  July,  1891,  with  bleeding  from 
the  womb  and  pain.  The  bleeding  was  profuse,  and  her  uterus  was  scraped. 
The  bleeding  then  ceased  for  about  three  weeks,  when  it  returned.  Between 
two  and  three  months  after  the  first  operation  the  uterine  cavity  was  again 
scraped.  For  a  fortnight  after  this  the  discharge  ceased,  and  then  re-appeared 
as  badly  as  ever,  and  was  accompanied  by,  or  alternated  with,  a  bad-smelling 
watery  discharge,  which  escaped  in  gushes.  Seven  weeks  ago  I  scraped  the 
uterus  for  a  third  time,  keeping  the  scrapings  for  microscopical  examination. 
This  proved  the  case  to  be  one  of  uterine  cancer,  and  I  advised,  as  Dr. 
Russell  had,  total  extirpation.  The  discharge  did  not  reappear  for  more 
than  six  weeks,  and  when  it  returned,  the  patient,  being  persuaded  that 
there  was  nothing  else  for  her,  decided  to  undergo  the  proposed  operation. 
She  had  been  a  healthy  woman  until  this  illness  commenced,  though  for 
the  last  fifteen  years  she  had  partaken  very  freely  of  spirits.  Menstruation 
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ceased  entirely  at  fifty-two  years  of  age,  and  for  four  and  a  half  years  before 
the  bleeding  began  she  had  seen  nothing.  Family  history  good. 

Present  Condition,  Feb.  8,  1892. — The  patient  was  a  stout,  florid- 
complexioned  woman,  with  anaemic  mucous  membranes.  All  viscera 
healthy.  Vagina  and  cervix  small,  but  healthy.  A  foetid  brown  discharge 
escaping  from  os.  Body  of  uterus  enlarged.  Sound  passed  four  inches, 
causing  bleeding  and  pain. 

Operation,  Feb.  9,  1892. — The  vagina  was  narrow,  and  the  uterus 
could  not  be  drawn  down,  consequently  the  operation  was  tedious  and 
difficult.  After  half  an  hour's  hard  work  I  despaired  of  getting  the 
uterus  away  by  the  vagina,  and  had  suggested  completing  the  operation 
through  the  abdomen.  Dr.  Hume,  who  was  assisting  me,  then  took  a  turn, 
and  succeeded,  by  anteverting  the  uterus  through  the  anterior  wound,  in 
turning  the  fundus  into  the  vagina.  It  was  now  easy  to  clamp  the  broad 
ligaments  in  forceps,  divide  them,  and  remove  the  whole  uterus.  Three 
pairs  of  forceps  were  left  on  the  right,  and  two  pairs  on  the  left  broad  liga- 
ment. The  patient  was  put  to  bed  in  good  condition.  On  section  the 
uterus  was  found  to  be  enlarged  to  double  its  normal  size.  The  interior 
was  hollowed  out  and  the  posterior  wall  nearly  destroyed  by  ulceration. 
The  cervix  was  normal. 

After-progress. — Twenty  hours  after  the  operation  the  clamp  forceps 
were  taken  off  the  broad  ligaments.  There  was  a  trifling  oozing,  which 
ceased  spontaneously  in  a  few  minutes.  Recovery  was  uneventful,  though 
the  vaginal  discharge  was  horribly  offensive  for  some  days.  Ten  days  after 
the  operation  she  left  her  bed,  and  in  the  third  week  returned  home  well. 

CASE  3. — Patient  of  Dr.  Oliver  and  Dr.  Anderson.  Mrs.  R.,  age  53, 
mother  of  eight  children. 

History. — A  profuse  yellow  discharge  appeared  nine  months  ago  which, 
four  months  afterwards,  became  blood-tinged  at  times.  Three  months  before 
a  discharge  of  pure  blood  commenced,  and  had  continued  more  or  less 
freely  up  to  the  present  time.  The  patient  had  never  been  well  since 
the  birth  of  her  first  child,  thirty-two  years  ago,  for  she  had  always  been 
troubled  with  a  '  bearing-down.'  She  had  lost  flesh  lately.  Menstruation 
ceased  permanently  six  years  before.  Family  history  good. 

Present  Condition,  Nov.  24,  1892. — The  patient  was  a  sallow,  dejected 
looking,  anaemic  woman.  All  viscera  sound. 

Per  Vaginam. — The  tip  of  the  cervix  was  flattened  and  enlarged,  and 
occupied  by  a  hard,  ragged  ulcer,  which  oled  readily  on  examination.  The 
vagina,  broad  ligaments,  and  bladder  appeared  to  be  healthy.  The  uterus 
was  of  normal  size,  and  freely  movable. 

Operation,  Nov.  24,  1892. — The  whole  uterus  was  extirpated  per 
vaginam.  The  lower  part  of  the  right  broad  ligament  was  secured  by  a 
silk  ligature,  and  the  remainder  clamped  in  large  forceps  ;  tne  left  broad 
ligament  was  secured  by  three  pairs  of  forceps  before  division. 

After-progress. — Twenty-seven  hours  after  the  operation  the  clamp 
forceps  were  removed.  There  was  no  bleeding.  The  vaginal  discharge  was 
foetid  during  the  first  two  weeks,  though  the  patient  made  a  good  recovery, 
and  went  home  well  in  the  third  week. 

CASE  4.— Patient  of  Dr.  Slater,  Newcastle.  Mrs.  A.  P.,  age  34,  mother 
of  four  children. 

History. — For  three  weeks  she  had  noticed  a  yellow  discharge,  mixed 
with  blood,  more  profuse  sometimes  than  others,  but  getting  steadily  worse. 
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Bleeding  always  followed  coitus  or  straining  during  defalcation.  She  had 
had  no  pain.  Dr.  Slater  diagnosed  cancer  of  the  cervix,  and  a  week  ago  I 
saw  the  patient  with  him.  We  found  a  soft,  large,  velvety  ulcer  on  the  tip 
of  the  enlarged  cervix,  which  bled  freely  on  being  touched.  I  removed  a 
portion  for  microscopical  examination,  and  finding  it  to  be  a  typical  example 
of  tubular  epithelioma,  agreed  with  Dr.  Slater  in  recommending  an  opera- 
tion. The  patient  had  been  subject  to  attacks  of  tonsillitis,  but  otherwise 
had  had  good  health.  Her  mother  died  of  cancer  of  the  womb. 

Present  Condition,  Feb.  18,  1893.  —  The  patient  was  a  sallow-com- 
plexioned  out  healthy-looking  and  stout  woman.  All  viscera  sound. 

Per  Vaginam. — A  large  cauliflower  growth,  with  a  circumference  the 
size  of  a  five-shilling  piece,  was  felt  springing  from  the  cervix.  The  growth 
was  very  soft  and  friable,  bleeding  profusely  when  touched.  Vagina,  broad 
ligaments,  and  body  of  uterus  normal. 

Operation,  Feb.  23,  1893. —  Entire  uterus  removed  per  vaginam. 
Broad  ligaments  clamped  with  two  pairs  of  forceps  on  left  side  and  three 
pairs  on  right.  About  3  oz.  of  olood  was  lost. 

After-progress. — Twenty-eight  hours  after  the  operation  the  forceps  were 
taken  off.  There  was  no  bleeding.  Recovery  was  uneventful,  and  the 
patient  went  home  well  on  March  11. 

CASE  5. — Patient  of  Dr.  Binnie,  Brandon.  A.  O.,  age  42,  mother  of 
four  children. 

History. — For  the  last  year  had  been  troubled  with  "  her  womb  coming 
down  occasionally."  Six  weeks  ago  bleeding  began,  and  hid  continued 
steadily  since.  Four  weeks  ago  the  discharge  was  noticed  to  smell  badly. 
She  had  had  no  pain.  The  patient  had  had  no  bad  illness,  but  had 
frequently  suffered  from  nervousness  and  palpitation.  Her  family  history 
was  unimportant. 

Present  Condition,  April  10,  1893. — A  stout,  florid-complexioned  woman, 
slightly  anaemic.  Viscera  sound. 

Per  Vaginam. — Cervix  large.  Projecting  from  its  end  a  rounded, 
ulcerated  soft  swelling,  the  size  of  a  Tangerine  orange,  was  felt  and  seen. 
From  the  inside  of  the  cervix  a  similar  finger-shaped  process  projected  into 
the  vagina.  The  growths  bled  readily.  Disease  was  limited  to  the  cervix. 
The  discharge  had  the  fcetor  typical  of  malignant  disease. 

Operation,  April  12,  1893.  —  The  entire  uterus  was  extirpated  per 
vaginam.  The  broad  ligaments  were  clamped  with  three  pairs  of  forceps 
on  each  side. 

After-progress. — April  13,  at  5  p.m.  (twenty-five  hours  after  opera- 
tion), the  forceps  were  taken  off.  Profuse  haemorrhage  commenced  at  once. 
As  I  had  just  completed  an  abdominal  section  in  the  adjoining  room,  the 
chloroformist,  an  assistant,  nurse,  instruments,  and  all  necessaries  were 
fortunately  at  hand.  Chloroform  was  immediately  administered,  and  the 
patient  placed  in  the  lithotomy  posture.  In  a  few  minutes  she  had  lost 
over  a  pint  of  blood.  Introducing  my  hand  into  the  vagina  I  felt  a  warm 
stream  of  blood  pumping  from  a  large  vessel  on  the  left  side.  This  was  soon 
arrested  by  re-applying  the  clamp  forceps  to  the  portion  of  tissue  in  which 
the  vessel  was  felt.  The  blood  was  then  removed  from  the  pelvic  cavity 
by  sponging  and  douching.  From  the  position  of  the  vessel  I  think  it  was 
a  large  branch  of  the  left  ovarian  artery,  which  had  failed  to  become  occluded 
by  twenty-five  hours  of  forcipression. 

April  16. — Clamp  forceps  finally  removed.  May  3. — Patient  went 
home  well.  Her  after-progress  was  not  so  straightforward  as  in  the  other 
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cases,  for  on  one  occasion  (the  evening  of  April  14)  her  temperature  was 
102-6°,  and  for  some  weeks  she  was  very  anaemic. 

CASE  6. — Patient  of  Dr.  Greenhough,  Heaton.  Mrs.  F.  M.,  age  32  ; 
mother  of  one  child,  14  years  old. 

History. — A  year  ago  she  first  noticed  a  yellow  discharge,  with  haemor- 
rhage. The  bleeding  had  recurred  at  irregular  intervals  since,  and  at  her 
menstrual  periods  had  been  very  profuse.  The  patient  had  always  been 
a  delicate  woman,  much  troubled  with  headaches  and  indigestion,  but  had 
had  no  serious  illness.  Her  family  history  was  bad,  for  her  father  and 
mother  were  both  delicate,  and  relatives  consumptive. 

Present  Condition,  June  5,  1893. — The  patient  was  a  pale-complexioned, 
small-made,  and  fragile-looking  woman,  though  free  from  disease  except 
in  the  pelvis. 

Per  Vaginam. — The  cervix  was  broad,  short,  and  indurated.  The  tip 
of  it  was  excavated  by  a  nodular,  hard-based  ulcer  with  sharp  hard  edges. 
The  vagina  was  small  and  inelastic,  but  free  from  disease.  The  broad 
ligaments  appeared  to  be  healthy.  Posteriorly,  and  to  the  left  of  the  cervix, 
a  rounded  smooth  body  could  be  felt,  which,  from  its  connection  with  and 
relation  to  the  cervix,  was  believed  to  be  the  retroflected  fundus  of  the 
uterus.  Connected  with  this  was  another  rounded,  elastic,  tender  swelling 
which,  from  its  position  and  relations,  was  thought  to  be  an  enlarged  and 
cystic  ovary.  Haemorrhage  followed  the  examination. 

Operation,  June  7,  1893. — The  abdomen  was  opened  in  the  middle 
line,  and  the  diagnosis  of  retroflected  uterus  and  enlarged  cystic  ovary 
confirmed.  The  fundus  was  then  drawn  up  and  held  forwards  with  the 
ovaries  and  tubes.  A  chain  ligature  was  next  applied  to  each  broad  liga- 
ment on  its  pelvic  side,  and  the  broad  ligament  was  divided  between  the 
ligatures  and  clamp  forceps  on  the  uterine  side  right  down  to  the  floor  of 
the  pelvis.  The  peritoneum  was  now  divided  over  the  front  and  back  of 
the  cervix  close  to  the  uterus,  and  an  elastic  ligature  was  passed  round  the 
bared  cervix  and  tied.  The  body  of  the  uterus,  the  ovaries  and  tubes,  and 
the  greater  part  of  the  broad  ligaments  were  then  removed  by  dividing 
the  uterus  above  the  elastic  ligature.  The  stump  and  opened  canal  were 
now  covered  up  with  iodoform  gauze  held  in  position  by  sutures.  The 
pelvic  cavity  and  abdominal  opening  were  then  packed  with  sponges  to 
keep  the  intestines  out  of  the  way,  and  the  opening  covered  with  an  anti- 
septic towel.  The  patient  was  now  placed  in  the  lithotomy  posture  and 
the  cervix  with  the  elastic  ligatures  and  iodoform  gauze  removed,  per 
vaginam,  by  making  a  circular  incision  through  the  mucous  membrane  of 
the  vagina,  clamping  and  dividing  the  small  remaining  portion  of  the  broad 
ligament  containing  the  uterine  arteries.  A  strip  of  iodoform  gauze  was 
left  in  the  vagina  with  the  two  pairs  of  forceps  on  the  broad  ligaments. 
The  operation  was  completed  by  removing  the  sponges  from  the  abdominal 
and  pelvic  cavities  and  suturing  the  abdominal  wound.  The  operation 
occupied  one  hour. 

After-progress. — June  9  (forty-eight  hours  after  operation).  The  forceps 
were  removed,  but  the  iodoform  gauze  left. 

June  12. — Iodoform  gauze  taken  away. 

June  16  (a  week  after  operation). — A  sharp  attack  of  vaginal  haemor- 
•hage,  which  had  to  be  arrested  by  plugging.  As  there  had  been  no  trouble 
of  any  sort  since  the  operation,  and  no  discharge  for  the  last  few  days,  it 
was  difficult  to  account  for  this.  We  learned,  however,  and  this  may  have 
,  bearing  upon  it,  that  at  this  time  menstruation  should  normally  have 
commenced.  Except  for  this,  recovery  was  uneventful. 
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June  21.  —  The  sutures  were  taken  out  of  the  abdominal  wound, 
which  was  all  healed. 

June  22. — Went  home  well. 

CASE  7. — Patient  of  Dr.  Harrison,  North  Shields.  Mrs.  B.,  age  50, 
mother  of  ten  children  and  two  miscarriages,  eldest  82,  youngest  7. 

History. — For  the  last  two  years  she  had  "  not  felt  up  to  the  mark," 
and  was  easily  fatigued.  Since  Christmas  1893  (two  and  a  half  months  ago) 
felt  a  sensation  as  if  her  womb  was  coming  down,  and  had  had  a  profuse 
foetid  leucorrhoeal  discharge.  Family  history  unimportant. 

Present  Condition. — Patient  was  a  stout,  florid  woman,  with  acne  rosacea 
on  face.  She  looked  like  an  alcoholic.  All  the  viscera  were  sound  ;  though 
she  complained  of  frequent  micturition,  there  was  nothing  in  the  urine  and 
no  other  bladder  symptoms. 

Per  Vaginam. — Os  a  transverse  slit,  very  hard.  On  anterior  lip  a  hard 
nodular  erosion  was  seen  and  felt,  no  ectropion.  Fornices  and  broad 
ligaments  normal. 

Operation.  March  15,  1894. — Whole  uterus  extirpated.  Fundus  had 
to  be  anteverted,  because  broad  ligaments  were  inelastic  and  would  not 
yield.  The  broad  ligaments  were  each  clamped  with  three  pairs  of 
forceps. 

After-progress. — March  17,  forceps  removed.  March  19,  iodoform 
gauze  taken  away.  Progress  straightforward.  Went  home  well  March  31, 
1894. 

CASE  8. — Patient  of  Dr.  Oliver  and  Dr.  Ellis,  of  Bishop  Auckland. 
Mrs.  H.,  age  37  years,  twice  married,  one  child,  12  years  of  age,  to  first 
husband  ;  two  children,  6  and  4,  to  second  husband. 

History. — Bleeding  commenced  seven  months  ago  after  a  ride  on  a 
switchback,  and  had  continued  less  or  more  ever  since.  It  also  was  increased 
by  straining  at  stool  or  by  sexual  intercourse.  The  blood  had  at  times 
been  mixed  with  matter  which  had  a  foul  smell.  There  had  been  of  late 
some  irritation  of  the  bladder,  which  had  made  her  get  up  at  nights.  No 
pain  had  ever  been  felt.  She  had  always  been  healthy  and  strong.  Had 
had  psoriasis  since  twelve  years  of  age.  Her  family  were  long-lived  and 
healthy. 

Present  Condition,  Apiil  2,  1894.  —  A  florid,  fair-complexioned,  fair- 
haired  woman  ;  looked  younger  than  she  was,  and  appeared  to  be  in  good 
health.  All  her  organs  were  sound  with  the  exception  of  uterus. 

Per  Vaginam. — Cervix  soft  and  enlarged  ;  bled  readily  when  touched. 
A  mushroom-like  ulcerating  growth,  sloughy  and  bleeding,  was  seen 
occupying  the  position  of  the  cervix.  In  front  the  ulceration  extended  on 
to  the  vaginal  mucous  membrane  underlying  the  bladder. 

Operation,  April  28,  1894.  —  The  bladder  being  first  defined,  the 
involved  vaginal  mucous  membrane  was  dissected  off  it,  and  the  entire 
uterus  then  extirpated.  After  division  of  the  lower  part  of  the  broad 
ligaments,  the  fundus  was  retroverted  and  the  remainder  of  the  broad 
ligaments  clamped  and  divided  from  above,  because  the  ligaments  were 
rigid,  and  would  not  allow  the  uterus  to  descend  directly.  Three  clamp 
forceps  were  used  for  each  broad  ligament. 

After-progress. — The  first  night  one-third  of  a  grain  of  morphia  was 
given  hypodermically  for  the  pain.  April  30,  4  p.m.  (fifty-one  hours 
after  operation),  forceps  removed.  May  1,  iodoform  gauze  withdrawn. 
May  11,  patient  went  home  well. 
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CASE  9.— Patient  of  Dr.  Whitehouse.  Mrs.  C.,  age  32  years,  mother 
of  six  children. 

History.— Two  months  ago  she  first  noticed  an  offensive  discharge. 
Her  last  baby  was  then  15  months  old,  and  unweaned.  She  weaned  it  at 
once.  The  discharge  continued  to  increase  and  became  blood-stained.  A 
week  before  operation  she  had  a  severe  hemorrhage,  which  commenced 
during  the  night  after  coitus,  and  in  the  morning  she  sent  for  Dr.  Whitehouse. 
It  ceased  then  in  great  part,  but  had  continued  slightly  since. 

Previous  Health.— Always  strong  and  healthy. 

Family  History.— No  disease  in  family.  Relations  all  healthy  and  long- 
lived. 

Present  Condition,  May  19,  1894.— A  healthy-looking  woman  with  florid 
complexion,  dark  hair,  and  grey  eyes.  All  viscera  sound. 

Per  Vaginam. — Cervix  felt  enlarged  by  a  growth,  soft  and  granular. 
Os  patulous.  Bled  on  slightest  touch.  Disease  apparently  limited  to 
cervix. 

Operation,  May  22,  1894,  at  patient's  own  home.  Both  ovaries  and 
tubes  and  entire  uterus  removed  per  vaginam. 

On  exposing  parts  fully,  a  nodule  of  growth  about  the  size  of  a  walnut 
was  found  infiltrating  the  base  of  the  right  broad  ligament.  The  uterus 
was  first  separated  on  the  left  side  by  clamping  and  dividing  the  left  broad 
ligament,  then  the  fundus  and  both  ovaries  and  tubes  were  anteverted  and 
tilted  down,  and  the  right  broad  ligament  clamped  in  small  pieces  and  care- 
fully divided  from  above,  thus  leaving  the  nodule  in  the  lower  part  to  be 
dealt  with  last.  The  broad  ligament  beyond  the  growth  was  then  secured 
by  forceps  and  divided,  allowing  the  uterus  and  both  ovaries  and  tubes  to 
be  removed  in  one  mass.  Ten  forceps  in  all  were  left  hanging  in  the  vagina, 
with  a  strand  of  iodoform  gauze  passing  through  the  centre  of  them  into 
the  peritoneal  cavity. 

After-progress. — May  24,  forceps  all  taken  away.  No  haemorrhage. 
Pulse  65,  temperature  99-6°  ;  looks  well. 

May  25. — In  the  afternoon  of  to-day  the  temperature  began  to  rise  ; 
at  12  o'clock  it  was  102°  ;  at  4,  103-8°  ;  at  7-30,  104-2°.  The  iodoform 
gauze  was  now  removed  and  a  douche  of  iodine  water  used.  9.30  p.m., 
temperature  103-8°  ;  11.30  p.m.,  douche  ;  12  p.m.,  temperature  102°,  pulse 
95  ;  2  a.m.,  temperature  101°,  pulse  85,  douche  ;  4  a.m.,  temperature  99-8°, 
pulse  92  ;  6.30  a.m.,  temperature  98°,  pulse  90,  douche.  From  this  date 
the  case  caused  no  further  anxiety,  though  she  passed  through  an  illness 
resulting  from  septic  absorption  before  completing  recovery. 

In  every  case  the  clinical  diagnosis  of  cancer  was  verified  by  microscopic 
examination. 

REMARKS. — The  one  striking  fact  in  the  history  of  every  case  but 
Case  8,  is  that  haemorrhage  was  the  first  symptom  to  attract  attention. 
Too  much  importance  can  scarcely  be  attached  to  this  ;  for  I  have 
had  abundant  evidence  to  satisfy  me  that  there  is  no  pain  in  cases  of 
cancer  of  the  cervix  till  the  case  is  beyond  hope  of  cure  by  a  radical  opera- 
tion. The  cervix  is  insensitive,  and  pain  only  appears  when  peritoneum 
or  bladder  or  other  sensitive  parts  in  the  neighbourhood  have  become 
involved,  when  it  is  too  late  to  do  a  radical  operation  with  fair  chances 
of  success.  Metrorrhagia  is  especially  alarming  in  women  past  the 
menopause,  for  in  the  great  majority  of  instances  it  means  uterine 
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cancer.  The  diagnosis  should  be  at  once  made  complete  by  examina- 
tion, for  it  can  only  be  confirmed  by  physical  signs  aided,  in  doubtful 
cases,  by  the  use  of  the  microscope.* 

Statistics,  if  they  have  done  nothing  more  for  this  subject,  have 
settled  that  the  prognosis,  after  early  and  free  removal  by  operation 
of  the  cancerous  cervix,  is  good;  for  a  large  percentage  of  patients 
submitted  to  a  radical  operation  remain  permanently  well.  Hence 
the  importance  of  an  early  diagnosis. 

The  choice  between  a  partial  and  complete  removal  of  the  uterus, 
when  the  growth  appears  to  be  limited  to  the  cervix,  cannot  yet  be 
settled  on  the  ground  of  experience.  Each  operation  has  powerful 
advocates  with  convincing  statistics.  As  soon  as  it  can  be  shown 
that  total  extirpation  has  a  mortality  not  larger,  or  very  little  above 
that  of  supra-vaginal  amputation  of  the  cervix,  the  partial  operation 
will  be  abandoned.  My  preference  for  the  radical  operation  is  indi- 
cated by  the  notes,  and  the  conditions  I  regard  as  constituting  suitable 
cases  for  it  are  made  sufficiently  apparent.  All  the  cases  in  which 
I  have  extirpated  the  entire  uterus  for  cancer  are  in  this  paper  reported. 

In  the  first  five  cases,  and  the  seventh,  eighth,  and  ninth,  the 
uterus  was  extirpated  through  the  vagina.  In  one  case  (the  sixth) 
the  fundus  of  the  uterus,  the  tubes,  and  ovaries,  and  a  large  part  of 
the  broad  ligament,  were  removed  by  the  abdomen,  and  the  cervix 
by  the  vagina.  This  latter  is  the  operation  I  would  prefer  to  perform 
when,  for  any  reason,  the  uterus  cannot  be  drawn  down  so  that  the 
cervix  is  visible  at  the  vulva.  The  brilliant  recorded  success  of  vaginal 
hysterectomy  makes  criticism  difficult,  and  possibly  dangerous  ;  but 
an  operation  performed  largely  in  the  dark,  and  requiring  sometimes 
an  amount  of  force  which,  under  any  other  circumstances,  would  be 
considered  unsurgical,  does  not  commend  itself  to  me.  The  excellent 
recovery  made  by  Case  6  supports  my  belief  that  such  an  operation  as 
was  performed  on  that  patient  need  be  no  more  dangerous  than  vaginal 
hysterectomy,  and  it  has  the  important  advantages  of  :— 

1.  Allowing  of  a  more  thorough  examination  of  the  condition  of  the 
broad  ligaments,  and  of  the  lumbar  and  pelvic  glands,  before  resorting 
to  total  extirpation  of  the  uterus,  than  is  possible  from  the  vagina. 

2.  Performing  a  difficult  operation  with  parts  fully  exposed  and 
in  a  good  light — perhaps  the  most  important  aid  to  a  successful  result 
in  surgery. 

3.  Increasing  the  chances  against  peritoneal  sepsis — the  greatest 
risk  of  the  operation. 

The  following  are  the  details  of  the  operation  that  I  now  perform, 
one  which  can  be  done  in  a  few  minutes,  and  is  remarkably  simple  in 


*  It  is  still  necessary  to  emphasize  these  points. 
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favourable  cases  ;    but  one  which,  in  other  cases,  as  I  have  said,  is 
tedious,  difficult,  and  so  rough  as  to  be  unsurgical. 

The  patient,  well  wrapped  up  and  laid  on  a  table,  surrounded  by 
hot  bottles  to  avoid  shock — which,  however,  is  seldom  severe — is 
anaesthetized  and  tied  up  in  the  lithotomy  posture. 

1.  The    vagina,    vulva,    and    surrounding    parts    are    thoroughly 
scrubbed   with   soft   soap   and   hot   water,    then   douched   with   1-20 
carbolic  lotion,  followed  by  1-60  carbolic  lotion.     The  vulvar  orifice 
is  surrounded  by  towels  wrung  out  of  a  strong  antiseptic. 

2.  The  cervix  is  gripped  by  volsella  and  drawn  down  ;    an  exam- 
ination made  of  the.  broad  ligaments  through  the  vagina  and  rectum, 
and  the  position  of  the  bladder  ascertained. 

3.  Any  ulcerated  fungating  or   sloughing  surface   is   thoroughly 
scraped  with  a  sharp  spoon,   and  the  whole  area  again  thoroughly 
cleansed  with  abundant  carbolic  douching. 

4.  Having  fixed   the   cervix   firmly   in   good   forceps,   a   circular 
incision  is  made  with  a  knife  completely  round  it  through  the  whole 
depth  of  the  vaginal  mucous  membrane  ;  and,  if  possible,  half  an  inch 
from  the  diseased  surface,  taking  special  care  to  avoid  the  bladder  in 
front,  where  the  incision  must  reach  fairly  down  to  the  uterine  tissue. 

5.  The  vaginal  cut  edges  are  picked  up  in  haemostatic  forceps  ; 
two,  right  and  left  anterior,  and  two,  right  and  left  posterior ;   four  in 
all. 

6.  The  two  anterior  forceps  are  entrusted  to  one  assistant,  and  the 
volsella  fixing  the  cervix  to  another  assistant,   whilst  the  operator 
working  close  to  the  uterus  separates  its  anterior  surface  by  finger 
and  scissors,  until  the  peritoneum  is  reached.     This  may  be  opened  by 
scissors  after  being  caught  and  held  by  clip  forceps  ;    or  with  sinus 
forceps,  pushing  them  through  closed.,  and  withdrawing  them  opened, 
when,  in  either  case,  the  hole  is  enlarged  by  tearing  its  sides  apart  with 
the  fingers.     The  posterior  surface  of  the  uterus  is  similarly  dealt  with, 
when  that  organ  will  be  held  by  the  broad  ligaments  only. 

7.  The  broad  ligaments  being  now  well  defined  are  seized  at  their 
lower  part  by  strong  forceps  not  less  than  half  an   inch   from  the 
uterus,  and  divided  with  scissors   on   the   uterine   side.     When   the 
lower  portion  is  so  divided  the  uterus  is  drawn  down  and  a  further 
portion  of  the  broad  ligament  on  each  side  is  secured  in  forceps  and 
divided.     By   a  continuation   of  the  process  the   top  of   the  broad 
ligament  is  reached  and  the  now  detached  uterus  removed. 

8.  The  operation  is  completed  by  removing  the  clips  attached 
to  the  vaginal  mucous  membrane,  sponging  and  carefully  examining 
the  cut  edges  for  any  bleeding  points,  and  the  introduction  of  a  thick 
strip  of  iodoform  gauze  through  the  centre  of  the  forceps,  the  upper 
end  of  the  gauze  reaching  into  the  peritoneal  cavity,  the  lower  end 
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being  cut  short  at  the  vulva.  During  tin-  whole  operation  the  parts 
are  frequently  douched  will)  carbolic  lotion,  and  when  all  is  Mulshed. 
the  projecting  handles  of  the  forceps  and  the  vulva  are  covered  \\ilh 
a  dressing  of  corrosive  wool. 

After-treatment. — The  bladder  is  emptied  by  catheter  every  ci'jhi 
hours  until  the  forceps  are  removed.  The  forceps  must  not  be  taken 
away  earlier  than  forty-eight  hours  after  the  operation,  for  my  experi- 
ence in  case  5  shows  that  it  is  unsafe  to  do  so.  The  Cases  in  which 
this  was  done  sooner  without  mishap  do  not  encourage  me  to  run  the 
alarming  risk  of  haemorrhage.  The  iodoform  gau/c  is  not  touched 
for  seventy-two  hours,  when  it  may  be  withdrawn  and  dispensed  with. 
Bathing  of  the  external  parts  with  an  antiseptic  lotion,  and  dressing 
with  an  antiseptic  pad,  are  now  likely  to  meet  all  requirements. 
From  the  sixth  to  the  eighth  day  the  bowels  are  to  be  moved  with  an 
enema.  In  most  clamp  cases  a  foetid  vaginal  discharge  is  noticeable 
in  a  few  days,  which,  unless  the  temperature  rises,  may  be  disregarded. 
If,  however,  there  be  any  rise  of  temperature,  careful  douching  with 
iodine  lotion  is  my  favourite  prescription.  It  is  rare,  so  far  as  I  have 
seen,  to  have  this  foetid  discharge  when  the  broad  ligaments  have 
been  secured  by  ligatures. 

All  the  cases  except  two  were  operated  on  in  my  private 
hospital.  One  was  done  in  the  Royal  Infirmary,  Newcastle-on-Tyne. 
Two  of  the  patients  may  be  said  to  owe  their  lives  to  the  fact  that, 
at  the  time  they  began  to  bleed  they  were  in  a  properly  equipped 
institution.  The  best  surgical  results  are  only  to  be  obtained  when 
operations  can  be  conducted  with  the  same  care  as  laboratory  experi- 
ments are  ;  and  the  makeshift  arrangements  of  a  private  house,  even 
of  the  better  class,  cannot  be  relied  on  to  supply  all  the  requirements 
of  present-day  surgery.* 


REPORT    OF   THE    CONDITION   OF   THE    FIRST    Six    CASES    IN 
DECEMBER,  1893. 

Of  the  six  cases,  two  (Case  1  and  Case  4)  are  dead  of  recurrent  cancer. 
All  the  rest  are  well.  In  Case  1  the  bladder  was  evidently  involved  at  the 
time  of  the  operation,  but  as  there  were  no  physical  signs  found  to  corroborate 
what  the  symptoms  suggested,  the  operation  was  performed.f  In  Case  4 


*  It  is  still  in  this  country  a  1<><>  common  practice  to  perform 
operations  at  the  patient's  home.  In  America  this  has  come  to  be 
regarded  as  indefensible,  and  the  sooner  it  is  generally  recognkcd  as 
Mich  the  better. 


^Examination   icith-    the  cystoscopc  icaiild  ttoic   nutkt    this  mistake 
impossible. 
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the  youth  of  the  patient  and  the  microscopical  character  of  the  growth 
both  made  the  prognosis  exceptionally  unfavourable,  though  it  was  hoped, 
from  the  early  stage  at  which  the  growth  was  attacked,  and  its  appar- 
ently complete  removal,  that  the  result  would  be  good. 

Dr.  Russell  writes  of  Case  1  :  "  If  I  remember  rightly,  the  patient 
lived  about  fourteen  months  after  the  operation."  She  was  free  from 
symptoms  for  nearly  a  year. 

Of  Case  2  :  "  On  examining  her  about  a  month  ago  1  could  nnd  no 
evidence  of  disease  in  the  cicatrix.  She  has  no  symptoms  pointing  to  the 
disease  returning,  and  her  general  condition  is  good." 

Dr.  Anderson  writes  of  Case  3  :  "  I  examined  Mrs.  R.  to-day,  and  also 
made  a  per  vaginam.  I  found  her  general  condition  good,  and  there  is 
practically  no  cicatrix  to  feel.  I  consider  her  perfectly  satisfactory,  and 

cured." 

Dr.  Slater  writes  of  Case  4  :  "  The  first  symptoms  of  recurrence  of 
cancer  in  Mrs.  P.  appeared  in  the  cicatrix  of  vaginal  roof  about  two  months 
after  operation.  It  seemed  to  extend  up  the  colon,  implicating  the  ureter 
and  kidney— right  side.  She  succumbed  Nov.  4,  1893,  owing  to  uraemia 
and  exhaustion." 

Dr.  Binnie  writes  of  Case  5  :  "  I  have  seen  Mrs.  A.  O.,  and  am  glad  to 
report  most  favourably  of  her  present  condition.  Since  the  operation  she 
has  gained  weight ;  has  had  no  pain  or  discharge.  There  is  no  sign  of 
recurrence  of  the  disease." 

Dr.  Greenhough  writes  of  Case  6  :  '"I  saw  Mrs.  M.  yesterday,  Dec.  9, 
1893.  General  appearance  improved.  "Body  better  nourished.  No  pain  ; 
feels  well.  No  bulging  of  abdominal  scar.  No  sign  of  recurrence  of 
disease." 

The  last  three  cases  have  been  so  recently  operated  upon  as  to 
make  a  report  of  their  present  condition  valueless. 


THE  ANATOMY  OF  THE  RIGHT  HYPOCHONDRIUM 
RELATING  ESPECIALLY  TO  OPERATIONS  FOR 
GALL-STONES. 

(British  Medical  Journal,  1894,  ii,  p.  968.) 

The  purposes  of  my  paper  are  :  (1)  To  draw  attention  briefly  to 
the  anatomy  of  the  parts  concerned  in  the  surgical  treatment  of  gall- 
stones, with  the  object  of  demonstrating  that  a  pouch  exists  behind 
the  right  lobe  of  the  liver  which  has  natural  barricades  separating  it 
from  the  general  peritoneal  cavity.  (2)  To  suggest  that  efficient 
drainage  of  this  pouch  is  likely  to  serve  a  useful  purpose  in  gall-stone 
operations. 

If  the  abdomen  be  opened  in  the  right  linea  semilunaris,  the 
sharp  lower  border  of  the  right  lobe  of  the  liver,  with  frequently  the 
fundus  of  the  gall-bladder,  will  be  seen  resting  against  the  transverse 
<jolon.  If  the  edge  of  the  liver  be  drawn  upwards  and  the  colon  down- 
wards, a  space,  previously  potential,  is  exposed.  The  roof  or  anterior 
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wall  which  has  just  been  opened  up  is  not  sealed.  It  looks  forwards 
and  to  the  right.  From  right  to  left  it  is  formed  by  the  peritoneum 
covering  the  diaphragm,  the  under  surface  of  the  right  lobe  of  the  liver, 
and  the  gall-bladder,  and  not  unusually  is  completed  internally  by 
a  fold  of  the  gastro-hcpatic  omentum  continued  to  that  viscus. 

The  floor  is  formed  by  the  ascending  mesocolon  covering  the 
kidney,  duodenum,  and  other  structures  lying  on  the  posterior 
abdominal  parietes.  Superiorly  the  space  is  bounded  by  the  right 
lobe  of  the  liver.  Interiorly  by  the  ascending  layer  of  the  transverse 
mesocolon,  covering  the  duodenum  internally.  Externally  by  the 
peritoneum  lining  the  lumbar  parietes  as  far  down  as  the  iliac  crest. 
Internally  by  the  peritoneum  covering  the  spine  behind,  the  free  edge 
of  the  gastro-hepatic  omentum  in  front,  and  the  foramen  of  Winslow 
between  the  two. 

This  pouch  can  be  effectually  drained  by  an  opening  made  through 
the  posterior  parietes  immediately  below  the  lower  end  of  the  kidney, 
for  the  remaining  dependent  part  is  occupied  by  the  right  end  of  the 
right  lobe  of  the  liver.  A  varying  quantity  of  fluid,  roughly  a  pint, 
may  be  introduced  into  the  pouch  from  below  before  any  overflow 
into  the  general  peritoneal  cavity  can  take  place.  The  following  are 
the  natural  barriers  :  Internally  the  fluid  introduced  as  described 
must  mount  the  thickness  of  the  spine,  at  this  part  considerable,  before 
the  foramen  of  Winslow  is  reached.  Above  and  externally  the  lateral 
ligament  of  the  liver  bars  the  way.  Below  and  internally  the  ascend- 
ing mesocolon  forms  an  effectual  hindrance ;  but  below  and  externally, 
that  portion  between  the  ascending  colon  and  the  parietes  is  not  so 
well  guarded.  Here  the  rise  from  the  loin  to  the  pelvic  brim  in  all 
bodies,  and  in  some  a  peritoneal  band  in  addition  passing  from  the 
ascending  colon  to  the  parietes  opposite  the  crest  of  the  ilium,  are  the 
resisting  forces. 

In  operations  for  gall-stone  I  believe  that  a  transverse  incision 
is  the  best.  The  incision  commences  over  the  rectus  muscle,  an  inch 
below  the  tip  of  the  ninth  rib,  and  extends  back  into  the  loin  midway 
between  the  lower  costal  margin  and  the  iliac  crest.  Thorough  drain- 
age of  the  space  previously  described  is  ensured  by  a  tube  in  the  lower 
angle  of  this  wound.  Over  the  vertical  incision  in  the  linea  semi- 
lunaris,  ordinarily  employed,  the  transverse  has  the  immediate  advan- 
tages of  permitting  free  access,  especially  to  the  common  duct,  and  of 
allowing  complete  and  accurate  closure  of  the  anterior  portion  of  the 
abdominal  wound,  if  the  gall-bladder  is  not  opened.  The  remote 
advantage  of  the  transverse  over  the  vertical  incision  is  a  less  chance 
of  ventral  hernia  following  the  former. 

Permanent  fistula  is  a  frequent  result  of  operations  for  gall- 
stones ;  and,  so  far  as  I  know,  only  occurs  when  the  gall-bladder  has 
been  sutured  to  the  abdominal  wall. 
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The  relation  of  three  of  my  own  cases  will  best  indicate  my  grounds 
for  suspecting  that  this  result  may  follow  more  than  one  cause,  and 
that  the  ordinarily  accepted  one,  of  stone  impacted  in  the  cystic  duct, 
may  not  be  the  most  usual. 

CASE  1. Mrs.  P.,  age  41.      Her  illness  was  of  three  years'  duration, 

and  her  history  left  little  room  for  doubtful  diagnosis.  Periodic  attacks  of 
severe  abdominal  pain  in  the  liver  region,  accompained  by  vomiting  and 
shivering  and  followed  by  jaundice,  completely  incapacitated  her  latterly, 
for  exercise  of  any  sort  brought  on  an  attack.  The  distended  gall- 
bladder could  be  distinctly  felt.  The  operation  was  performed  in  March, 
1891,  and  thirty  gall-stones,  five  the  size  of  a  cobnut,  the  remainder  varying 
from  a  horsebean  to  a  small  pea,  with  a  quantity  of  thick  treacly  bile,  were 
taken  out  of  the  gall-bladder.  A  small  stone  in  the  end  of  the  cystic  duct 
resisted  all  efforts  that  I  considered  then  reasonable  to  dislodge  it,  and  was 
left  sticking  there.  The  edges  of  the  gall-bladder  were  attached  to  the  skin 
of  the  abdominal  wound.  The  patient,  though  in  excellent  health  and  free 
from  any  of  her  old  symptoms,  still  has  a  fistula. 

In  this  case  it  is  possibly  fair  to  say  that  the  fistula  is  due  to  the 
stone  blocking  the  cystic  duct,  though  bile  escaped  freely  for  the  first 
six  months  after  the  operation. 

CASE  2. — Miss  D.,  age  28,  suffered  from  severe  attacks  of  paroxysmal 
abdominal  pain.  The  gall-bladder  could  be  felt  as  a  pear-shaped  elastic 
swelling.  The  operation  was  performed  in  May,  1892,  and  8  oz.  of  mucous 
fluid  were  found  in  the  gall-bladder,  but  no  stones.  Examination  of  the 
ducts  discovered  a  stone  about  the  size  of  a  pea  fixed  in  the  cystic  duct. 
With  considerable  difficulty  I  crushed  it  in  this  situation  between  my  finger 
end  and  a  lithotomy  scoop,  leaving  the  fragments.  The  parietal  peritoneum 
was  sutured  to  the  skin,  and  then  the  gall-bladder  was  attached  to  this 
conjoined  structure.  During  the  first  month  after  the  operation  fragments 
of  stone,  in  amount  fully  accounting  for  the  whole,  with  quantities  of  bile, 
were  passed  by  the  opening  in  the  gall-bladder,  and  the  wound  healed. 
Shortly  after  some  pain  was  experienced,  and  the  wound  reopened,  giving 
relief.  From  time  to  time  this  trouble  has  recurred,  and,  though  her  health 
otherwise  is  excellent  and  her  condition  very  different  from  what  it  was 
before  the  operation,  she  still  has  a  fistula. 

In  this  case  the  possible  explanation  is  stricture  of  the  cystic 
duct  following  ulceration  and  bruising  of  it. 

(  \si:  3. — Mrs.  S.,  age  39,  gave  a  history  of  attacks  of  biliary  colic  for 
nine  years,  after  each  of  which  she  had  passed  a  gall-stone.  She  brought 
for  inspection  a  box  of  these  gall-stones,  varying  in  size  from  a  pea  to  a 
marble.  The  attacks  had  latterly  become  so  frequent  and  so  severe  that 
N!M-  lived  in  dread  of  them.  There  was  no  palpable  distention  of  the  gall- 
bladder. The  operation  was  performed  in  July,  1893.  The  contracted 
Lai  I -bladder  was  opened,  and  six  gall-stones  similar  to  those  passed  were 
found  in  it  and  taken  away.  The  ducts  were  explored,  and  no  stones  were 
diM-oNvrod  there.  The  opened  gall-bladder  was  sutured  to  the  parietal 
peritoneum  only.  The  wound  quickly  healed,  and  for  five  months  the 
patient  continued  well.  At  this  time,  after  a  few  days  of  discomfort  in  the 
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neighbourhood  of  the  wound,  an?  opening  formed,  and  a  quantity  of  mu< -u> 
was  discharged.     The  same  story  has  hern  repeated  at  intervals  since. 

In  Case  3,  as  the  ducts  were  patulmis  enough  to  allow  large  stones 
to  pass,  there  cannot  have  been  any  ordinary  obstruction,  as  is  possible 
in  Cases  1  and  2,  to  account  for  the  fistula. 

As  an  explanation  applicable  to  the  greater  number  of  cases  of 
fistula,  I  would  suggest  the  suturing  ol'  the  gall-bladder  to  the  abdo- 
minal wall,  with  consequent  interference,  by  traction  on  it,  with  the 
flow  through  the  cystic  duct.*  The  arrangement  of  the  lining  mem- 
brane of  the  cystic  duct  with  its  valves  of  I  leister  may  be  mentioned 
as  making  such  obstruction  probable,  though  it  is  only  fair  to  state 
that  I  have  failed  to  satisfy  myself  by  rough  experiments  in  the  post- 
mortem room  that  any  interference  with  the  freedom  of  flow  from  the 
gall-bladder  can  be  brought  about  by  making  tension  on  its  duct. 

The  existence  of  fistula  cannot  be  regarded  as  other  than  a  serious 
drawback  after  operations  for  gall-stone  ;  and  if  my  statement  that 
it  occurs  only  when  the  gall-bladder  is  attached  to  the  abdominal 
wall  be  true,  its  prevention  is  possible.  Statistics  prove  that  the 
smallest  mortality  has  followed  opening,  suture,  and  drainage  of  the 
gall-bladder,  and  this  is  the  strongest  recommendation  of  any  opera- 
tion. It  requires  little  consideration,  however,  to  show  that  the  added 
risk  of  other  operations,  such  as  excision  or  closure  of  the  gall-bladder 
by  suture,  arises  from  the  increased  danger  of  extravasation  of  the 
contents  of  bile-ducts  or  gall-bladder  into  the  peritoneum. 

Abundant  evidence  has  been  brought  forward  to  prove  that 
natural  bile  is  an  aseptic  fluid,  and  is  readily  absorbed  from  the  peri- 
toneal cavity  without  causing  damage.  Even  bile  from  a  diseased 
gall-bladder  and  ducts  usually  contains  few  elements  dangerous  to 
the  peritoneum,  and  none  of  an  actively  infective  character,  for  in 
two  cases — one  of  malignant  disease  of  the  head  of  the  pancreas  and 
one  of  gall-stone  impacted  in  the  common  duct,  with  in  each  dis- 
tended gall-bladder  and  jaundice — which  I  had  the  opportunity  of 
watching,  bile  escaped  in  large  quantities  into  the  general  peritoneal 
cavity  after  operation.  In  both  cases  signs  of  ascites  followed  the 
operation  after  some  days  ;  in  each  an  incision  was  made  above  the 
pubes,  allowing  several  quarts  of  fluid,  deeply  bile-stained,  to  escape, 
and  a  drainage-tube  to  be  inserted.  Both  patients  recovered.  In  a 
third  case,  the  patient  came  into  my  consulting  room  at  Christmas, 

*  Since  this  time  I  have  cured  several  biliary  fistula;  by  detaching 
the  gall-bladder  and  suturing  the  opening  in  it,  though  a  fistula  should 
always  suggest  obstruction  by  a  stone  which  has  been  left  behind,  as 
this  is  the  most  common  cause. 
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1885,  with  a  distended  gall-bladder.  To  verify  the  diagnosis  I  tapped 
the  tumour  with  a  hypodermic  needle,  and  drew  off  a  syringeful  of 
the  characteristic  mucous  fluid.  In  a  few  minutes  he  complained  of 
abdominal  pain  and  faintness.  On  examining  him,  to  my  dismay  I 
found  that  the  gall-bladder  tumour  had  disappeared.  It  had  emptied 
into  the  peritoneal  cavity.  The  following  day  he  had  quite  recovered. 

Such  experience  suggests  that  the  chief  problem  in  operations 
for  gall-stone  is  the  purely  mechanical  one  of  effectual  drainage.  If 
this  be  admitted,  consideration  of  the  anatomy  of  the  parts  points  to 
a  solution  of  the  difficulty.  The  gall-bladder  can  be  opened  on  its 
under  surface  and  allowed  to  drain  into  this  pouch,  and  an  opening 
may  be  made  into  the  common  bile-duct  on  its  outer  or  under  surface 
for  the  extraction  of  a  stone,  and  left  to  take  care  of  itself  in  confi- 
dent anticipation  of  a  successful  result  if  effectual  drainage  be  secured 
by  the  aid  of  gauze  packing  and  a  tube. 

Conclusive  clinical  evidence  of  my  position  will  take  some  time 
to  accumulate,  and  I  can  only  offer  the  results  of  nine  cases  in  which 
I  have  assisted  colleagues  and  friends  and  had  in  my  own  practice, 
as  bearing  directly  upon  it.  In  all  nine  cases  the  common  duct  was 
freely  opened,  in  two  the  gall-bladder  also,  to  remove  a  large  im- 
pacted stone.  In  three  of  them  an  attempt  was  made  to  close  the 
opening  in  the  duct  by  sutures,  without  success  however,  as  in  all  three 
a  free  escape  of  bile  occurred  through  the  drainage  tube.  Of  the  nine 
cases,  two  died ;  one  death  was  due  to  haemorrhage,  chiefly  from  the 
abdominal  parietes,  a  few  hours  after  the  operation  ;  in  the  second 
case  no  satisfactory  explanation  could  be  given  or  found  post  mortem  of 
nervous  symptoms  of  a  peculiar  sort  ending  in  death  on  the  third  day. 
In  neither  was  there  peritonitis  or  any  bile  in  the  peritoneal  cavity. 
The  remaining  seven  cases  made  excellent  and  complete  recoveries. 

CONCLUSIONS. — A  pouch  exists  below  the  right  lobe  of  the  liver 
and  gall-bladder  separated  from  the  general  peritoneal  cavity  by 
natural  barriers.  This  pouch  can  be  efficiently  drained  through  an 
opening  in  the  parietes  near  the  lower  end  of  the  kidney. 

A  transverse  is  better  than  a  vertical  incision  in  operating  for 
gall-stones  ;  less  likely  to  be  followed  by  ventral  hernia,  and  giving 
free  access. 

Biliary  fistula  results  from  operations  for  gall-stones  in  a  consider- 
able percentage  of  cases  in  which  the  gall-bladder  has  been  attached  by 
sutures  to  the  parietes.  The  method  of  attachment  has  little  to  do 
with  this  result,  and  it  may  follow  when  the  ducts  are  patent.  The 
gall-bladder  and  ducts  may  safely  be  allowed  to  empty  into  the  pouch 
described,  if  it  is  properly  drained.  The  gall-bladder  should  never, 
except  when  suppurating,  be  stitched  to  the  abdominal  wall.  If  the 
pouch  is  properly  drained  :  (a)  When  the  gall-bladder  is  distended, 
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the  opening  in  it  should  be  closed  by  sutures,  and  the  viscus  returned 
into  the  abdominal  cavity,  and  the  drain  left  until  the  certainty  of 
its  successful  closing  is  complete,  (b)  When  the  gall-bladder  is 
shrunken  and  there  is  difficulty  in  closing  the  opening  made,  it  may 
be  returned  unclosed,  (c)  When  a  stone  is  impacted  in  the  cystic 
duct  and  evades  all  ordinary  efforts  to  remove  it,  the  gall-bladder 
should  be  excised,  and  the  duct  ligatured  after  removing  the  stone 
in  it.  (d)  When  a  stone  is  impacted  in  the  common  duct,  the  duct 
is  incised  and,  after  the  stone  or  stones  are  removed,  the  opening  may 
be  left  unclosed  if  there  is  any  difficulty  in  applying  a  satisfactory 
suture. 

Dr.  Roddick  (Montreal)  asked  the  reader  of  the  paper  whether, 
instead  of  the  very  long  incision  proposed  (some  eight  or  nine  inches 
perhaps)  a  shorter  ant ero- lateral  incision  and  a  simple  incision  for 
drainage  in  the  loin  would  not  answer  the  same  purpose. 

In  reply,  Mr.  Rutherford  Morison  said  that  the  drainage  tube 
posteriorly  was  introduced  at  the  lower  angle  of  the  wound  behind, 
and  its  internal  end  was  in  apposition  with  the  opening  in  the  gall- 
bladder or  bile-duct.  The  main  objection  to  the  ordinary  incision 
with  drainage  behind  was  that .  two  incisions  were  required.  His 
chief  contention  was  that  fistula  followed  in  a  certain  percentage  of 
cases  any  method  of  suturing  the  gall-bladder  to  the  parietes,  and 
that  drainage  through  the  pouch  he  had  described  would  safely  avert 
this.* 


TWO   CASES  OF    URETEROTOMY    FOR    REMOVAL 
OF  CALCULI. 

(The  Lancet  1894,  ii,  p.  1093.) 

The  surgical  treatment  of  calculus  in  the  ureter  is  of  quite  recent 
date.  WTe  find  no  mention  of  any  surgical  condition  of  the  ureter  in 
the  "  Dictionary  of  Practical  Surgery  "  for  the  year  1886.  Indeed, 
it  was  not  until  The  Lancet  published  the  case  (now  historical)  of  the 
successful  removal  of  a  calculus  from  the  ureter  by  Dr.  Kirkham, 
in  1889,  that  the  literature  on  the  subject  can  be  stated  to  have 


*My  present  belief  is  that  all  of  these  conclusions  are  still  true. 
The  risk  of  sepsis  is  diminished  by  suturing  drainage  tubes  into  the 
gall-bladder  and  ducts.  The  single  drawback  of  the  transverse  incision 
is  that  if  the  diagnosis  is  wrong  and  a  stomach  or  duodenal  ulcer  the 
.  cause,  gastro-enterostomy  has  to  be  done  and  a  second  incision  has  to 
be  made.  It  is  easy  to  remove  the  appendix  or  to  do  any  operation  on 
the  kidney  through  the  transverse  incision. 
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commenced.  Since  that  time  several  operations  have  been  undertaken 
for  the  removal  of  impacted  calculus,  and  these  have  been  often 
followed  by  success. 

These  two  cases  are  most  interesting  examples  of  the  different 
circumstances  under  which  operation  for  ureteral  calculus  may 
be  required:  (1)  When  the  life  of  the  patient  is  threatened  in 
consequence  of  impaction  of  a  stone  in  the  ureter  of  a  kidney 
which  is  the  only  useful  one  ;  (2)  When  the  patient's  life  is  unendur- 
able on  account  of  the  frequent  attacks  of  pain  which  the  impacted 
stone  causes.  Under  the  former  heading  are  included  the  most 
serious  cases,  and  those  which  are  from  the  induced  anuria  least  likely 
to  do  well.  Successes  have,  however,  been  obtained  by  several  sur- 
geons in  this  country,  and  we  cannot  but  admire  the  skill  which  they 
have  displayed.  The  removal  of  a  calculus  through  an  incision  in 
the  ureter  behind  the  peritoneum  has  proved  the  most  successful 
method  of  operation,  even  when  the  incision  was  made  close  to  the 
bladder  ;  the  stone  has  also  been  extracted  by  incision  through  the 
vaginal  wall.  In  both  cases  the  patient  recovered,  but  one  suffered 
afterwards  from  fistula.  When  impacted  near  the  orifice  of  the 
ureter  the  calculus  has  been  removed  by  the  curette  after  dilatation 
of  the  urethra  ;  it  has  also  been  removed  by  incision  through  the 
bladder  wall.  There  is  a  great  risk  of  peritonitis  after  incision  in  this 
situation,  and  it  cannot  be  recommended.  An  abdominal  incision 
opening  the  peritoneum,  thus  permitting  of  the  localization  of  the 
stone  and  its  manipulation  to  a  higher  point  in  the  ureter,  where 
extraction  can  be  easily  made  through  an  incision  in  the  lumbar 
region,  has  been  successfully  employed.  The  surgeon  has  thus  several 
methods  open  to  him,  each  of  which,  with  the  exception  of  the  one 
through  the  bladder  wall,  has  been  used  with  success. 

CASE  1 . — Suppression  of  urine  due  to  calculous  obstruction  of  right  ureter  ; 
exposure  of  ureter  at  its  bladder  entrance  ;  removal  of  two  calculi  ;  the  left 
ureter  already  obstructed  by  stones  impacted  in  the  middle  ;  urcemia.  Death  ; 
necropsy. — The  patient  was  a  man  46  years  of  age.  He  was  admitted  into 
the  Royal  Infirmary,  Newcastle-on-Tyne,  under  the  care  of  Dr.  Drummond, 
on  Aug.  22,  1891,  complaining  of  severe  pain  in  the  loin  and  inability 
to  pass  urine.  On  Aug.  13,  nine  days  before  admission,  when  at  work, 
at  9  a.m.,  the  patient  was  suddenly  attacked  by  a  severe  pain  in  the  right 
^i<le  just  above  the  hip-bone.  One  and  a  half  hours  after  the  commence- 
ment of  the  pain  he  vomited,  and  the  pain  went  from  his  right  side  into  the 
riirht  testicle.  The  pain  soon  abated  in  violence,  though  it  had  persisted 
in  Ins  hack  ever  since.  He  continued  his  work  and  noticed  nothing  wrong 
\\itli  his  urine  on  that  particular  day,  but  since  that  time  he  had  passed 
very  little.  For  three  or  four  days  before  his  admission  to  the  infirmary 
lit-  was  frequently  sick,  but  continued  at  work  till  Aug.  21  (the  day  before 
admission).  He  had  no  headache.  On  Aug.  21  he  was  unable  to  go  to 
work  on  account  of  the  severity  of  the  pain  and  sickness,  and  came  into  the 
Infirmary  on  the  following  day. 
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Prerious  Health.  Four  years  and  a  half  ago  the  patient  had  an  attack 
similar  to  his  present,  one.  He  had  severe  pain  in  the  right  side  and  hack, 
which  continued  more  or  less  Tor  three  weeks.  During  the  first  week  In- 
passed  urine  I'recly,  but  for  the  last  I'ortniiiht  the  amount  voided  was  very 
small.  At  the  end  of  this  time  he  passed  two  small  stones  about  the  si/e 
of  peas,  got  rapidly  well,  and  had  had  no  further  trouble  up  to  the  present 
time. 

Aug.  23. — The  patient  has  slept  well.  He  has  only  passed  two  or 
three  drops  of  urine  sinee  admission.  The  catheter,  passed  this  morning, 
drew  off  4  drachms  of  albuminous  urine.  25th,  a.m.-  I  Ic  has  passed  40  oz. 
of  urine  since  yesterday  morning.  lie  was  sick  once  last  night  :  he  still  has 
pain  in  the  right  side.  P.m. — He  has  passed  no  urine  since  8.30  a.m.  He 
was  sick  at  12  noon  after  a  purgative  mixture.  He  is  still  in  pain.  26th, 
a.m. — The  patient  has  passed  only  half  an  ounce  of  urine  since  last  night. 
The  sickness  has  ceased.  The  bowels  were  moved  three  times.  He  still 
suffers  from  pain.  P.m. — He  has  passed  no  urine  since  this  morning.  He 
sleeps  a  good  deal  with  his  mouth  open,  and  has  some  difficulty  in  speaking, 
as  if  his  soft  palate  were  paralyzed.  It  is  very  dry.  27th,  a.m. — He  has 
passed  no  urine  since  last  night.  The  bowels  were  moved  twice  during  the 
night.  He  was  roused  with  some  difficulty  from  his  stertorous  sleep.  The 
tongue  is  dry  and  hard.  He  has  spasmodic  twitchings  of  his  arms  and 
legs,  especially  on  the  right  side.  At  3  p.m.  Mr.  Morison  saw  the  patient 
with  Dr.  Drummond.  The  diagnosis  Dr.  Drummond  had  arrived  at  was 
that  the  right  ureter  was  blocked  by  a  calculus,  and  that  the  left  kidney 
for  some  reason  or  other  was  hors  de  combat.  The  only  possible  treatment 
was  to  get  the  calculus  out  of  the  ureter,  and  this  they  decided  should  be 
done  notwithstanding  that  the  patient's  general  condition  held  out  slender 
hopes  of  his  recovery,  and  that  his  enormous  stoutness  made  the  operation 
exceptionally  difficult  and  dangerous. 

The  condition  of  the  patient  was  as  follows.  He  was  a  hugely  fat  man, 
said  to  weigh  23  st.  He  was  unconscious,  cyanosed,  had  Cheyne-Stokes' 
breathing,  and  frequent  twitchings  of  the  muscles.  The  pulse  was  slow 
and  of  good  tension.  Chloroform  was  administered.  Assisted  by  Dr. 
Drummond,  Mr.  Morison  exposed  the  right  kidney  by  the  ordinary  oblique 
incision  in  the  loin.  Nothing  was  found  in  the  kidney,  but  its  pelvis  and 
the  upper  end  of  the  ureter  were  felt  to  be  considerably  dilated.  The  oblique 
incision  was  prolonged  downwards  in  the  abdominal  wall,  and  the  ureter, 
dilated  like  a  sausage,  more  fully  exposed.  By  prolonging  the  incision  to 
the  centre  of  Poupart's  ligament  and  tracing  down  the  dilated  ureter,  it  was 
exposed  in  the  pelvis,  and  one  stone  about  the  size  of  a  filbert,  and  another 
half  this  size,  were  discovered  firmly  impacted  in  a  position  thought  to  be 
close  to  the  bladder.  An  incision  was  made  over  the  stones,  which  were 
turned  out,  and  the  opening  in  the  ureter  was  sutured  with  fine  catgut. 
The  patient's  breathing  had  become  steadily  more  difficult,  and  altogether 
ceased  just  before  the  completion  of  the  skin  suturing. 

A  necropsy  was  made  on  the  following  day.  The  amount  of  fat  was 
enormous.  It  was  evident  that  the  right  kidney,  its  pelvis,  and  the  whole 
length  of  the  ureter  had  been  explored.  The  right  ureter  throughout  was 
as  large  as  a  sausage.  Within  an  inch  of  the  bladder  there  was  an  opening  in 
it  1  in.  long  secured  by  catgut  sutures.  The  opening  into  the  bladder  was 
free.  There  were  no  stones  in  either  ureter,  pelvis,  or  kidney.  The  kidney 
was  sacculated  and  much  diseased,  being  in  a  condition  of  advanced  inter- 
stitial nephritis.  The  left  ureter  was  completely  blocked  about  the  middle 
bv  a  stone.  Above  and  below  the  obstruction  the  ureter  was  dilated.  The 
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left  kidney  was  sacculated,  and  no  trace  of  healthy  kidney  substance  was 
left.  It  was  evident  that  this  kidney  had  not  been  in  use  for  a  long  time. 

CASE  2. Stone  impacted  in  the  ureter  about  3  in.  from  the  kidney  ;  kidney 

drawn  out  on  the  loin  and  opened ;  a  stone  discovered  by  probe  in  ureter ; 
incision  of  ureter  ;  no  suture.  Recovery.— The  patient  was  a  man  31  years 
of  age,  who  was  under  the  care  of  Drs.  Slater  and  Horsfield,  from  whom,  as 
Welles  from  Dr.  Raymond  Shaw,  Mr.  Morison  received  valuable  assistance 
during  the  operation.  The  man  complained  of  pain  in  the  left  kidney. 
Nine  years  previously  he  first  felt  pain  in  the  left  loin.  It  came  on  suddenly 
and  soon  passed  off.  For  the  next  five  years  he  had  occasional  pains  in  the 
same  place,  but  never  lasting  for  any  length  of  time.  Four  years  since  he 
had  a  bad  attack,  which  laid  him  up  for  a  fortnight,  after  which  he  had  a 
respite  till  May,  1892.  From  May  to  July  he  had  occasional  attacks,  but 
not  bad  enough  to  prevent  him  from  going  to  his  office.  From  July  up  to 
Sept.  26  he  suffered  from  frequent  and  severe  attacks,  which  had  invalided 
him  and  made  his  life  intolerable.  Before  his  illness  nine  years  ago  he  was 
always  strong  and  healthy.  His  father  is  living  and  well,  but  has  passed 
stones  from  his  bladder.  There  was  nothing  else  noteworthy  in  the  family 
history.  When  Mr.  Morison  saw  the  patient  he  was  a  stout,  short,  muscular 
man,  with  a  pale,  dark  complexion.  All  his  organs  were  healthy  except  the 
urinary  organs.  A  sample  of  urine  obtained  was  acid,  sp.  gr.  1018,  and 
contained  a  trace  of  albumin  and  (microscopically)  pus.  Micturition  was 
slightly  increased  in  frequency  ;  he  had  to  get  up  during  the  night  more 
than  once,  and  during  the  painful  attacks  he  had  an  urgent  desire  to 
micturate.  The  pain  was  referred  to  the  neighbourhood  of  the  left  kidney, 
travelled  down  towards  the  bladder,  and  was  increased  by  exercise.  No 
blood  was  ever  seen  in  the  urine.  The  only  sign  discovered  on  physical 
examination  was  marked  tenderness  when  sudden  deep  pressure  was  made 
in  the  left  loin  posteriorly. 

The  following  operation  was  performed  on  September  29,  1893.  The 
kidney  was  exposed  by  the  ordinary  oblique  incision  in  the  loin,  with  some 
difficulty  on  account  of  the  stoutness  and  muscularity  of  the  patient ; 
nothing  could  be  felt  in  it.  The  incision  was  then  prolonged  in  front  down 
the  linea  semilunaris,  and  the  kidney  separated  from  its  bed  and  drawn  out 
on  to  the  loin.  This  was  no  easy  matter,  for  the  wound  was  of  great  depth, 
and  the  kidney,  as  so  frequently  occurs  when  pus  is  present  in  it,  was 
adherent  to  the  indurated  perirenal  fat.  The  kidney  was  then  opened  in 
the  centre  of  its  outer  convex  border,  and  a  finger  introduced  examined 
every  part  of  its  interior.  There  was  no  calculus.  A  thick  long  probe  was 
then  passed  into  the  pelvis  of  the  kidney  and  down  the  ureter,  where  it 
grated  against  a  stone  at  some  distance  from  the  kidney.*  The  scoop 
end  of  a  director  was  next  passed  down  the  ureter  along  the  probe  and 
grated  against,  but  could  not  move,  the  stone.  Many  other  attempts 
to  dislodge  the  calculus  with  forceps  and  scoops  were  also  unsuccessful. 
The  ureter  was  next  exposed  at  its  origin  and  followed  downwards.  About 
.'{  in.  from  the  kidney  the  calculus  was  discovered  and  fixed  between  the 
finger  and  thumb.  Attempts  to  push  it  towards  the  kidney  failed,  as  did 

*The  dangers,  uncertainties  and  difficulties  of  these  operations 
have  been  diminished — to  an  extent  not  easily  appreciated  by  those  who 
hare  not  had  the  experience — by  recent  advances,  e.g.,  x-ray  and  cysto- 
scopic  examinations. 
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attempts  to  move  it  with  a  scoop  and  forceps,  for  it  appeared  to  be 
embedded  in  a  diverticulum1  of  the  ureter,  riii.illv.  UK-  operator  cut  down  on 
it  and  squeezed  it  out  through  the  small  incision  made  in  the  ureter.  The 
kidney,  ureter,  and  the  wound  were  then  freely  washed  \vith  corrosive 
sublimate  lotion  because  of  possible  pus  infection  from  the  suppurating 
pelvis,  and  the  opening  in  the  kidney  was  closed  with  catgut  sutures.  No 
attempt  was  made  to  close  the  opening  in  the  ureter.  The  wound  A\;IS 
carefully  brought  together  by  deep  and  superficial  sutures  of  specially 
prepared  catgut,  except  at  its  posterior  extremities,  through  which  it  was 
drained  by  means  of  an  iodoform  gauze  wick. 

The  after-progress  of  the  case  was  satisfactory.  The  wound  healed 
throughout  by  first  intention,  except  where  the  gauze  kept  it  open.  Modified 
infection  of  the  wound,  however,  must  have  occurred,  for  the  track  of  the 
gauze  became  a  suppurating  sinus,  which  had  not  entirely  closed  till  Jan. 
20,  1894,  nearly  four  months  after  the  operation.  For  the  last  six  months 
the  patient  has  been  in  excellent  health. 


DISCUSSION    ON    APPENDICITIS. 
INTRODUCED  BY  DAVID  DRUMMOND,  M.D.,  D.C.L. 

(Northumberland  and  Durham  Medical  Society,  January,  1894.) 

The  description  of  this  disease,  and  the  pathological  details  of  it 
given  by  Dr.  Drummond,  agree  so  closely  with  my  ideas  that  I  \\i\\ 
limit  myself  to  stating  shortly  my  views  concerning  chiefly  diagnosis 
and  treatment. 

DIAGNOSIS. — This  is  difficult,  if  one  may  judge  by  recorded  cases, 
for  every  disease  capable  of  causing  acute  abdominal  pain  seems  to 
have  been  mistaken  for  this  complaint.  The  greatest  difficulty  in  my 
experience  has  arisen  from  distinguishing  between  the  acute  perito- 
nitis following  on  a  perforated  appendix  and  acute  forms  of  intestinal 
obstruction.* 

In  two  of  my  cases  frequent  desire  to  micturate,  with  inability 
to  empty  the  bladder,  led  to  the  error  of  regarding  the  mischief  as 
originating  in  the  urinary  apparatus ;  but  the  same  symptoms 
follow  other  forms  of  perforating  peritonitis,  for  I  have  met  with 
them  in  a  case  of  ruptured  duodenal  ulcer. 

Pain  in  cases  of  appendicitis  is  generally  diffuse  at  first.  On 
the  second  or  third  day  it  may  become  more  distinctly  localized  on  the 
right  side.  It  is  not  a  safe  guide  in  diagnosis  unless  severity  and  sud- 
denness of  attack  are  prominent  features,  as  they  frequently  are. 


*This  would  still  be  true  if  cases  were  not  seen  by  surgeons  till 
general  peritonitis  had  developed,  as  was  general  then. 


1Sacculus  is  the  correct  term. 
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Tenderness  is  a  more  definite  symptom,  and  can  generally  be 
elicited  by  making  pressure  with  the  finger  not  far  from  and  internal 
to  the  ant.  sup.  spine  of  the  ilium  on  the  right  side. 

Rigidity. The  abdominal  muscles  on  the  whole  right  side  or 

over  the  crecal  region  are  frequently  hard  and  resisting. 

Condition  of  the  Bowels. — Constipation  or  diarrhoea  may  be  pre- 
sent at  first.  In  my  cases,  constipation  has  been  much  more  common 
than  the  reverse,  and  with  it  there  has  usually  been  inability  to  pass 
flatus.  Diarrhoea  has  been  more  usual  as  an  early  symptom  in  chil- 
dren than  in  adults  in  the  cases  I  have  seen. 

Vomiting. — I  have  seen  two  cases  in  which  this  never  occurred, 
though  the  experience  is  quite  exceptional.  It  is  not,  as  far  as  I  have 
observed,  of  the  same  pumping  character  as  in  cases  of  intestinal 
obstruction,  and  it  appears  to  be  more  readily  arrested  by  opium 
and  abstinence  from  food.  The  vomited  matter  is  frequently  of 
fecal  character,  occurring,  unlike  that  of  intestinal  obstruction,  not 
as  an  early  symptom,  but  late  in  the  illness,  and  not  in  such  large 
quantity  as  in  examples  of  pure  obstruction.  Regurgitation  of 
coffee-ground  liquid  may  be  regarded  as  a  most  unfavourable  sign. 

Distention  of  the  Abdomen  may  mean  something  serious,  or  may 
not.  When  unaccompanied  by  peristaltic  intestinal  action,  and 
occurring  early,  it  means  intestinal  paralysis,  due  to  peritonitis,  and 
is  of  grave  significance.  Accompanied  by  peristaltic  intestinal  move- 
ments, preceded  by  constipation,  and  occurring  late,  it  means  only 
that  a  movement  of  the  bowels  is  demanded. 

Pulse  and  Temperature  are  unreliable  guides  to  diagnosis.  I  have 
seen,  more  than  once,  a  patient  with  a  good-volumed  pulse  of  84  and 
a  normal  temperature,  with  an  abdomen  so  full  of  pus  that  the  ordi- 
nary signs  of  free  fluid  in  the  belly  were  present.  A  sudden  change 
for  the  worse  precedes  the  end  in  such  cases,  as  in  many  other  abdo- 
minal conditions.  It  is  rare  to  meet  with  a  case  having  a  normal 
temperature  in  the  early  stages,  hence  at  this  time  the  temperature  is 
of  some  importance.  The  pulse,  though  unimportant  in  diagnosis,  is  not 
so  in  prognosis,  for  a  pulse  of  120  means  serious  constitutional  infection. 

The  most  unfavourable  cases  are  those  with  distended  abdomen 
and  quick  pulse,  and  frequently  regurgitating  mouthfuls  of  fluid. 

An  accurate  diagnosis  in  many  cases  is  impossible,  but  for  practi- 
cal purposes  I  agree  with  Dr.  Drummond  in  believing  that  all  cases  of 
acute  inflammation  of  the  bowels  and  peritonitis  should  be  regarded 
as  appendicitis ;  and  it  is  probably  correct  to  say  that  sudden  severe 
pain  in  the  bowels,  attended  by  a  rise  of  temperature,  means  mis- 
chief in  the  appendix.* 

*  This  is  still  the  most  important  single  guide. 


srn<;ic.VL    (ONTIUHI  TIOXS    .\m><»ii\.\i,  109 

PATHOLOGY. — In  the  .Inly  number  <,f  UK-  \urtlnnnhn-lnml  tintl 
Durham  Medical  Journal  I  wrote:  "My  present  belief  is  that  the 
cause  [of  typhlitis)  is  inflammation  <>f  the  appendix,  followed  by  per- 
foration, and  that  perforation  occurs  in  every  case.'1  This  i  no\v 
know  is  not  true  of  all  cases,  hut  is  I  rue  of  the  great  majority. 

TREATMENT. — If  medical  treatment  is  chosen,  the  only  suggestion 
I  have  to  make  is  to  emphasize,  on  my  own  account,  as  strongly  as  he- 
has  done,  Dr.  Drummond's  dislike  to  purgatives  in  the  early  stages. 
If  a  perforation  is  present,  what  can  be  more  dangerous  than  a  pur- 
gative, or  what  so  useful  as  opium  ?  A  small  enema  is  the  only 
permissible  agent  for  the  relief  of  constipation  in  such  case-. 

The  serious  and  difficult  question  is  to  settle  whether  an  opera- 
tion should  be  performed  or  not ;  and  if  an  operation,  of  what  nature 
it  should  be.  A  considerable  experience  of  cases  which  have  been 
left  alone  has  satisfied  me  that  the  risks  of  the  disease  are  greater 
than  the  risks  of  surgical  interference.  Consequently,  I  would  urge 
early  resort  to  operation  in  all  but  the  mildest  cases,  but  not  always 
the  removal  of  the  appendix. 

For  surgical  purposes  I  make  three  classes  :— 

1.  Appendicitis    with    a   localized   and  dry   form    of    peritonitis. 
Such  may  be  simple,  recurrent,  or  relapsing. 

2.  Appendicitis  with   localized  peritonitis,    and   a   localized  fluid 
collection  of  pus  or  inflammatory  products. 

3.  Appendicitis  with  a   large  perforation,  opening  freely   into   the 
general  peritoneal   cavity. 

(1)  In  Class  1  my  reasons  for  removing  the  appendix  are  :— 

(a)  The    risk    of   an  apparently  uncomplicated  and    simple   case 
going  wrong,  suddenly  developing  dangerous  symptoms,  and  ending 
fatally,   even  under  careful  treatment.     Of  this  I  have  seen  several 
examples. 

(b)  The  probability  of  another  attack  following  the  first,  for  there 
seems   now  no  possibility  of  doubt  that  one  seizure  predisposes  to 
another.     In  nearly  half  of  the  fatal  cases  I  have  seen  there  has  been 
a  history  of  one  or  more  attacks  which  have  been  recovered  from 
previous   to  the   last  illness.     In  one  case,   eight  years   had   elapsed 
since  the  last  attack  ;   in  another,  thirty  years  before  the  fatal  seizure. 

(c)  The  safety  of  the  operation  in  this  class  of  case.     I  have  lost 
no   case   from   operation   in  which  there   was   not   diffuse   peritonitis 
present    before   the    operation.     The    operation    consists    in    exposing 
the  caecum  and  working  from  its  outer  side,  finding,  and  removing 
the  appendix.     If  pus  or  other  noxious  fluid  is  seen  during  the  opera- 
tion,   the   case   belongs   to   Class   2,    and   meets   with    the  treatment 
described  under  that  head.     A  surgical  law  has  been  made  for  relaps- 
ing cases,  to  the  effect  that  the  appendix  must  only  be  attacked  during 
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an  interval  of  freedom  from  inflammation.  No  argument  better 
than  that  of  experience  has  been  adduced  in  favour  of  this  law  ;  and 
the  only  reason,  so  far  as  I  see,  can  be  that  there  is  a  risk  of  diffusion 
of  infectious  inflammatory  products  into  the  general  peritoneal  cavity 
if  the  operation  be  undertaken  during  the  attack.  But  if  such  are 
present,  surely  the  case  is  one  for  operation,  and  comes  under  Class  2. 

(2)  In  Class  2,  those  in  which  there  is  a  localized  infective  fluid 
collection,  the  danger  of  the  illness  may  readily  be  increased  by  care- 
less or  unskilful  operating,     (a)  A  localized,  and,  therefore,  compara- 
tively harmless,  collection  of  fluid  may  be  introduced  or  allowed  to 
escape  into  the  general  peritoneal  cavity,  and  set  up  a  diffuse  and 
fatal  peritonitis,     (b)  The  appendix  may  be  so  changed  and  buried 
by  adhesions  as  to  be  difficult  or  almost  impossible  to  discover.     I 
therefore  agree  with  Dr.  Drummond  that  in  this  class  the  main  object 
of  the  operation  is  accomplished  when  the  pus  cavity  is  opened,  dried, 
and  drained,  and  the  appendix  should  only  be  removed  when  it  pre- 
sents in  the  wound  or  is  readily  found,  for  a  prolonged  search  to  find 
it  may  end  in  disaster.      In  those  cases  where  the  presence  of  fluid 
inflammatory  products  is  suspected,  incision  over  the  caecum  should 
be  promptly  made,  and  the  csecal  region  carefully  explored  from  the 
outer  side.     No  adhesions  limiting  the  inflammatory  focus  from  the 
outer  side  should  be  disturbed,  and  no  regular  search  made  for  the 
appendix.*     Careful  sponge  packing  during  the  operation,  and  gauze 
packing  during  the  after-treatment,  with  free  drainage,  will  do  much 
to  avert  bad  results,  even  when  healthy  intestine  appears  between  the 
sac  of  the  abscess  and  the  opening  in  the  parietes.     No  amount  of 
purification  of  an  abscess  sac  in  the  peritoneal  cavity. by  our  present 
antiseptic  methods  will  insure  its  harmlessness,  and  pus  in  the  peri- 
toneum cannot  be  thought  too  dangerous.     If  recovery  follows,   in 
most  cases  the  appendix  ceases  to  give  further   trouble,  presumably 
being  destroyed  by  inflammation  and  suppuration,  and  I  have  per- 
formed  this   simple   operation   in   many  cases  with  success.     Twice, 
where  a   large   collection   of  pus   had   travelled   upwards   round   the 
kidney,  reaching  the  liver  and  diaphragm,  after  making  an   opening 
in  front,  I  have  drained  through  a  free  incision  in  the  loin. 

(3)  In  Class  3,  the  acute  perforating  variety,  ushered  in  by  sudden 
acute  pain  with  collapse,  quickened  pulse,  vomiting,  and  more  or  less 
abdominal  distention,  early  operation  offers  almost  the  only  chance. 
The  caecum  is  to  be  quickly  exposed,  the  leaking  appendix  removed, 
the    abdominal   cavity  as  far  as   possible   dried,   and   free   drainage 
provided  for :   from  the  caecal  region  with  a  large  india-rubber  tube  or 

*  Increased  experience  gradually  led  me  on  to  recognize  the  appendix 
>n  more  and  more  cases,  until  now  I  seldom  leave  it. 
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iodoform  gauze,  and  from  Douglas's  pouch  with  a  glass  drainage  tube 
introduced  through  a  separate  opening  made  above  the  pubes.  Of 
the  many  operations  performed  on  patients  in  this  condition,  only  one 
has  recovered,  and  in  that  case  operation  was  performed  thirty-four 
hours  after  the  seizure.  To  do  such  an  operation  late  only  adds  to 
the  suffering  and  hastens  the  end  ;  to  have  any  chance  of  success,  the 
case  must  be  caught  early. 

For  general  septic  peritonitis  arising  from  this  or  other  form  of 
perforation,  I  have  proposed,  and  when  opportunity  offers  mean  to 
carry  into  effect,  a  new  operation. 

This  consists  in  opening  the  abdomen  from  ensiform  cartilage 
to  pubes,  putting  the  patient  into  a  specially-constructed  hot  bath 
containing  normal  saline  solution,  and  then  drawing  the  intestinal 
coils  from  the  abdomen,  cleaning  the  cavity,  and  allowing  the  intes- 
tine to  float  free  in  the  bath,  in  which  the  patient  would  remain  for 
some  days.  By  this  means  I  hope  to  rescue  some  otherwise  hopeless 
cases.* 


POST-MORTEM    NOTES    ON    FIVE    CASES    OF    INTESTINAL 
OBSTRUCTION    DUE    TO    ABDOMINAL    TUBERCULOSIS. 

(Northumberland  and  Durham  Medical  Journal,  March,  1894,  p.  183.) 

During  the  past  six  months  I  have  had  the  opportunity  of  mak- 
ing post-mortem  examinations  of  the  five  cases  about  to  be  recorded  : 

CASE  1. — The  subject  was  a  boy,  9  years  of  age,  with  a  history  of  com- 
plete obstruction  of  three  weeks'  duration,  with  immense  abdominal  swell- 
ing and  faecal  vomiting.  The  obstruction  was  found  to  be  in  the  lower  part 
of  the  jejunum,  and  was  due  to  a  sharp  kink  in  the  bowel,  produced  by  a 
sudden  half-turn  of  the  intestine  on  its  mesentery,  where  it  was  glued  and 
enveloped  by  a  thick  layer  of  lymph.  The  stomach,  duodenum,  and  upper 
part  of  the  jejunum  were  so  distended  as  to  have  stretched  the  abdominal 
parietes  to  an  extraordinary  extent.  The  greater  part  of  the  small  intestine, 
that  portion  below  the  obstruction,  lay  in  the  pelvis,  and  was  not  larger  in 
cali ore  than  an  ordinary  sized  vermiform  appendix,  looking  more  like  the 
small  intestine  of  a  rabbit  than  of  a  human  being.  The  mesenteric  glands 
were  extensively  diseased,  and  in  all  stages  of  tuberculous  degeneration. 

REMARKS. — Though  the  obstruction  was  in  the  jejunum,  there 
were  faeculent  vomiting,  a  chronic  course,  and  enormous  distention,  all 
signs  that  have  been  described  as  pointing  to  obstruction  in  the  large 
intestine. 


*  This  and  similar  suggestions  were  the  result  of  seeing  cases  in 
late  and  hopeless  stages.  The  favourable  changes  in  prognosis  now  are 
almost  wholly  due  to  the  demand  for  earlier  operations. 


112  RUTHERFORD     MORISON 

CASE  2. A  woman,  24  years  of  age,  and  not  very  robust  health,  with 

a  history  of  previous  attacks  of  abdominal  pain,  though  never  very  severe. 
The  present  attack  commenced  eight  days  before  her  death,  with  diarrhoea 
and  vomiting,  attributed  to  an  indigestible  meal.  Faecal  vomiting  was 
present  during  the  last  six  days  of  life,  but  the  obstruction  was  never  com- 
plete, for  flatus  and  a  little  faeces  were  passed  daily. 

The  cause  of  obstruction  was  a  band,  about  the  thickness  of  a  crow 
quill.  It  sprang  from  the  middle  of  the  sigmoid  flexure,  and  was  clearly 
an  enlarged  and  elongated  epiploic  appendage.  From  its  origin  it  descended 
into  the  pelvis  on  the  left  side,  passed  under  the  mesentery  of  the  bulk 
of  the  small  intestines,  ascended  the  pelvis  on  the  right  side,  and  crossed 
over  the  mesentery  in  front,  to  become  attached  to  a  cicatricial  patch  of 
peritoneum  on  a  portion  of  small  intestine,  which  was  lying  fixed  close  to 
the  sigmoid  flexure,  where  the  cord  started.  The  cord  passed  over  the  end 
of  the  ileum  on  the  right  side,  and  the  constricted  portion  of  gut  under  the 
band  was  gangrenous.  The  jejunum,  three  feet  from  its  commencement, 
was  also  grooved  by  the  cord,  so  that  the  small  intestine  was  actively 
obstructed  (as  will  be  understood  if  the  condition  of  affairs  I  have 
attempted  to  describe  can  be  grasped)  in  two  places.  The  mesentery  of 
the  snared  loops  of  intestine  was  twisted  two  half  turns,  from  left  to  right.* 

There  were  old  omental  and  intestinal  adhesions,  some  recent  tubercles 
scattered  over  the  intestines,  and  cheesy  glands  in  the  mesentery. 

CASE  3. — A  man,  age  18,  with  a  history  of  frequent  attacks  of  abdominal 
pain.  Some  months  before  death  a  lump  was  discovered  in  the  right  iliac 
fossa,  and  diagnosed  as  perityphlitis. 

In  the  small  intestine,  within  a  foot  of  the  ileocaecal  valve,  there  were 
two  puckered  cicatrices,  which  diminished  the  calibre  of  the  gut  more  than 
one-half.  The  caecum  was  thickened  and  firm,  forming  a  tumour  about  the 
size  of  a  large  orange. 

The  thickening  extended  about  three  inches  up  the  ascending  colon. 
On  opening  the  large  intestine  the  caecum  was  seen  to  have  no  cavity  ;  its 
lumen  was  nearly  obliterated  by  firm  granulation  tissue.  The  ileocaecal 
valve  was  converted  into  a  rigid  ring,  which  admitted  with  difficulty  the 
tip  of  my  little  finger.  Ulceration  extended  into  the  ascending  colon.  There 
were  many  adhesions  at  different  parts  from  old  peritonitis.  The  mesenteric 
glands  were  tuberculous,  cheesy,  and  calcareous. f 

CASE  4. — A  man,  age  20,  who,  since  a  bad  abdominal  illness  a  year  ago, 
supposed  to  be  typhoid  fever,  had  had  several  attacks  of  intestinal 
obstruction.  The  last  and  the  worst  began  just  three  days  before  his  death. 

The  obstruction  was  due  to  a  volvulus  of  the  small  intestine,  which 
had  become  permanently  locked  by  adhesions.  There  were  old  as  well  as 
fresh  intestinal  adhesions,  miliary  tubercles  scattered  over  the  intestines, 
and  tuberculous  mesenteric  glands. 

CASE  5. — A  boy,  age  11,  but  not  larger  than  a  six  years  old  child, 
with  a  history  of  five  years'  chronic  intestinal  obstruction  and  enormous 
abdominal  distention. 


*7Y//.v  condition  I  now  describe  in  my  book,  "An  Introduction  to 
"  as  secondary  volvulus. 


v7V//'.s  rendition  is  now  described  as  hyperplastic  tuberculosis  of  the 
tint. 
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The  obstruction  -was  found  to  be  at  the  junction  of  the  ileum  and  the 
caecum.  The  caput  caeci  formed  a  firm  swelling,  due  to  thickening  of  its 
walls. 

The  lumen  of  it  was  nearly  obliterated,  and  the  whole  of  the  interior 
was  composed  of  dense  cicatricial  tissue.  The  ileocaecal  orifice  was  a  small 
ring-like  opening,  which  only  admitted  a  knitting  needle.  The  whole  of 
the  small  intestine  down  to  the  caecum  was  immensely  distended  and  hyp< T- 
trophied.  I  have  never  seen  or  read  of  any  intestine  like  if.  The  Avails  of 
the  canal  throughout  were  a  quarter  of  an  inch  thick,  and  the  circumference 
about  that  of  my  wrist.  Many  of  the  mesenteric  glands  presented  typical 
tuberculous  change.* 

REMARKS. — In  two  of  the  recorded  cases  (3  and  5)  it  will  be  noted 
that  tuberculous  disease  of  the  caecum,  causing  a  tumour,  w;is  present. 
and  this  has  to  be  borne  in  mind  when  considering  the  question  of 
diagnosis.  I  have  seen  now  several  cases  of  tuberculous  disease  of 
the  caecum  mistaken  for  the  much  more  common  condition,  appendi- 
citis. The  distinction  between  a  malignant  and  tuberculous  caecum 
is  even  more  difficult.  The  history  of  a  more  chronic  course,  a  more 
gradual  onset,  an  unsteady  temperature,  the  frequency  of  diarrhoea  as 
an  accompaniment,  with  the  appearance  of  the  patient,  should  help 
to  distinguish  tuberculous  cases  from  the  more  acute,  more  painful, 
more  rapidly  appearing  inflammatory  indication  of  the  ordinary 
appendix  cases  ;  whilst  the  age  of  the  patient  is,  perhaps,  the  most 
important  factor  in  the  diagnosis  of  malignancy. 


THE  USE  OF  THE  TAMPON  AND  TEMPORARY  SUTURE  IN 
ABDOMINAL  SURGERY. 

A  PAPER  READ  AT  THE  CLINICAL  SOCIETY. 
(Northumberland  and  Durham  Medical  Journal,  May,   1894,  p.  403.) 

The  most  common  causes  of  failure  in  abdominal,  as  in  general, 
surgery  are:  (1)  Sepsis;  (2)  Haemorrhage;  (3)  Shock. 

In  the  prevention  of  the  two  first  the  tampon  may  be  an  efficient 
aid,  and  it  is  without  a  doubt  the  most  valuable  addition  made  to  the 
resources  of  the  abdominal  surgeon  during  the  past  ten  years.  A 
septic  focus  in  the  abdominal  cavity  may  be  shut  off  from  the  general 
peritoneal  sac  by  a  gauze  tampon  skilfully  applied,  and,  in  some  cases, 
drainage,  more  satisfactory  than  that  secured  by  a  tube,  may  be 
thoroughly  effected.  Haemorrhage,  especially  from  a  raw  surface 
deep  in  the  pelvis,  which  has  resisted  other  measures,  can  be  saiVlv 
arrested  by  the  gauze  tampon. 

*This  is  a  second  case  of  so-called  hyperplastic  tubercle  of  the 
caecum,  described  many  years  before  it  was  common  property. 

A8 
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My  object  in  bringing  this  subject  forward  for  discussion  is  to 
suggest  an  extended  use  of  the  tampon,  which  is,  I  think,  as  yet  not 
sufficiently  appreciated.  As  I  believe  any  of  the  abdominal  viscera 
may  be  made  practically  extra-peritoneal  by  this  means,  the  import- 
ance of  it  will  be  realized.  Experience  has  taught  me  that  a  piece 
of  damaged  intestine,  a  diseased  appendix,  a  leaking  gall-bladder  or 
bile-duct,  and  a  suppurating  kidney  stump  are  not  dangerous  if  shut 
off  from  the  general  peritoneum  by  sufficient  gauze  packing. 

To  remove  a  large  quantity  of  gauze  through  a  small  opening  is 
always  painful  and  frequently  difficult,  hence  the  use  of  the  temporary 
suture.  My  method  of  proceeding  in  a  case  requiring  the  use  of  a 
quantity  of  gauze  is  as  follows  :  The  ends  of  the  strips  of  gauze  form- 
ing the  tampon  are  brought  up  to  and  through  the  wound,  and  the 
full  number  of  sutures  required  to  secure  perfect  apposition  are  intro- 
duced, taking  all  the  layers  of  the  abdominal  wall  in  one  bite.  If 
the  sutures  are  of  silk,  they  are  roughly  tied  over  the  gauze  in  a  bow 
knot ;  if  of  fishing-gut,  a  double  twist  is  given  to  the  first  half  of  the 
knot  which  holds  it  sufficiently  firm  without  tying  the  second  half, 
and  the  suture  can  easily  at  any  time  be  untied.  Before  taking  out 
the  gauze  the  sutures  are  undone,  and  the  precaution  should  be  then 
taken  of  securing  all  their  ends  in  clip  forceps,  otherwise  one  or  several 
of  the  threads  may  accidentally  be  withdrawn  by  a  loop  sticking  to 
the  gauze  ;  the  edges  of  the  wound  are  separated,  the  gauze  with- 
drawn, the  condition  of  the  parts  inspected,  and  if  necessary,  fresh 
gauze  introduced,  or  the  packing  replaced  by  a  drainage  tube.  In 
many  cases  the  whole  wound  can  be  closed  at  the  first  dressing,  forty- 
eight  hours  after  the  operation,  by  permanently  tying  the  sutures 
after  cleansing  and  drying  the  wound,  when  healing  will  be  as  satis- 
factory as  in  an  ordinary  abdominal  section.  With  gentleness  and 
system  this  dressing  may  be  done  without  much  pain,  and  no  anaes- 
thetic is  necessary. 

The  most  serious  cases  by  far  in  abdominal  surgery  are  those  in 
which  pus  may  be  introduced  into  the  general  peritoneal  cavity,  for 
though  the  peritoneum  will  deal  successfully  with  a  considerable 
quantity  of  ordinary  dirt,  I  have  seen  the  introduction  of  even  a  small 
quantity  of  pus  produce  disastrous  results. 

A  suppurating  ovarian  tumour  is  the  most  unfavourable  case  for 
ovariotomy,  and  no  operator  who  is  unfortunate  enough  to  meet 
with  and  attack  a  number  of  such  cases  will  be  able  to  boast  of  his 
percentage  of  success. 

The  most  important  matter  is  to  avoid  general  septic  perito- 
nitis, and  to  attain  this  the  chief  function  of  the  surgeon  is  to  keep 
the  general  peritoneal  cavity  clean  for  the  first  forty-eight  hours. 

A   localized    peritonitis    and    contamination    of   the    wound    are 
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second-rate  matters  compared  with  this,  although  it  should  not  be 
forgotten  that,  in  addition  to  the  ordinary  disadvantages  of  an  un- 
healthy wound,  the  special  one  of  ventral  hernia  is  likely  to  follow 
suppuration.  Sponge  packing  during  the  operation  is  the  most  use- 
ful means  of  insuring  localization  and  limitation  of  unavoidable 
peritonitis. 

The  following  case  illustrates  most  of  the  points  I  have  mentioned  : 

Miss  A.,  age  21  years,  of  Wolsingham,  was  sent  to  me  by  Dr.  Devey, 
and  gave  the  following  history  :  In  the  beginning  of  July,  1891,  she  noticed 
a  pain  in  her  bowels  and  back,  and  was  sick  and  purged.  At  the  end  of  the 
month  she  consulted  Dr.  Devey,  who  found  on  the  left  side  of  the  bowels, 
low  down,  a  hard  elongated  tumour,  like  a  penny  sponge  cake,  which  he 
took  in  his  hand  and  moved  about.  He  was  astonished  she  had  not  dis- 
covered the  tumour  herself,  for  it  was  so  easily  found  and  plainly  felt.  For 
the  next  two  months  she  was  confined  to  bed  with  the  pain,  which  was  so 
bad  that  an  opiate  was  given  to  her  every  night  to  procure  sleep. 

The  swelling  increased  in  size,  though  she  became  able  to  move  about 
and  get  up  a  little  all  the  time,  having  an  opiate  at  bedtime. 

About  the  middle  of  September  she  had  painful,  frequent,  and  difficult 
micturition,  and  was  only  able  to  pass  water  when  lying  down.  On  one 
occasion  at  this  time  an  instrument  had  to  be  passed  to  empty  the  bladder. 

On  the  26th  of  October  her  uneasiness  had  increased,  and  after  a  bad 
night  she  was  awakened  between  6  and  9  in  the  morning  with  an  urgent 
desire  to  have  a  stool.  On  using  the  chamber,  it  was  quickly  half  full  with 
a  most  offensive  fluid,  which  was  not  examined,  but  was  at  once  thrown 
out.  During  the  course  of  the  morning  the  same  thing  was  repeated  three 
times,  and  in  all  she  thinks  one  and  a  half  chamber-potfuls  of  the  same 
offensive  fluid  were  got  rid  of.  The  tumour  disappeared  after  this,  and  the 
pain  abated,  though  she  continued  ill  and  unable  to  get  about.  Up  to  the 
present  time  a  pain  low  down  in  the  bowels  has  been  complained  of  when 
she  walked. 

She  had  had  no  leucorrhoeal  discharge,  but  ever  since  the  looseness 
began  there  had  been  a  continuous  though  slight  vaginal  haemorrhage. 
She  had  lost  about  3  st.  in  weight 

Present  Condition,  Nov.  5,  1891. — The  patient  was  a  thin,  slightly 
deaf,  sallow-complexioned  girl,  who  looked  weak  and  ill.  Her  tongue  was 
furred  ;  appetite  fair,  though  she  vomited  frequently.  Bowels  constipated. 
The  nurse  had  observed  foetid  pus  with  every  evacuation. 

She  had  a  cough,  but  her  heart  and  lungs  were  healthy. 

Pulse  varied  from  90  to  110;  temperature — morning,  99-4°;  evening, 
103-2°. 

Local. — Nothing  was  discoverable  in  the  abdomen.  Per  vaginam 
bimanually,  the  uterus  was  felt  in  front  of  tumour,  which  filled  Douglas's 
pouch.  The  tumour  was  flaccid  and  ill-defined  ;  had  firm  nodules  in  con- 
nection with  it,  and  was  closely  adherent  to  the  uterus  and  surrounding 
parts. 

Operation.— On  November  10,  1891  the  abdomen  was  opened  in  linea 
alba  by  an  incision  extending  from  the  umbilicus  to  the  pubis,  and  sponges 
were  packed  in  all  round  over  the  intestines.  The  pelvic  contents  were  so 
matted  that  nothing  could  be  recognized. 

On  separating  the  matted  intestines,  a  hole  about  the  size  of  a  three- 
penny piece  was  found  in  the  sigmoid  flexure,  which  was  connected  with 
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a  pus  sac  in  the  tumour.  The  mass  in  the  pelvis  was  separated  by  breaking 
down  the  adhesions,  and  drawn  forward.  It  was  a  suppurating,  stinking, 
and  nearly  empty  ovarian  cyst.  The  pedicle  was  ligatured,  the  mass  removed, 
and  the  pelvis  packed  with  sponges  wrung  out  of  1-1000  corrosive  lotion. 
The  hole  in  the  sigmoid  was  now  stitched,  first  with  Lembert's  sutures,  then 
with  a  continuous  suture,  and  over  all  a  separated  omental  graft  was  laid  and 
retained  by  sutures.  The  exposed  intestine  was  cleaned  as  thoroughly  as 
possible,  the  sponges  removed  from  the  abdomen  and  pelvis,  and  the  pelvic 
cavity  cleansed  and  dried  by  careful  sponging. 

Some  powdered  iodoform  was  dusted  into  the  pelvis,  and  a  large  glass 
drainage  tube  introduced  to  the  bottom  of  it,  and  all  round  the  tube  was 
packed  with  corrosive  gauze. 

Of  the  sutures  used  for  closing  the  abdominal  wound  the  lowest  five 
were  left  tied  only  in  the  first  tie  of  the  surgeon's  knot  over  the  projecting 
gauze.  The  operation  took  one  and  a  half  hours. 

After -progress,  Nov.  10. — Tube  dressed  at  2,  4,  6,  and  8.30.  Some 
blood-stained,  watery  fluid,  about  2  drachms,  at  each  dressing.  Fre- 
quently retching  and  sick.  At  9.40  p.m. — Head  not  quite  warm  yet  ; 
sweating  freely  ;  pulse  120  ;  temp.  100°. 

Nov.  11,  9  a.m. — Slept  only  a  few  minutes  now  and  then  ;  constantly 
sick.  Temperature  varied  during  the  night  from  99-6°  to  102°.  Very  little 
fluid  from  the  tube  or  into  the  dressings.  Her  appearance  was  fairly  good. 
During  the  day  she  passed  urine  and  flatus.  11  p.m. — Pulse  120,  temp.  100°. 

Nov.  12,  a.m. — Slept  all  night  except  when  drinking  or  vomiting. 
Retained  half  a  cup  of  tea  this  morning.  Pulse  120,  temp.  99-6°. 

The  gauze  packing  was  removed  this  morning,  for  the  discharge  had 
become  foetid.  This  was  done  by  untying  the  lower  sutures  and  syringing 
the  tube  with  boracic  lotion.  After  cleansing,  drying,  and  dusting  with 
iodoform,  the  sutures  were  drawn  tight  and  permanently  tied. 

During  the  day  the  cavity  was  frequently  washed  out  through  the  tube 
with  boracic  lotion,  on  account  of  the  fcetor  of  the  discharge.  Evening, 
temp.  99-8°. 

Nov.  13,  9  a.m. — Had  had  a  better  night,  not  so  sick.  Stomach 
retained  some  thin  gruel.  Pulse  115,  temp.  99-8°.  Tube  washed  out  every 
four  hours.  Evening,  bad  griping  pain  in  bowels  ;  sick.  Temp.  102-2°. 

Nov.  14,  a.m. — Fair  night.  Temp.  100-8°,  pulse  120.  Evening,  very 
bad,  griping  pain  in  bowels  ;  much  vomiting  frequently.  Abdomen 
swollen,  tender,  and  tympanitic.  Discharge  from  tube  very  foetid.  Syringed 
out  every  four  hours.  8.20  p.m. — Bowels  moved  naturally  and  freely. 
Temp.  100-2°.  12.15  p.m.— Bowels  moved  again.  Temp.  99-8°. 

Nov.  15,  a.m. — Slept  freely.  Frequently  sick  during  the  night  and 
badly  griped  at  times.  Bowels  moved  three  times  during  the  day,  once  at 
2,  copiously.  Tube  still  washed  out,  for  the  discharge  was  purulent  and  foetid. 

From  this  date  there  was  a  steady  improvement  in  her  condition,  though 
the  wound  suppurated  and  healed  badly. 

On  December  23,  1891,  she  went  home  with  a  sinus. 

Subsequent  History. — The  sinus  healed  a  month  later.  On  January 
31, 1893,  she  was  confined  of  a  healthy  baby  at  full  term.  During  her  preg- 
nancy she  had  no  trouble  or  illness. 

Early  in  1894  she  come  to  see  me  with  a  view  to  having  a  ventral  hernia 
at  the  site  of  the  scar  cured  by  operation,  for  which  I  operated  on  April  17, 
discharging  her  healed  April  28,  1894.* 

*  She  had  several  healthy  children  after  this. 
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The  next  two  cases  have  been  previously  published,  and  refer, 
as  will  be  seen,  to  early  experiences.  My  object  in  quoting  them 
now  is  to  claim  for  Dr.  Murphy  and  myself  that  we  were  the  first 
surgeons,  so  far  as  I  know,  to  use  the  tampon  in  abdominal  surgery. 

Mrs.  C.,  had  first  and  only  child  eighteen  years  ago. 

Aug.  4,  1885,  menstruated  for  last  time.  Oct.  12  (two  months 
later),  suddenly  seized,  whilst  working,  with  severe  pain  in  bowels  and 
faintness.  Had  to  be  put  to  bed. 

Nov.  2. — I  saw  her  in  consultation,  and  diagnosed  pelvic  hoematocele 
of  considerable  size.  The  patient  stayed  in  bed,  and  by  middle  of  December 
blood  had  been  absorbed,  and  there  was  an  elastic,  rounded,  tender  tumour 
occupying  the  pelvis,  chiefly  on  the  left  side,  pushing  the  enlarged  uterus 
to  the  right.  She  had  now  morning  sickness,  enlarged  mammae  with  areola 
and  colostrum  in  the  breasts.  Ectopic  gestation  diagnosed. 

Jan.  25. — Foetal  heart  heard  for  first  time.  Placental  souffle  was  loudest 
in  the  middle  line  and  towards  right  of  it. 

Feb.  2. — Foetal  heart  heard  for  last  time.  From  this  time  the  patient 
grew  worse.  Most  days  she  had  been  able  to  sit  up  foi  an  hour  or  two, 
and  though  she  had  severe  pains  all  along,  they  were  bearable.  Now  the 
pains  were  continuous,  sickness,  with  vomiting,  elevation  of  temperature, 
and  loss  of  rest,  reduced  her  to  a  wretched  condition,  and  operation  was 
decided  upon. 

Feb.  9,  1886. — Operation. — The  placenta  lay  in  front  of  the  sac,  and, 
though  it  was  recognized  both  by  its  appearance  and  feel,  there  was 
no  other  way  of  getting  into  the  sac  than  through  it.  The  incision  was 
followed  by  an  enormous  gush  of  blood,  only  arrested  after  the  removal  of 
the  foetus  by  sponge  packing.  Though  the  operation  was  satisfactorily 
completed,  the  patient  never  fairly  recovered,  and  died  nine  hours  after- 
wards. 

Mrs.  J.,  age  28,  mother  of  five  children,  oldest  12,  youngest  3,  was 
first  seen  by  me  on  December  4,  1887. 

History. — Two  years  ago  she  had  an  attack  of  inflammation  in  the 
lower  part  of  the  bowels,  which  her  medical  adviser  said  was  brought  on  by 
a  cold  caught  during  a  menstrual  period.  This  illness  confined  her  to  bed 
for  nearly  three  months.  She  then  menstruated  normally,  but  her  next 
period  was  missed,  and  she  has  not  felt  right  since. 

Dec.  6. — She  complained  of  periodic  attacks  of  pain  in  the  lower 
part  of  the  bowels,  so  severe  as  to  oblige  her  to  lie  on  the  sofa  or  remain  in 
bed. 

Dec.  13. — She  had  considerable  haemorrhagic  discharge  from  the  vagina, 
and  this,  together  with  the  severe  periodic  pain  and  the  probability  of 
pregnancy,  made  me  suspect  that  she  was  going  to  abort.  She  objected 
to  a  vaginal  examination,  so  that  it  was  not  possible  to  form  an  accurate 
opinion.  Discharge  continued  more  or  less  every  day  ;  the  pains  got  worse  ; 
her  general  health  began  to  fail  from  sickness,  loss  of  appetite,  and  pain. 
It  was  not,  however,  until  December  24  that  she  would  allow  any  examina- 
tion to  be  made  ;  and  then,  though  I  found  something  was  wrong,  and 
had  a  suspicion  what  it  might  be,  I  could  form  no  definite  opinion  because 
of  her  struggles  and  complaints. 

On  December  28,  with  the  consent  and  assistance  of  her  friends,  I 
succeeded  in  getting  her  to  take  chloroform,  and  found,  on  making  an 
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examination  per  vaginam,  that  the  uterus  was  enlarged,  and  cervix  soft, 
feeling  like  a  pregnant  one.  Behind  the  uterus  was  a  tumour,  which  I  had 
previously  discovered  to  be  very  tender  on  pressure.  The  tumour  was 
rounded  and  elastic,  feeling  as  if  it  contained  fluid.  In  front  of  it  lay  the 
uterus,  the  outlines  of  which  could  be  mapped  out,  distinct  from,  but  closely 
connected  with,  the  swelling,  which  reached  midway  between  the  umbilicus 
and  pubis.  The  breasts  contained  colostrum,  and  there  was  a  well-marked 
areola  round  the  nipple.  After  the  chloroform  she  was  very  ill  with  pain 
in  the  precordial  region  and  shortness  of  breath.  Nothing  could  be  found 
to  account  for  this,  but  she  said  she  was  dying.  For  the  last  week  her 
temperature  had  been  variable — about  100°  in  the  morning  and  101°  at 
night. 

Dec.  29. — Dr.  Murphy,  of  Sunderland,  saw  her  with  me  in  consul- 
tation. He  made  a  further  examination,  under  chloroform,  and  passed 
a  uterine  probe.  His  opinion  confirmed  that  of  my  brother,  who  was 
associated  throughout  with  me  in  the  case,  and  myself,  that  there  was  an 
extra-uterine  pregnancy. 

The  patient,  however,  was  so  ill,  we  all  agreed  that  to  operate  would 
kill  her,  and  a  decision  was  arrived  at  to  wait  for  a  few  days,  and  see  if  any 
improvement  in  her  general  condition  could  be  brought  about. 

She  improved  after  this,  and  the  operation  was  performed  on  January 
2,  Dr.  Murphy  present  and  assisting. 

The  abdomen  was  opened  under  the  spray,  in  the  middle  line.  The 
tumour  was  found  to  be  covered  in  front  by  adhering  omentum.  It  was 
adherent  to  the  parietes  below  for  the  lower  half.  On  dividing  the  omentum, 
it  was  found  to  be  free  above.  Since  our  previous  examination  the  tumour 
had  increased  in  size  and  was  now  level  with  the  umbilicus.  On  introducing 
my  hand  into  the  abdominal  cavity,  I  found  the  cyst  closely  adherent  in 
Douglas's  pouch  and  round  the  pelvic  brim,  making  it  improbable,  even 
not  taking  into  consideration  its  size,  that  I  could  get  the  whole  cyst  out. 
Accordingly,  after  packing  the  abdominal  cavity  with  sponges,  I  incised  the 
front  wall  of  the  tumour.  Terrific  haemorrhage  followed,  which  I  arrested 
by  packing  the  incision  in  the  tumour  with  a  sponge.  The  credit  of  this 
suggestion  belongs  to  Dr.  Murphy,  and  to  it  the  patient  undoubtedly  owes 
her  life.  The  sponge  was  left,  and  the  sac  round  it  carefully  sutured  to  the 
parietes,  leaving  exposed  part  of  the  sponge  wholly  outside  of  the  abdominal 
cavity.  The  operation  was  concluded  by  suturing  the  remainder  of  the 
parietal  wound,  a  drainage  tube  being  left  to  drain  the  peritoneal  cavity. 
The  patient  was  put  to  bed  apparently  little  the  worse  for  the  operation. 

8  p.m. — Wound  dressed  on  account  of  slight  oozing. 

Jan.  3. — Patient  had  a  fairly  good  night ;  no  sickness  ;  pain  less  since 
operation  ;  wound  dressed  under  spray.  The  sponge  left  in  at  the  time 
of  operation  was  removed,  but  free  bleeding  commenced.  The  cavity  where 
the  sponge  had  lain  was  plugged  with  gauze,  and  the  bleeding  stopped. 

Jan.  4. — Good  night  with  a  draught ;  drainage  tube  removed  ;  dressed. 

Jan.  5. — Patient  complained  of  a  good  deal  of  pain  in  abdomen  ;  bowels 
swollen  ;  no  evacaution  since  operation  ;  7£  gr.  of  calomel  and  enema 
operated  satisfactorily. 

Jan.  6. — Plug  of  gauze  removed  and  renewed  ;  no  sign  of  bleeding  ;  very 
little  discharge. 

Jan.  7  —Temperature  101-8°  ;    feels  well  however. 

Jan.  9. — Dressed.  On  removing  gauze  and  introducing  finger,  the 
cyst  could  be  distinctly  felt  fluctuating  underneath. 

Jan.  10.— 102-8°. 
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Jan.  11. — A  hypodermic  needle  pushed  into  sac  withdrew  fluid.  A 
director  was  passed  along  the  needle,  and  along  the  groove  in  the  director 
a  pair  of  dressing  forceps  was  pushed,  opened,  and  withdrawn.  About  a 
pint  of  blood-stained  fluid,  containing  purulent  flocculi  and  smelling  of 
liquor  amnii,  escaped,  but  no  fcetus.  The  cavity  \v;is  stuffed  with  gauze.* 

Jan.  12. — Temperature  100-8°  ;  felt  well  and  comfortable  ;  dressed  ; 
gauze  plugs  removed  ;  two  large  rubber  drainage  tubes  inserted.  All  went 
well  till — 

Jan.  25. — In  trying  to  remove  a  portion  of  sloughing-looking  placenta, 
free  haemorrhage  occurred.  The  patient  was  put  under  chloroform  once 
more,  and  the  whole  sac  explored  and  cleared  of  placental  and  other 
debris.  On  searching  this  a  perfect  fcetus  of  two  and  a  half  or  three  months 
was  discovered,  and  is  now  in  my  possession  preserved  in  spirit. 

The  patient  was  soon  able  to  get  about,  and  felt  well,  but  a  small  sinus 
continued  unhealed  for  nearly  three  months.  She  is  now  entirely  recovered. 


FROM    A    DISCUSSION    ON    THE    OPERATIVE    TREATMENT 

OF  PERFORATIVE  ULCER  OF  THE  STOMACH  AND 

INTESTINES. 

(The  British  Medical  Journal,  October,  1894,  p.  864.) 

Mr.  Morison  related  a  case  in  which  he  helped  Dr.  Aitchison,  of  New- 
castle, to  operate  on  an  ulcer  of  the  stomach  which  had  perforated.  The 
operation  was  done  early  (two  hours  after  perforation),  and  unless  the  con- 
dition of  the  patient  was  evidently  hopeless,  it  could  scarcely,  he  thought, 
be  done  too  early,  for  peritonitis  was  what  was  dreaded,  and  a  few  hours' 
delay  might  give  that  time  to  develop.  Collapse  was  relieved  by  the 
administration  of  an  anaesthetic  and  flushing  the  peritoneum,  in  addition  to 
the  ordinary  measures  used  for  shock.  The  ulcer  in  this  case  was  found 
with  a  little  difficulty  on  the  posterior  wall  of  the  stomach  by  tearing  through 
the  thin  gastrohepatic  .omentum,  and  inverting  the  stomach  through  the 
hole  made  in  this.  It  was  important  to  stick  to  an  ulcer  when  it  was  once 
seen,  for  in  one  case  he  had  seen  an  ulcer  near  the  cardiac  end  found,  then 
lost,  and  only  again  found  post  mortem.  The  ulcer  in  Dr.  Aitchison's 
case  was  sutured  without  paring  the  edges.  The  additional  time  required, 
the  danger  of  bleeding,  and  the  small  apparent  gain  from  this  would  seem, 
as  Mr.  Gould  had  suggested,  to  make  it  unnecessary.  The  flushing  was  done 
effectually  by  a  long  flushing  tube  passed  up  towards  the  diaphragm,  and  a 
large  tube,  2  inches  in  diameter,  inserted  above  the  pubes  by  a  separate 
opening.  This  patient  died  on  the  ninth  day  of  peritonitis  limited  to  the 
pelvis.  The  ulcer  was  watertight. 

*  In  Philadelphia,  during  the  summer  0/1914,  twenty  years  later,  I 
saw  this  method  used  in  several  cases  by  Dr.  John  B.  Deaver.  He 
covered  the  gauze  tampon  with  india-rubber  sheeting  to  prevent  contact 
of  it  with  the  intestine,  and  this  is  a  great  improvement. 
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TWO  SPECIMENS  FROM  CASES  OF  EXTRA-UTERINE 
PREGNANCY    RECENTLY    OPERATED    ON. 

(Northumberland  and  Durham  Medical  Society's  Journal: 
Reported  in  1894,   p.  11.) 

CASE  1.— Mrs.  E.,  age  31,  sent  by  Dr.  Smith,  of  Ryton,  presents  fea- 
tures of  sufficient  importance  to  make  a  detailed  report  of  interest. 

History. At  the  beginning  of  June  this  year  (1894)  she  menstruated 

normally.  The  next  period  was  missed,  and  she  thought  that  she  was 
pregnant,  as  she  was  sick  in  the  mornings.  A  month  after  the  missed  period 
she  became  '  unwell,'  and  the  discharge  lasted  for  a  week,  and  was  clotted. 
Immediately  following  this  she  had  a  violent  attack  of  abdominal  pain, 
like  the  pain  of  labour,  and  she  felt  faint,  and  sweated.  This  attack 
lasted  for  an  hour.  A  week  later  a  more  violent  seizure  of  the  same  sort 
occurred.  It  made  her  sick,  she  vomited  continuously  for  six  hours,  was 
faint  and  sweating  ;  and  she  had  remained  in  bed  since. 

She  had  had  two  children — the  last  two  years  and  eight  months  ago. 
The  labour  with  each  was  easy,  recovery  good,  and  she  had  had  no  womb 
trouble  that  she  knew  of. 

Present  Condition. — The  patient  was  a  cheerful-looking  woman,  thin  and 
pale.  Temperature  and  pulse  normal. 

Abdomen. — On  palpation  an  ill-defined  tender  mass  could  be  felt  in  the 
right  iliac  fossa  above  Poupart's  ligament. 

Per  Vaginam. — In  the  right  lateral  fornix  a  cystic  tender  swelling  could 
be  felt,  which  was  part  of  the  mass  found  in  the  iliac  fossa.  The  enlarged 
uterine  artery  ran  over  the  mass,  and  was  distinctly  felt  pulsating  from  the 
vagina.  The  uterus  was  enlarged  and  tender,  and  distinct  from  the  swelling. 

Operation  (Aug  20,  1894). — On  opening  the  abdomen  a  quantity  of  free 
blood  escaped  from  the  general  peritoneal  cavity.  The  mass  to  the  right  of 
the  uterus  was  drawn  forward,  and  during  its  extraction  burst,  allowing 
of  the  escape  of  a  three  months'  foetus,  together  with  a  quantity  of  old  partly 
discoloured  blood-clots.  The  pedicle  was  ligatured  and  the  mass  cut  away. 
A  quantity  of  clots  and  fresh  blood  was  then  scooped  out  of  the  pelvis.  The 
Fallopian  tube  on  the  left  side  was  found  to  be  distended  with  blood,  and  it, 
with  the  corresponding  ovary,  was  also  removed.  The  abdominal  cavity 
was  then  as  far  as  possible  cleared  of  blood  which  had  run  upwards  under 
the  liver  and  into  both  flanks,  and  the  abdomen  closed.  It  was  evident 
that  rupture  into  the  general  peritoneal  cavity  had  occurred  within  the 
few  preceding  hours,  possibly  in  consequence  of  the  scrubbing  and  cleaning 
preparatory  to  operation,  and  that  in  a  few  more  hours  her  condition  would 
have  been  hopeless. 

After-progress. — For  the  first  three  days  her  condition  was  critical, 
after  which  she  made  a  straightforward  recovery. 

The  specimen  showed  a  ruptured  amniotic  sac,  in  the  interior  of  which 
the  foetus  lay.  Outside  of  this  was  a  large  placenta  with  the  umbilical  cord. 
The  foetus  was  6  in.  long,  and  a  male. 

The  history,  as  far  as  I  can  interpret  it,  means  this — a  pregnancy  in 
the  tube,  which  ruptured  at  the  end  of  the  second  month  into  the  broad 
ligament  and  set  up  a  local  peritonitis,  gluing  the  intestines  in  the  neigh- 
bourhood to  the  broad  ligament.  A  week  later  a  second  rupture  occurred, 
this  time  of  the  broad  ligament,  and  blood  escaped  into  the  pelvis,  being 
limited  by  the  adhesions  which  had  formed.  A  few  hours  previous  to 
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operation  the  adhesions  gave  way  owing  to  fresh  hiemorrhage,  and  blood 
escaped  freely  into  the  general  peritoneal  cavity. 

CASE  2. — Mrs.  M.,  sent  by  Dr.  Craig,  of  Heaton.  The  history  and 
physical  signs  in  this  case  are  so  similar  to  the  one  just  related  that  I  will 
not  take  up  time  by  relating  them.  There  was  no  free  blood  in  the 
peritoneum. 

The  specimen  shown  is  the  mass  that  was  removed.  It  consists  chiefly 
of  a  large  rounded  dark-coloured  clot,  in  the  centre  of  which  is  a  small  cavity, 
but  no  foetus.  The  ruptured  Fallopian  tube,  the  ovary,  and  a  portion  of 
the  broad  ligament  are  also  seen.  The  specimen  has  been  examined  micro- 
scopically and  chorionic  villi  discovered,  so  that  no  doubt  remains  as  to 
its  nature.  It  is  an  example  of  ruptured  extra-uterine  pregnancy  in  which 
the  foetus  has  perished. 

In  both  of  these  cases  a  correct  diagnosis  had  been  made  by 
Dr.  Smith  and  Dr.  Craig  before  I  saw  them,  and  I  believe  that  if  the 
possibility  of  extra-uterine  pregnancy  was  more  often  borne  in  mind 
by  practitioners,  that  their  patients  would  benefit  by  the  suspicion, 
for  I  have  seen  several  cases  in  which  life  was  lost  by  delay  in  the 
diagnosis  and  treatment. 

The  importance  of  diagnosis  must  be  my  excuse  for  mentioning 
what  I  regard  as  the  chief  points.  Pregnancy  is  suspected  because  a 
menstrual  period  has  been  missed.  In  the  majority  of  cases  some 
time  has  elapsed  since  the  birth  of  the  last  child,  and  perhaps  the 
sterility  has  been  due  to  some  pelvic  disease.  Curiously  enough,  in 
neither  of  these  cases  was  this  history  given,  but  it  has  been  an  excep- 
tional experience  to  me.  Some  time  before  the  third  month  pain, 
with  more  or  less  collapse,  and  a  bloody  discharge,  give  warning  that 
all  is  not  right,  and  the  patient  may  die  in  a  few  hours  with  all  the 
symptoms  and  signs  of  internal  haemorrhage,  if  the  rupture  has 
occurred  into  the  peritoneal  cavity.  If,  however — and  this  is  the 
more  frequent  course — the  rupture  occurs  into  the  broad  ligament,* 
the  bleeding  ceases  after  a  time,  and  the  alarming  symptoms  disap- 
pear. A  tender  tumour  is  now  discovered  on  one  or  other  side  of  the 
uterus.  Dr.  Drummond  saw  the  first  case  related  with  me,  and 
observed  that  the  artery  pulsating  over  the  mass,  and  felt  from  the 
vagina,  was  very  suggestive  of  pregnancy.  I  had  made  the  same 
observation,  and  am  impressed  with  the  importance  of  it,  for  I  believe 
it  can  only  be  found  in  cases  of  pregnancy  or  in  fibroid  tumours  of  the 
uterus. 

*  This  is  not  correct  pathology.  Rupture  INTO  the  broad  ligament 
is  now  known  to  be  rare,  and  tubal  abortion  without  rupture  of  the  tube 
common.  The  broad  ligament  covers  up  or  limits  the  hcematocele.  The 
most  acute  cases  are  caused  by  rupture  of  the  tube,  generally  (it  its  uterine 
end,  into  the  peritoneal  Cavity. 
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The  history  of  a  sudden,  severe,  and  alarming  attack  of  pelvic 
and  abdominal  pain,  occurring  in  a  woman  who  has  missed  a  men- 
strual period,  ought  to  raise  a  strong  suspicion  of  extra-uterine  preg- 
nancy, and  the  presence  of  a  pelvic  tumour  near  the  uterus  should 
convert  the  suspicion  into  a  diagnosis. 

Having  made  a  diagnosis  of  extra-uterine  pregnancy,  is  it  neces- 
sary in  every  case  to  operate  ?  I  used  to  think  so,  but  a  larger  ex- 
perience has  convinced  me  that  patients  do  get  well  without  an 
operation,  and  I  now  think  that  extra-uterine  pregnancies  ruptured 
into  the  broad  ligament  may  be  divided  into  one  of  three  classes. 

Class  1. — The  Fallopian  tube  pregnancy  ruptures  into  the  broad 
ligament  and  forms  a  hsematocele  ;  foetus  and  placenta  die  ;  no  more 
bleeding  takes  place  ;  the  mass,  together  with  foetus  and  placenta  is 
absorbed,  and  the  patient  gets  well  without  operation.  After  the 
first  painful  seizure  there  is  no  further  attack  if  this  is  the  class  to 
which  the  case  belongs. 

Class  2. — The  Fallopian  tube  pregnancy  ruptures  into  the  broad 
ligament  and  forms  a  hsematocele.  The  foetus  perishes,  but  the 
placenta  survives  and  continues  to  grow.  This  class  urgently  calls 
for  operation,  as  repeated  haemorrhages  are  likely  to  occur.  My 
second  specimen  is  an  example  of  this  variety. 

Class  3. — The  Fallopian  tube  pregnancy  ruptures  into  the  broad 
ligament  and  forms  a  haematocele ;  both  foetus  and  placenta  sur- 
vive and  continue  to  grow.  This  class  urgently  demands  operation, 
for  the  risks  of  delay  are  great.  My  first  specimen  illustrates  these 
conditions  well. 

The  placenta  is,  as  will  be  seen,  the  important  element  in  extra- 
uterine  pregnancy. 


NOTES    OF   ABDOMINAL   AND   PELVIC   CASES. 

REPORTED    BY    M.    MACGREGOR    RATTRAY,    M.B.,    C.M.Edin., 
WITH  REMARKS  BY  MR.  MORISON. 

(Edinburgh   Medical   Journal,    December,    1894,    and   January,    1895.) 

A  visit  to  Newcastle  in  the  spring  of  this  year  enabled  me  to  avail 
myself  of  Mr.  Morison's  kind  offer  to  witness  his  operations. 

The  abdominal  and  pelvic  cases  appear  to  me  to  be  of  such  interest 
and  variety  as  to  be  worthy  of  a  place  in  the  Edinburgh  Medical 
Journal.  For  many  of  the  details  I  am  indebted  to  Mr.  Morison's 
notes,  which  he  has  placed  at  my  disposal. 

From  February  7  to  March  15  there  were  in  all  twelve  opera- 
tions, viz.  :  Five  ovariotomies  ;  one  nephrectomy  ;  one  amputation 
of  appendix  vermiformis  for  acute  appendicitis  with  peritonitis ; 
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one  amputation  of  a  fibro-cvstie  iumoiir  of  the  uterus:  one  vaginal 
hysterectomy  for  cancer  of  the  cervix  :  one  lateral  lithotomy  1'or 
vesical  calculus;  one  operation  Tor  si  mutilated  femoral  hernia,  with 
radical  cure;  one  operation  for  ectopic  gestation.  Of  the  twelve 
patients,  one  died, — a  case  of  gangrenous  and  suppurating  ovarian 
cyst;  eleven  recovered.  The  cases  of  femoral  h< -rnia  and  ectopic 
gestation  I  was  not  fortunate  enough  to  see,  and  consequently  will 
not  mention  further. 

CASE  1. — Dermoid  tumour  of  ovary,  size  of  cocoa-nut,  adherent 
in  pelv is — Ovariotomy — Recovered. 

Mrs.  H.,  patient  of  Dr.  Smallman  Robinson,  age  24.  Complains  of 
pain  in  lower  part  of  bowels. 

History. — For  many  years  this  patient  has  had  the  same  pain 
occasionally,  but  latterly  its  occurrence  has  been  more  frequent.  It  has 
never  laid  her  up,  however,  and  so  far  as  she  knows  is  not  increased  by  any- 
thing. Her  previous  health  has  always  been  good,  and  she  has  never  had 
any  bad  illness. 

The  only  special  point  in  the  family  history  is  that  her  mother  died  at 
the  age  of  30  from  some  supposed  intestinal  trouble. 

Present  Condition  (Jan.  29,  1894). — A  healthy,  cheerful-looking  person  ; 
brown  eyes  and  hair  ;  tongue  slightly  furred  ;  bowels  regular  ;  appetite 
good.  The  abdominal  viscera  are  normal,  except  that  the  right  kidney  is 
movable.  The  other  systems  give  negative  evidence.  The  urine  is  normal. 

Local  Examination. — Examination  of  the  abdomen  gives  no  information. 

Per  Vaginam. — In  Douglas's  pouch  can  be  felt  a  tumour  the  size  of  a 
child's  head,  being  at  some  parts  hard,  at  others  soft.  It  is  so  far  fixed 
that  it  cannot  be  raised  out  of  the  pelvis.  The  uterus  can  be  felt  distinct 
from  the  tumour,  situated  to  the  left  and  anterior.  Dr.  Robson  sent  her 
into  Mr.  Morison's  private  hospital  with  a  diagnosis  of  dermoid  tumour  of 
ovary,  which  Mr.  Morison  confirmed. 

Treatment :  Ovariotomy  (Feb.  7,  1894). — An  incision  was  made  between 
the  umbilicus  and  pubis,  and  the  tumour  was  turned  whole  out  of  the 
abdomen  after  separating  adhesions  at  the  back  of  the  growth.  The 
pedicle  was  then  tied  by  a  series  of  interlocking  silk  ligatures,  and  the  wound 
closed. 

Pathology — A  dermoid  tumour  of  the  ovary  about  the  size  of  a  large 
cocoa-nut.  It  contained  sebaceous  matter,  a  long  coil  of  light-brown  hair, 
and  a  few  spicules  of  bone. 

After-progress  was  uneventful,  menstruation  commencing  normally  on 
February  9,  fifteen  days  after  the  operation. 

CASE  2. — Malignant  adherent  dermoid  tumour  of  ovary — Ovari- 
otomy— Recovered. 

Mrs.  A.,  patient  of  Dr.  Welford,  age  58.  Complains  of  swelling  in 
bowels,  and  pain. 

History. — About  eight  months  ago  patient  first  felt  a  sensation  of 
bearing-down  and  weakness  at  the  lower  part  of  bowels.  About  nine  weeks 
ago  she  first  noticed  a  little  hard  lump  on  the  left  side,  which  remained  there 
about  a  month  and  then  moved  to  the  right  side,  where  it  has  remained  since. 
It  has  grown  very  rapidly,  but  only  within  the  last  seven  weeks  has  she  been 
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confined  to  bed.  The  only  subjective  symptoms  are  the  bearing-down 
sensation  and  weakness.  Her  health  has  always  been  good  up  to  the  present 
illness.  Menstruation  commenced  at  the  age  of  17  and  ended  at  46.  She 
has  ten  of  a  family,  the  oldest  being  40,  the  youngest  18  years  of  age. 

There  is  no  family  history  of  disease. 

Present  Condition  (Feb.  17,  1894). — Patient  is  a  thin,  delicate,  ill-looking 
woman,  appearing  to  be  ten  years  older  than  she  is.  Her  appetite  is  poor  ; 
bowels  confined  ;  tongue  red,  disposed  to  be  dry.  She  sleeps  badly  and 
is  depressed  in  spirits. 

Local  Examination. — Abdomen  slightly  prominent  below  umbilicus  and 
bulging  towards  the  right  side.  The  bulging  is  quite  prominent  midway 
between  the  right  anterior  superior  spine  of  ilium  and  the  umbilicus.  On 
palpation  a  tumour  is  distinctly  felt,  its  left  upper  and  outer  limits  reaching 
from  the  middle  of  left  Poupart's  ligament  to  within  an  inch  from  the 
umbilicus,  and  on  the  right  side  from  the  umbilicus  to  the  anterior  superior 
iliac  spine.  On  the  right  and  towards  the  front  of  the  tumour  a  hard 
nodulated  growth,  about  the  size  of  half  an  orange,  can  be  felt,  apparently 
movable,  lying  in  the  front  of  the  bulk  of  the  tumour,  which  is  cystic.  The 
upper  limit  of  the  cystic  portion  is  well  defined  ;  the  hard  tumour  is  tender 
to  the  touch. 

Per  Vaginam. — A  cystic  swelling  is  felt,  filling  up  the  right  side  and 
anterior  portion  of  the  pelvis.  The  fundus  uteri  cannot  be  defined,  but 
appears  to  lie  on  the  back  and  to  the  left  of  the  tumour,  with  which  the 
cervix  moves. 

Treatment :  Operation  (Feb.  20,  1894). — The  abdomen  was  first  opened 
in  the  right  linea  semilunaris,  and  the  tumour  was  tapped.  A  large  solid 
portion  of  the  tumour  in  front  made  it  necessary  to  enlarge  the  primary 
incision,  which  altogether  measured  about  6  in.  in  length.  By  detaching 
adhesions  between  Douglas's  pouch  and  the  back  of  the  cystic  portion  of 
tumour,  and  ligaturing  the  pedicle  with  a  Staffordshire  knot  and  dividing  it, 
the  tumour  was  removed.  After  sluicing  out  the  peritoneal  cavity  and 
thoroughly  drying  it  (for  some  of  the  contents  of  the  tumour  escaped  into 
the  peritoneum),  the  abdominal  wall  was  closed  by  a  series  of  silk  sutures 
passing  through  its  whole  thickness.  No  drainage-tube  was  used. 

Pathology. — A  malignant  dermoid  tumour  of  the  ovary.  There  were 
no  adhesions  to  the  malignant  portion  of  the  growth.  The  cystic  portion 
contained  a  fluid  like  intestinal  contents,  with  cholesterine  in  abundance, 
sebaceous  matter,  and  a  large  coil  of  hair.  The  malignant,  solid  portion 
was  the  shape  and  size  of  a  large  caecum.  Microscopically  it  was  a  typical 
squamous-celled  epithelioma  with  a  fine  fibrous  tissue  stroma  infiltrated  with 
round  cells. 

After-progress. — The  bowels  were  moved  for  the  first  time  since  the 
operation  on  February  24,  after  repeated  doses  of  pills  and  two  soap-and- 
water  enemata.  The  patient  made  a  good  recovery,  the  melancholic 
appearance  soon  disappeared,  and  she  left  for  home,  healed  and  in  fair 
condition,  on  March  9,  1894,  seventeen  days  after  the  operation. 

REMARKS. — Dermoid  tumours  of  the  ovary  are,  on  the  whole, 
the  most  vicious  of  ovarian  tumours.  They  are  subject  to  inflamma- 
tion ;  suppuration  in  them  is  not  rare  ;  their  pedicles  frequently 
become  twisted;  and  malignant  degeneration  occurs  sufficiently  often 
to  accentuate  the  demand  for  their  early  removal ;  finally,  to  com- 
plete the  accusation,  I  may  mention  that  a  large  dermoid  tumour  of 


SURGICAL     CONTRIBUTIONS     AHDO.MIXAL  125 

the  ovary  buried  in  the  broad  ligament,  on  one  occasion  ^;ivo  me  as 
hard  an  hour's  work  as  I  have  ever  had  in  the  abdomen. 

CASE  3. — Large  ovuriun  <•//*/  cnndctilcd  from  broad  liniment — 
Ovariotomy — Recovered. 

Miss  W.,  patient  of  Dr.  Laing,  age  29.     Complains  of  a  swelling  of  bowels. 

History. — The  swelling  was  first  noticed  by  a  friend  in  October.  At 
Christmas  (two  and  a  half  months  ago)  she  had  pain  after  taking  food  and 
fullness,  and  the  abdomen  was  noticed  to  be  definitely  swollen,  as  she  had 
to  have  her  clothes  let  out.  Since  then  the  swelling  has  steadily  and  rapidly 
increased.  A  week  ago  she  first  noticed  that  her  legs  were  swollen. 

Her  health  has  not  been  very  good  for  the  last  ten  years,  but  she  has 
never  had  any  bad  illness. 

Her  family  history  is  not  good.  A  brother  and  a  sister  died  of  con- 
sumption ;  her  mother  is  still  alive  at  the  age  of  72,  but  is  very  delicate. 

Present  Condition  (Feb.  27,  1894). — Patient  is  an  anaemic,  delicate- 
looking  girl.  The  tongue  is  furred,  bowels  constipated.  There  are  patches 
of  psoriasis  over  the  body,  legs,  and  head,  which  a  sister  has  also.  She 
sleeps,  as  a  rule,  fairly  well,  but  is  of  a  nervous  temperament.  The  pulse 
rate  is  48  per  minute.  The  legs  are  much  swollen,  and  pit  on  pressure. 
No  trouble  on  urinating.  The  urine,  on  testing,  shows  a  trace  of  albumin. 

Local  Examination. — The  abdomen  is  evenly  distended  and  rounded  in 
front,  rather  larger  than  a  full-time  pregnancy.  On  palpation,  the  abdominal 
cavity  feels  as  if  it  were  filled  with  a  large  cystic  tumour,  in  which  fluctuation 
is  distinct  in  every  direction.  The  tumour  can  be  moved  from  side  to  side. 
The  recti  muscles  stand  out  from  it  on  exertion.  Some  small  nodules  (cysts) 
can  be  felt  at  the  upper  part.  On  percussion,  the  tympanitic  corona  can 
be  made  out  at  its  upper  limit,  and  the  note  in  the  flanks  is  tympanitic. 
It  descends  a  full  inch  from  its  usual  limit  above  on  forced  inspiration. 

Per  Vaginam. — The  cyst  can  be  felt  bulging  into  the  pelvis,  the  uterus 
lying  behind  the  tumour,  judging  by  the  relation  and  position  of  the  cervix, 
but  the  body  of  the  uterus  cannot  be  defined  either  from  vagina  or  rectum. 

Treatment :  Ovariotomy,  March  2,  1894. — An  incision  was  made  from 
the  umbilicus  to  the  pubis.  The  tumour  was  then  tapped,  emptied,  and 
the  bulk  of  it  drawn  out  free  from  adhesions.*  On  examining  its  attach- 
ments, the  tumour  was  seen  to  dip  deeply  down  into  the  pelvis,  and  to 
have  no  pedicle,  being  buried  in  the  broad  ligament.  The  Fallopian  tube 
and  peritoneum,  forming  the  upper  part  of  the  broad  ligament,  were 
divided  near  the  uterus,  and  a  finger  pushed  in  between  the  tumour 
and  its  peritoneal  capsule,  which  was  separated  up  to  the  outer  side. 
Every  bleeding  vessel  was  secured  by  clip  forceps  as  the  separation  pro- 
ceeded, and  the  outer  part  of  the  capsule  and  infundibulo-pelvic  ligament 
were  tied  in  a  Staffordshire  knot  before  their  division.  The  bleeding  vessels, 
which  had  been  clamped  when  divided,  were  tied,  and  the  raw  surface  then 
covered  by  suturing  the  stripped  peritoneum  over  it.  The  abdominal 
wound  was  closed  with  three  tiers  of  specially  prepared  catgut  sutures, 
uniting  the  peritoneum,  the  muscles  and  aponeurosis,  and  the  skin  of  the 
abdominal  wall.  The  left  ovary  was  found  to  be  quite  normal,  and  was 
left  in  situ. 

*  Following  the  lead  of  Sir  John  Bland  Sutton,  I  no  longer  tap 
these  tumours,  but  take  them  out  whole. 
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Pathology. — The  tumour  was  an  ordinary  multilocular  cyst  of  the  right 
ovary,  which  had  burrowed  into  the  broad  ligament. 

After-progress.  —  The  wound  was  dressed  for  the  first  time  since  the 
operation  on  March  11,  ten  days  from  the  operation.  The  skin  stitches 
had  been  absorbed,  and  the  wound  was  entirely  healed.  Her  recovery  was 
rapid,  and  she  left  for  home  well  on  March  15,  1894,  thirteen  days  after 
the  operation. 

REMARKS.— The  chief  difficulty  in  broad  ligament  tumours  is  to 
get  a  fair  start  in  separating  the  peritoneum  covering  them.  Since  I 
discovered  that  by  dividing  the  Fallopian  tube  stretched  over  the 
tumour  a  loose  bed  of  cellular  tissue  underneath  the  tube  was  struck, 
I  have  experienced  no  trouble  in  enucleating  them. 

CASE  4. — Ovarian  cyst,  tapped  and  leaking — Peritonitis.  Ovari- 
otomy. Recovery. 

Mrs.  S.,  patient  of  Dr.  Finney,  age  25.  Complains  of  tumour,  and 
water  in  bowels. 

History. — About  seven  months  ago  patient  first  noticed  a  swelling 
outside  vulva.  Six  months  ago  she  suffered  some  pain,  and  felt  a  hard  lump 
in  the  right  side  of  the  abdomen.  The  lump  has  been  growing  larger  ever 
since  it  was  noticed  six  months  ago.  Five  weeks  ago  the  lump  was  tapped, 
and  she  has  had  pain  and  has  felt  ill  ever  since.  Ten  days  ago  she  had  a 
bad  attack  of  pain  in  the  abdomen,  with  vomiting  and  shivering.  Her 
previous  health  has  always  been  good,  and  there  is  no  family  history  of 
disease. 

Present  Condition  (Feb.  27,  1894). — She  is  a  healthy-looking  person, 
with  a  convergent  strabismus.  The  tongue  is  furred,  the  appetite  good,  and 
the  bowels  regular.  She  is  troubled  with  frequent  micturition.  The  various 
systems  are  normal.  The  urine  contains  a  trace  of  albumin. 

Local  Examination. — On  inspection  the  abdomen  is  rounded  and  pro- 
minent, about  the  size  of  a  six  months'  pregnancy.  On  palpation  there  can 
be  felt  a  rounded  swelling  like  a  six  months'  pregnant  uterus,  reaching  from 
the  pubis  to  the  umbilicus,  and  slightly  to  the  right  of  the  middle  line. 
On  pressing  sharply  over  the  front  of  the  tumour  a  sensation  of  ballottement 
is  recognized,  as  if  fluid  were  displaced  from  the  front  of  a  solid  tumour. 
There  is  a  feeling  of  indistinct  fluctuation  from  the  front  of  the  abdomen 
to  the  flank.  On  percussion  there  is  dullness  in  front  over  the  tumour  ; 
resonance  in  the  flanks  on  both  sides. 

Per  Vaginam. — The  posterior  vaginal  wall  is  prolapsed,  forming  a 
rectocele.  Bimanually  the  uterus  can  be  distinctly  felt,  of  normal  size, 
lying  to  the  left  and  independent  of  the  tumour. 

Treatment :  Ovariotomy,  March  2,  1894. — The  abdomen  was  opened 
in  the  middle  line  by  an  incision  extending  from  the  umbilicus  to  the  pubis. 
On  opening  the  peritoneum  about  a  gallon  of  clear  glairy  ovarian  fluid 
escaped  from  the  cavity  of  the  abdomen.  The  tumour  was  found  to  consist 
of  a  number  of  small  cysts,  and  was  free  from  adhesions.  The  incision  was 
prolonged  to  about  3  in.  above  the  umbilicus,  so  as  to  turn  out  the  tumour 
whole  from  the  abdomen.  The  pedicle  was  transfixed  and  ligatured,  and 
then  divided.  The  left  ovary  was  normal.  There  was  intense  congestion 
of  the  parietal  and  a  large  portion  of  the  visceral  peritoneum.  The  peritoneal 
cavity  was  sponged  fairly  dry,  and  then  closed  without  any  drainage.  The 
abdominal  wound  was  united  by  sutures  of  silk,  transfixing  all  the  layers. 
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Pathology. — The  tumour  was  the  size  of  a  large  football,  and  was  com- 
posed of  a  large  number  of  small  cysts,  none  of  them  being  larger  than  a 
walnut.  On  the  front  of  the  tumour  was  an  open  trocar  hole  <>l  th<  si/,e  of 
a  penholder,  explaining  the  source  of  the  free  fluid  in  the  abdominal  cavity. 

After-progress.  —  On  March  13  the  wound  was  dressed  for  the  first 
time  since  the  operation,  and  was  healed  throughout.  The  stitches  were 
removed.  Her  recovery  was  uneventful,  and  she  went  home  on  March  17, 
fifteen  days  after  the  operation. 

REMARKS. — There  are  several  points  of  interest  in  this  case.  Con- 
cerning (1)  The  diagnosis,  it  will  be  noted  that  (a)  though  a  considerable 
quantity  of  free  fluid  was  present  in  the  abdomen,  the  flanks  were 
resonant  on  percussion.  I  have  not  seen  any  notice  of  this  sign,  but 
have  had  several  opportunities  of  verifying  the  observation  that  when 
a  tumour  and  free  fluid  are  present  the  flanks  are  resonant  on  percus- 
sion. Clearly  the  tumour  lying  in  front  of  the  intestines  keeps  them 
pressed  back  into  the  flanks.  Ballottement  is  the  sign  of  free  fluid, 
with  a  tumour  in  the  abdomen,  and  an  ovarian  tumour  complicated 
in  this  way  is  usually  malignant,  (b)  The  physical  signs,  judging 
from  abdominal  examination  alone,  were  those  of  pregnancy. 
Bi-manual  palpation  of  the  uterus  definitely  decided  against  this  pos- 
sibility. A  distended  bladder  and  a  pregnant  uterus  should  first  be 
positively  excluded  in  the  diagnosis  of  any  abdominal  tumour.  (2)  The 
leaking  of  the  cyst  into  the  peritoneal  cavity  after  tapping.  This 
illustrates  only  one  of  the  dangers  of  tapping  an  ovarian  cyst,  for  I 
have  seen  tapping  followed  by  suppuration  of  the  cyst  contents, 
and  by  free  bleeding  into  the  cyst  cavity  ;  and  failure  to  relieve  the 
pressure  symptoms,  from  the  thickness  of  the  fluid  contents  or  the 
multilocular  nature  of  the  tumour,  is  not  uncommon.  If  the  risk  of 
infecting  the  peritoneum,  should  the  growth  be  malignant,  be  also 
remembered,  along  with  the  fact  that  even  when  most  successful  this 
operation  can  only  be  palliative,  ovariotomy  will  entirely  replace  tap- 
ping. (3)  The  fact  that  the  abdomen  was  closed  without  drainage 
or  flushing.  Except  in  pus  cases,  I  rarely  drain  or  flush.* 

CASE  5. — Ovarian  cyst  with  twisted  pedicle,  gangrenous  and 
suppurating — Ovariotomy — Septicaemia — Death. 

Mrs.  N.,  patient  of  Dr.  Holmes,  age  42.     Complains  of  abdominal  pain. 

History. — Five  weeks  ago,  whilst  baking,  patient  was  seized  with  a 
sudden  severe  pain  across  the  abdomen  and  a  feeling  of  sickness,  but  no 
actual  vomiting.  In  the  evening  the  temperature  was  103°  F.,  and  at  the 
same  time  she  was  vomiting,  and  this  continued  frequently  for  ten  days, 
with  marked  weakness  and  prostration.  Sweating  at  night  was  observed. 
The  swelling  of  the  abdomen  was  not  noticed  till  four  weeks  after  her  illness 
commenced.  There  was  a  rigor  a  few  days  before  the  operation. 

*  At  this  time  the  fashion  was  to  drain  almost  always,  and  to 
flush  the  majority. 
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Her  health  has  never  been  very  good.  She  has  always  been  delicate 
and  markedly  anaemic.  She  had  a  habit  of  eating  uncooked  rice.  Menstrua- 
tion was  missed  for  nine  weeks. 

Present  Condition,  March  5,  1894. — Patient  is  a  pale,  feeble-looking 
woman,  with  an  anxious  expression.  Tongue  is  furred.  Pulse  130  per 
minute.  The  various  systems  are  normal. 

Local  Examination. — On  palpation  a  fixed  cystic  tumour,  the  size  of  a 
football,  can  be  made  out,  situated  in  the  middle  line  in  the  lower  part  of 
the  abdomen,  and  reaching  to  near  the  umbilicus. 

Per  Vaginam. — The  pelvis  is  blocked  with  exudation  surrounding  the 
uterus,  which  is  firmly  fixed. 

Treatment :  Ovariotomy  (March  6,  1894). — On  opening  the  abdomen 
by  an  incision  from  the  umbilicus  to  the  pubis,  the  omentum  was  found 
adherent  over  the  front  of  a  dark-coloured  cystic  tumour.  This  was  separated 
from  the  tumour,  as  were  also  some  adherent  intestines,  and  the  front  of  the 
tumour  was  exposed.  After  careful  packing  with  sponges  all  round,  it  was 
tapped,  and  a  quantity  of  very  foetid,  thick,  bloody  pus  escaped.  After  this, 
separation  of  the  tumour  was  commenced.  It  was  everywhere  adherent, 
and  its  walls  gangrenous,  so  that  it  tore  in  many  places  during  the  process 
of  separation.  It  had  no  definite  pedicle,  but  a  ropy  projection  at  the  left 
cornu  of  the  uterus  represented  the  stump  of  a  pedicle  which  had  been  twisted. 
The  right  ovary  was  the  size  of  a  cocoa-nut,  fixed  in  the  pelvis,  and  was  also 
removed,  after  ligation  and  division  of  its  pedicle.  The  peritoneal  cavity 
was  thoroughly  sluiced  out,  and  then  dried.  A  thick  glass  drainage-tube 
was  introduced  into  the  pelvis,  and  packed  firmly  round  with  iodoform 
gauze  to  stop  bleeding,  for  no  vessel  was  tied.  Broad  strips  of  gauze  were 
also  introduced,  one  over  the  omentum  and  one  into  each  flank,  to  act  as 
drains.  The  abdominal  wound  was  then  closed  with  temporary  sutures  of 
silk,  tied  in  a  bow-knot  over  the  gauze,  and  the  patient  replaced  in  bed. 

Pathology. — A  suppurating  and  gangrenous  ovarian  tumour  due  to 
twisted  pedicle.  The  wall  of  the  left  ovarian  cyst  was  lined  by  a  dark  and 
succulent  feet  id  membrane,  which  was  gangrenous.  The  right  ovary  was 
the  size  of  a  cocoa-nut  and  cystic,  each  cyst  being  filled  with  coagulated 
blood. 

After-progress. — Clean  gauze  was  placed  over  the  upper  end  of  the 
drainage-tube,  and  changed  every  one  and  a  half  hours.  At  the  same  time 
any  fluid  in  the  tube  was  removed  by  suction,  but  very  little  came.  All  the 
afternoon  of  the  operation  day  patient  suffered  severe  pains  in  the  abdomen, 
and  borborygmi  were  heard.  Nutrient  enemata,  consisting  of  milk,  beef- 
tea,  and  brandy,  were  administered  every  hour.  At  five  o'clock  patient  was 
very  weak,  sweating  profusely,  semi-conscious,  and  was  fast  sinking  ;  tem- 
perature 101 -4°  F.  By  nine  o'clock  patient  became  unconscious,  and  died 
shortly  before  eleven  o'clock,  about  twenty-two  hours  after  the  operation. 

REMARKS. — This  case  illustrates  some  of  the  difficulties  met  with 
in  abdominal  cases.  This  patient  did  not  recover  because  the  upper 
part  of  the  abdominal  cavity  was  not  shut  off,  after  the  separation  of 
the  tumour,  from  the  lower  by  adhesions  above,  always  a  most  danger- 
ous complication  in  such  a  case.  The  peritoneum  appears  to  be  able 
to  deal  with  any  dirt  better  than  pus.  The  death  of  this  patient 
resulted  from  acute  septicaemia.  And  free  drainage  offered  the  only 
chance.  I  would  draw  attention  to  the  method  adopted  of  packing 
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and  draining  with  ^air/e,  and  the  use  of  the  temporary  suture.  By 
this  combination  any  of  the  abdominal  \iseerji  can  be  made  praeii- 
cally  extra-peritoneal  until  adhesions  have  shut  off  the  gem  -nil  perito- 
neal cavity  from  the  source  of  dimmer.  If  the  p:ilieu(  had  lived,  in 
seventy-two  hours  the  sutures  would  have  been  untied  and  relaxed, 
the  gauze  removed,  the  wound  cleansed  and  dried,  and  the  sutures 
permanently  fastened,  the  drainage-tube  bein<r  left  for  a  day  or  two 
longer.* 

CASE  6. —  Dislocated  liver — Tuberculous  kidney— Nephrectomy — 
Recovered. 

Mrs.  R.,  patient  of  Dr.  Russell,  age  38.  Complains  of  pain  and  swelling 
in  side. 

History. — Five  years  ago,  after  the  birth  of  her  last  baby,  patient  had 
increased  frequency  of  urination,  and  has  never  been  well  since.  About 
two  years  ago  she  had  pain  as  well  as  frequency  of  micturition,  and  also 
suffered  from  a  severe  pain  in  the  stomach,  with  vomiting,  which  has  recurred 
frequently  since,  simulating  attacks  of  gall-stones.  About  one  year  ago 
blood  was  noticed  in  the  urine,  and  since  then  there  has  been  a  good  deal 
at  times.  Sometimes  black  sandy  particles  have  been  visible.  During  the 
last  five  weeks  patient  was  laid  up  in  bed  with  an  attack  of  peritonitis — 
abdominal  pain,  vomiting,  swelling,  great  tenderness,  and  high  temperature. 
The  pain  commenced  over  the  swelling  in  the  right  side,  and  evidently  the 
illness  was  a  very  severe  one. 

She  has  never  been  very  robust  in  health,  but  has  not  had  any  serious 
illness  except  the  attack  of  peritonitis  shortly  before  admission. 

The  family  history  is  very  good.  Her  father  lived  to  the  age  of  74, 
apoplexy  being  the  cause  of  death.  Her  mother  is  alive,  age  85.  She  has 
nine  brothers  and  sisters,  all  well. 

Present  Condition  (Feb.  8,  1894). — Patient  is  a  thin,  nervous-looking 
woman.  The  tongue  is  red  and  moist,  appetite  fair,  bowels  confined.  The 
various  systems  are  normal,  but  the  urine  on  examination  shows  sp.  gr. 
1012,  albumin  ^  present.  Microscopically,  pus  in  abundance,  uric  acid 
and  a  scanty  amount  of  blood  are  recognized.  (A  year  earlier  Mr.  Morison 
had  examined  the  urine  for  tubercle  bacilli,  and  found  none). 

Local  Examination. — On  examining  the  abdomen  there  can  be  made 
out  on  the  right  side  a  swelling  of  a  rounded  shape  situated  below  the  ribs, 
externally  reaching  to  near  the  right  iliac  crest,  and  internally  to  midway 
between  umbilicus  and  ninth  costal  cartilage.  It  can  be  pushed  into  the 
loin,  and  moves  freely  downwards  on  inspiration.  On  percussion  it  is  dull 
all  over  the  front,  and  the  dullness  is  continuous  with  the  liver  dullness. 
Behind  this  a  second  movable  rounded  swelling  can  be  felt  of  the  shape  and 
in  the  position  of  the  kidney.  On  examination  per  vaginam  the  right 
ureter  can  be  felt  thick  and  tender.  Pressure  on  it  causes  an  urgent  desire 
to  micturate. 

Treatment :  Nephrectomy  (Feb.  10,  1894). — The  abdomen  was  opened 

*  In  July  of  1914  /  visited  the  clinic  of  Dr.  Dearer,  in  America, 
and  saw  him  carry  out  this  exact  programme  in  three  suppurating 

cases. 
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by  a  transverse  incision*  beginning  over  the  middle  of  the  right  rectus 
muscle  below  and  continued  parallel  to  the  ribs  to  the  outer  side  of  the 
quadratus  lumborum  muscle.  On  opening  the  peritoneum,  the  tumour  in 
front  was  found  to  be  a  dislocated,  freely-movable  liver,  which  was  pushed 
forward  by  an  enlarged  kidney  behind  ;  it  reached  down  to  the  right  iliac 
crest.  A  hand  was  then  introduced  into  the  abdominal  cavity,  and  the 
left  kidney  carefully  palpated.  It  appeared  to  be  normal.  The  right 
kidney,  which  was  seen  to  be  studded  with  tuberculous  abscesses  was  there- 
upon excised  after  ligaturing  the  renal  artery  and  vein.  The  ureter  was 
drawn  out  tied  separately,  brought  into  the  wound  posteriorly,  and  stitched 
to  the  skin  of  the  loin. 

Pathology. — Tuberculous  kidney.  On  section  the  kidney  at  upper  part 
presented  a  large  fluid  caseating  swelling  about  the  size  of  an  orange.  There 
were  also  other  small  tuberculous  foci  scattered  about  it.  The  pelvis  of  the 
kidney  was  not  extensively  diseased.  Microscopic  examination  confirmed 
the  diagnosis  of  tuberculous  kidney. 

After-progress. — Eight  hours  after  the  operation  the  patient  passed 
9  oz.  of  urine.  The  following  morning  urine  was  being  passed  every  half- 
hour.  The  total  quantity  for  the  twenty-four  hours  of  the  llth  February 
was  about  35  oz.  On  the  13th  the  total  quantity  of  urine  was  41  oz.  ;  14th, 
39  oz.  ;  15th,  18  oz.  ;  16th,  42  oz.  ;  17th,  22  oz.  ;  18th,  37  oz.  ;  19th,  44  oz.  ; 
20th,  36  oz.,  21st,  40  oz.  ;  22nd,  44  oz.  ;  23rd,  36  oz.  ;  24th,  52  oz.  ;  25th, 
46  oz.  ;  26th,  60  oz.  ;  27th,  45  oz.  ;  28th,  51  oz.  ;  and  up  to  the  day  she 
left  for  home  the  average  quantity  was  58  oz.  during  the  twenty-four  hours 
of  each  day.  On  the  13th  of  February  the  wound  was  dressed,  and  the  tube 
which  was  put  in  for  drainage  was  removed.  On  the  18th  the  wound  was 
again  dressed,  and  the  stitches  removed.  The  patient  left  for  home  on  the 
14th  March,  1894 — one  month  and  four  days  after  the  operation — much 
improved  in  health,  free  from  her  previous  pain,  and  with  the  wound 
practically  healed.  During  convalescence  the  urine  was  several  times 
examined,  and  found  still  to  contain  pus,  though  in  diminishing  quantities.f 

REMARKS. — The  diagnosis  in  this  case  presented  difficulties  on 
account  of  the  rare  complication — dislocated  liver.  A  definite  dia- 
gnosis of  large  kidney  on  the  right  side  is  always  more  difficult  than 
when  the  left  is.  involved,  owing  to  the  close  resemblance  in  physical 
signs  between  an  enlarged,  thickened,  and  adherent  gall-bladder  and 
enlarged  right  kidney.  If,  however,  the  abdomen  be  opened,  as  in 
this  case,  the  diagnosis  is  completed  before  much  harm  is  done  by  the 
operation  ;  and  if  it  is  decided  that  this  kidney  is  to  be  removed,  the 
other  can  be  first  explored,  which  appears  to  me  to  be  a  very  essential 
precaution.  J 

*  This  is  probably  the  first  time  I  used  a  transverse  incision  only  for 
the  kidney. 

t/  saw  this  patient  early  in  1915  fat  and  well.  She  still  had 
frequent  micturition. 

%The  cystoscope  and  ureter  catheter  give  better  information,  and 
have  taken  the  place  of  this  exploration. 
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It  will  be  noted  that  the  thickened  ureter  could  be  palpated  per 
vaginam,  and  that  pressure  on  it  caused  desire  to  micturate.  This  is 
not  peculiar  to  tuberculous  conditions.  I  have  <>l>s< -r\< •<!  the  same  si^n 
in  other  cases  where  pus  is  IXJIILT  discharged  through  the  nn-lcr,  and 
regard  it  as  an  important  indication  as  to  which  kidney  is  affected  if 
the  disease  is  one-sided.* 

CASE  7. — Acute  appendicitis  with  peritonitis — Removal  of  appen- 
dix— Recovery. 

Thomas  A.,  patient  of  Dr.  Martin,  age  25.  Complains  of  severe  abdom- 
inal pains. 

History. — On  February  15,  1894,  at  9.45  p.m.,  when  in  the  shop, 
patient  was  suddenly  seized  with  acute  abdominal  pain,  chiefly  round  the 
umbilicus.  He  at  once  gave  up  work,  and  walked  home  without  assistance, 
and  was  not  bent  up.  On  arriving  there  he  went  to  bed,  but  could  not  rest 
for  the  pain,  so  he  got  up  and  walked  about.  On  February  16,  at  .'J  in 
the  morning,  his  bowels  were  moved,  and  he  passed  a  large  quantity  of 
urine,  after  which  he  felt  sick  and  exhausted.  At  4  a.m.  he  sent  for  Dr. 
Martin,  who  gave  opium,  and  ordered  poultices  to  be  applied  continually. 
(These  were  continued  till  the  operation.)  Relief,  however,  only  slowly 
followed.  During  the  day  he  took  small  quantities  of  milk  and  soda  every 
two  hours.  On  February  17,  at  10  a.m.,  as  he  had  not  passed  any  water 
since  4  a.m.  on  the  16th,  and  was  now  unable  to  do  so,  Dr.  Martin  passed  an 
instrument  and  withdrew  two  pints  of  urine.  The  pain,  which  had  previously 
been  diffuse,  now  appeared  to  settle  in  the  right  side,  the  belly  became  tender 
and  swollen,  he  was  unable  to  pass  flatus,  and  felt  sick. 

His  health  has  always  been  very  good,  and  he  never  had  pain  or  trouble 
in  his  bowels  before.  He  had  an  injury  to  his  right  ribs  seven  years  ago. 

The  only  point  to  notice  in  his  family  history  is  that  two  brothers  had 
large  abscess  ;  one  died  from  an  abscess  in  the  thigh. 

Present  Condition  (Feb.  17,  1894). — Patient  is  a  robust-looking  man, 
who  appears  to  be  very  acutely  ill.  The  pulse  is  80  per  minute,  and 
temperature  is  100°  F.  The  tongue  is  furred.  He  can  turn  in  bed  with- 
out help.  The  various  systems  are  normal. 

Local  Examination. — On  palpation  the  abdomen  is  universally  distended 
and  tense,  but  no  pain  is  caused  on  manipulating  it.  The  right  side  is  rigid 
up  to  the  middle  line  ;  this  is  very  marked  when  comparing  it  with  the  left 
side,  which  is  quite  pliable.  The  whole  right  side  is  so  rigid  that  it  feels 
like  a  board.  Tenderness  is  complained  of  about  MacBurney's  spot. 

Treatment :  Removal  of  appendix  (Feb.  17,  1894). — The  patient  being 
anaesthetized  by  Dr.  Martin,  the  abdomen  was  opened  by  an  incision  in  the 
right  linea  semilunaris  of  about  4  in.  in  length. f  The  caecum  was  thus 
found  and  drawn  out  of  the  wound,  along  with  some  coils  of  the  small 
intestine  lying  near  it ;  all  were  red  and  lymphy.  The  appendix  felt  quite 
firm,  and  looked  like  a  small  erected  penis.  Its  mesentery  was  first  clipped 
in  forceps,  divided,  then  ligatured.  The  peritoneal  covering  of  the  appen- 

*  This  important  sign  is  now  mentioned  in  all  text  books.  So  far 
as  I  know,  this  is  the  first  record  of  it. 

f  /  now  regard  an  oblique  incision  as  the  only  proper  one. 
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dix  was  cut  with  a  knife  circularly  and  stripped  back  to  the  base  of  the 
appendix,  a  catgut  ligature  was  applied  at  this  spot  round  the  remaining 
Avails  of  the  appendix,  and  the  latter  cut  off.  After  disinfection  of  the 
stump  by  actual  cautery,  the  peritoneal  coat  was  stitched  over  the  whole, 
and  the  stump  of  the  appendix  was  depressed  into  the  caecum,  the  walls 
of  which  were  stitched  over  it  by  means  of  Lembert  sutures.  The 
abdominal  wound  was  then  closed  by  three  tiers  of  specially  prepared  thick 
catgut  sutures,  separate  sutures  being  used  for  each  layer — peritoneum, 
muscles  and  aponeurosis,  and  skin. 

Pathology. — Acute  appendicitis  with  peritonitis.  The  appendix  was  red, 
hard,  and  swollen.  On  opening  it,  in  its  whole  length  there  was  no  perfora- 
tion, but  close  to  the  base  the  mucous  membrane  had  a  gangrenous  spot  on 
it,  the  size  of  a  split  pea. 

After-progress. — Five  hours  after  the  operation  flatus  was  passed,  and 
borborygmi  were  heard  in  the  abdomen.  The  patient  passed  a  restless 
evening,  and  at  10  p.m.  16  oz.  of  urine  were  withdrawn  by  means  of  a 
catheter.  On  the  20th  February  some  symptoms  of  cystitis  were  present, 
which  passed  off  in  a  few  days  under  appropriate  treatment.  The  bowels 
were  moved  for  the  first  time  since  the  operation  on  the  24th  February,  and 
the  same  evening  the  wound  was  dressed  for  the  first  time,  and  found  to  be 
healed.  After  this  recovery  was  uninterrupted,  and  by  the  3rd  March  the 
patient  was  able  to  move  about  the  house. 

REMARKS. — This  case  is  a  typical  example  of  acute  appendicitis, 
with  commencing  general  peritonitis,  and  one,  so  far  as  I  can  judge, 
urgently  demanding  the  operation  which  was  performed.  Judging 
from  what  I  have  seen  of  similar  cases,  clinically  and  post  mortem, 
I  believe  that  in  a  period  of  time  measured,  not  by  days,  but  by  hours, 
the  condition  of  this  patient  would  have  been  hopeless  ;  for  an  opera- 
tion, when  there  is  a  gangrenous  appendix  and  fully  developed  general 
peritonitis,  is  of  very  doubtful  value. 

CASE  8  — (Edematous  fibroid  of  uterus — Amputation  of  tumour — 
Recovered. 

Mrs.  C.,  patient  of  Dr.  Purdie,  age  41.  Complains  of  pains  in  left  side 
and  a  swelling  of  sixteen  months'  duration. 

History. — Four  years  ago  patient  had  severe  pains  in  left  side  over 
the  region  of  the  spleen  and  stomach,  which  became  worse  after  an  attack 
of  ague  six  months  later.  About  two  years  ago  she  suffered  from  aching 
sensations  over  the  bowels,  which  made  her  feel  quite  unfit  for  work.  During 
one  of  these  attacks  the  patient  became  aware  of  a  swelling  in  the  right  side 
low  down.  Since  then  the  swelling  has  grown  steadily  larger,  but  more 
rapidly  of  late,  and  she  had  noticed  that  during  the  pains  in  the  intestines 
the  whole  abdomen  became  distended.  At  first  she  was  troubled  with 
vomiting  and  nausea,  but  this  is  not  so  frequent  now.  Her  former  health 
was  never  very  good.  Twelve  years  ago  she  suffered  from  very  bad 
indigestion,  which  lasted  for  something  like  two  years.  She  had  inter- 
mittent fever  three  and  a  half  years  ago. 

There  is  no  family  history  of  disease. 

Present  Condition  (March  12,  1894). — Patient  is  a  thin,  nervous-looking 
woman,  with  an  anaemic  appearance.  The  tongue  is  furred,  the  bowels 
confined,  and  the  appetite  very  poor.  She  has  increased  desire  to  micturate, 
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especially  during  the  attacks  of  pain,  and  is  at  times  short  of  breath.  Tin- 
various  viscera  are  healthy. 

Sexual  History—  -Menstruation  commenced  when  she  was  12  years  <>l<l. 
and  was  of  twenty-eight  days'  type,  always  regular,  last  inn  when  'in  health 
five  or  six  days,  and  normal  in  quantity.  At  present  she  has  dysmcnorrlm-a. 
the  period  lasting  two  days,  and  the  quantity  very  much  reduced  in  amount. 
The  dysmenorrhcea  has  lasted  sixteen  months.  There  is  no  intermenstnial 
discharge.  She  has  given  birth  to  two  children — one  in  18?  I.  and  the  other 
in  1884 — at  which  no  instruments  were  used,  but  after  the  first  pregnancy 
she  had  puerperal  fever.  She  has  had  no  abortions. 

Local  Examination. — On  inspection  of  the  abdomen  there  can  be  seen 
a  rounded  swelling  in  the  umbilical  and  the  hypogastric  regions,  and  chiefly 
to  the  right  of  the  middle  line.  Striae  gravidarum  are  present.  On  palpation, 
the  swelling  feels  elastic  and  fluctuates,  and  the  percussion-wave  can  be 
demonstrated  ;  it  is  movable  in  every  direction,  except  that  it  seems  to 
be  partially  fixed  on  the  right  side  ;  the  umbilicus  moves  freely  over  the 
tumour.  On  percussion,  dullness  can  be  made  out  over  the  swelling,  reso- 
nance in  the  flanks.  There  is  no  alteration  in  percussion  note  on  change 
of  position. 

Per  Vaginam. — The  orifice  of  the  vagina  admits  two  fingers,  and  its- 
walls  are  rugose.  The  os  is  firm  and  presents  a  transverse  slit.  The  cervix 
is  conical,  and  is  situated  to  the  left  of  the  median  line,  and  more  posterior 
than  normal.  In  the  anterior  fornix  a  swelling  can  be  felt,  which  is  con- 
tinuous with  the  cervix,  and  on  bimanual  examination  this  is  found  to  be 
the  uterus.  Into  the  right  lateral  fornix  a  soft  swelling  bulges.  On  bimanual 
examination  the  uterus  can  be  felt  to  be  normal  in  size  and  shape,  of  firm 
consistence,  and  is  movable  with  the  tumour. 

Treatment:  Laparotomy  (March  14,  1894).  —  An  incision  about  4  in. 
long  was  made  between  the  pubis  and  umbilicus,  cutting  through  the 
abdominal  wall  to  the  peritoneum,  which  was  then  held  up  with  forceps, 
and  a  hole  made  in  it  to  admit  a  couple  of  fingers,  and  then  this  structure 
was  torn  up  the  whole  length  of  the  primary  incision.  The  tumour  was  thus 
exposed,  and  a  trocar  was  inserted  into  one  of  the  cystic  elevations,  but  the 
result  being  nil,  the  abdominal  incision  was  enlarged  upwards  for  about 
other  3  in.  to  a  point  above  the  umbilicus.  The  tumour  could  then  be 
turned  out  whole  from  the  abdominal  cavity,  and  was  found  to  be  attached 
to  the  right  side  of  the  fundus  of  the  uterus  by  a  broad  and  fleshy  pedicle. 
This  pedicle  was  compressed  by  strong  clamp  forceps  for  a  few  minutes, 
and  then  was  ligatured  by  a  series  of  interlocking  ligatures  in  the  groove 
made  by  the  clamp  forceps,  and  the  tumour  cut  away.  The  uterus  with  the 
stump  of  the  tumour  was  dropped  back  again  into  the  abdominal  cavity, 
and  the  abdominal  wound  closed.  Both  ovaries  and  tubes  were  healthy, 
and  thus  were  left  untouched. 

Pathology. — The  tumour  was  an  excellent  example  of  soft  cedematous 
myoma,  and  showed  from  pedicle  to  fundus  three  zones — (a)  Soft  fibroid  ; 
(b)  CEdematous  fibroid,  in  which  the  meshes  were  filled  with  fluid  ;  (c)  Meshes 
still  further  stretched,  forming  so-called  cysts. 

After-progress. — Two  days  after  operation,  owing  to  the  weak  state  of 
the  patient  and  the  onset  of  a  menstrual  period,  accompanied  with  pain, 
two  minims  of  the  hypodermic  injection  of  morphia  were  administered. 
With  the  exception  of  this,  recovery  was  uninterrupted,  the  wound  being 
dressed  for  the  first  time  on  March  24,  and  the  stitches  taken  out  as  it  was 
healed.  The  patient  returned  home  on  March  31,  seventeen  days  after 
the  operation. 


134  RUTHERFORD     MORISON 

REMARKS.— I  am  not  aware  that  the  method  of  treating  the 
pedicle  of  a  fibroid  tumour  here  described  has  been  practised  by 
others  ;  but  it  is  so  useful  and  easy  in  cases  where  the  uterine  cavity 
is  unopened,  that  it  seems  unlikely  to  have  escaped  the  attention  it 
deserves.  It  has  also  the  additional  advantage  of  leaving  the  uterus 
and  ovaries  intact.  The  chief  objection  to  the  application  of  a  liga- 
ture, slipping  from  contraction  of  the  pedicle,  is  done  away  with 
by  a  few  minutes  of  clamp  compression  ;  for  the  portion  of  tissue 
so  squeezed  becomes  flattened  out,  and  deprived  of  any  dangerous 
elasticity  or  contractility  previously  existing. 

CASE  9. — Cancer  of  uterine  cervix — Vaginal  hysterectomy — Broad 
ligaments  clamped — Recovered. 

Mrs.  B.,  patient  of  Dr.  Harrison,  age  50.  Complains  of  falling  down  of 
the  womb,  and  'whites.' 

History. —  Since  two  years  ago  patient  has  never  been  feeling  4  up  to 
the  mark,'  getting  very  easily  fatigued  with  her  house-work.  About 
Christmas,  1893,  she  first  felt  a  sensation  as  if  her  womb  were  coming  down, 
and  at  the  same  time  she  had  a  leucorrhceal  discharge,  which  had  a  very 
unpleasant  odour.  At  present  the  discharge  is  not  so  profuse,  due  to  douching 
with  an  astringent  lotion.  She  has  varicose  veins  of  the  left  leg.  Her  health 
has  been  always  very  good  till  two  years  ago,  when  she  first  experienced 
the  feeling  of  being  easily  fatigued.  The  family  history  shows  that  her 
mother  and  her  father  died  at  the  ages  of  69  and  79  respectively,  but  of 
what  is  not  known. 

Present  Condition  (March  12,  1894).  —  Patient  is  a  well-nourished 
woman,  and  states  that  at  one  time  she  was  very  much  thinner.  The  face 
presents  an  acne  rosacea,  and  an  indefinite  alcoholic  history  can  be  made 
out.  The  tongue  is  furred  and  the  bowels  confined.  The  appetite  has 
never  been  very  good. 

Sexual  History. — Menstruation  commenced  when  she  was  15  years  old, 
was  of  thirty  days'  type,  and  lasting  about  three  days.  The  quantity  lost 
has  always  been  small  in  amount.  The  '  change  of  life  '  occurred  about 
five  years  ago,  since  when  there  has  been  no  discharge  of  blood.  The 
leucorrhceal  discharge  is  the  only  abnormal  condition,  and  it  has  lasted  two 
and  a  half  months.  It  gives  off  a  very  unpleasant  odour.  She  has  had  ten 
full-term  pregnancies,  one  abortion,  and  one  premature  labour  (at  the  seventh 
month).  Her  first  child  was  born  thirty-two  years  ago,  and  the  last  one 
seven  years  ago.  The  abortion  occurred  about  thirty  years  ago,  and  the 
premature  labour  about  nine  years  ago.  The  labours  and  puerperia  were 
normal. 

Local  Examination. — On  inspecting  the  abdomen  nothing  abnormal  is 
noticed,  likewise  on  palpation  and  percussion  the  evidence  is  negative. 

Per  Vaginam. — The  orifice  of  the  vagina  admits  two  fingers,  but  the 
canal  itself  is  not  capacious.  The  walls  have  not  the  normal  rugosity.  The 
os  is  a  transverse  slit  slightly  crescentic,  the  concavity  being  directed 
anteriorly  ;  it  is  very  hard.  On  the  anterior  lip  of  the  cervix  a  hard  nodular 
erosion  can  be  felt ;  the  posterior  lip  is  also  hard  and  nodular,  but  no 
ectropion  is  present.  The  position  of  the  cervix  is  central,  but  its  shape 
is  not  so  conical  as  normal.  The  examining  finger  produced  some  bleeding 
readily.  The  bimanual  examination  gave  no  definite  results. 
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Treatment:  Vaginal  hysterectomy  (March  15,  1894).  — The  patient 
was  placed  in  the  lithotomy  position,  and  : — 

1 .  The  vagina,  vulva,  and  surrounding  parts  were  thoroughly  scrubbed 
with    soft    soap  and  hot   water,  then    douched  with    1-20  carbolic  lotion, 
followed  by   1-60  carbolic  lotion.      The  vulvar  orifice  was  surrounded  by 
towels  wrung  out  of  a  strong  antiseptic. 

2.  The  cervix  was  gripped  by  volsella  and  drawn  down  ;   an  examina- 
tion made  of  the  broad  ligaments  through  the  vagina  and  rectum,  and  the 
position  of  the  bladder  ascertained. 

3.  The  eroded  surface  was  thoroughly  scraped  with  a  sharp  spoon, 
when  the  disease  was  found  to  be  more  extensive  than  it  had  previously 
appeared  to  be,   and  the  whole  area  was  again  thoroughly  cleansed  with 
abundant  carbolic  douching. 

4.  Having  fixed  the  cervix  firmly  in  good  forceps,  a  circular  incision 
was  made  with  a  knife  completely  round  it  through  the  whole  depth  of  the 
vaginal  mucous  membrane,   and  half  an  inch  from  the  diseased  surface, 
taking  special  care  to  avoid  the  bladder  in  front,  where  the  incision  reached 
fairly  down  to  the  uterine  tissue. 

5.  The  vaginal  cut  edges  were  picked  up  in  haemostatic  forceps  ;    two, 
right  and  left  anterior,  and  two,  right  and  left  posterior  ;   four  in  all. 

6.  The  two  anterior  forceps  were  entrusted  to  one  assistant,  and  the 
volsella  fixing  the  cervix  to  another  assistant,  whilst  the  operator,  working 
close  to  the  uterus,  separated  its  anterior  surface  by  finger  and  scissors, 
until  the  peritoneum  was  reached.     This  was  opened  with  scissors,  after 
being  caught  and   held  by  clip  forceps,  and  the  hole   enlarged   by  tearing 
its  sides  apart  with  the  fingers.      The  posterior  surface  of  the  uterus  was 
similarly  dealt  with,  when  that  organ  was  held  by  the  broad  ligaments 
only, 

7.  The  broad  ligaments,  now  well  defined,  were  seized  at  their  lower 
part  by  strong  forceps  within  half  an  inch  from  the  uterus,  and  divided  with 
scissors  on  the  uterine  side.     When  the  lower  portion  was  divided  the  uterus 
was  anteverted,  for  it  could  not  be  drawn  down,  and  the  remainder  of  the 
broad  ligaments  was  secured  in  forceps  and  divided,  and  the  now   detached 
uterus  removed.  > 

8.  The  operation  was  completed  by   removing  the  clips  attached  to 
the  vaginal  mucous  membrane,  sponging  and  carefully  examining  the  cut 
edges   for  any  bleeding  points,  and  the  introduction  of  a  thick  strip  of 
iodoform  gauze  through  the  centre  of  the  forceps  remaining  in  the  broad 
ligaments,  the  upper  end  of  the  gauze  reaching  into  the  peritoneal  cavity, 
the  lower  end  being  cut  short  at  the  vulva. 

During  the  whole  operation  the  parts  were  frequently  douched  with 
carbolic  lotion,  and  when  all  was  finished  the  projecting  handles  of  the  forceps 
and  the  vulva  were  covered  with  a  dressing  of  corrosive  wool,  and  the  patient 
put  to  bed  in  good  condition. 

Pathology. — The  body  of  uterus  is  of  normal  size  and  fundus  healthy. 
The  disease  has  caused  extensive  erosion  of  cervix  internally.  Microscopically 
the  ulcer  is  a  squamous-celled  epithelioma. 

After-progress.  —  Forty-eight  hours  after  the  operation  the  seven  pairs 
of  clamp  forceps  were  removed  and  no  haemorrhage  took  place.  The  packing 
of  iodoform  gauze  was  left  in,  and  two  days  later  that  was  removed.  The 
urine  was  drawn  off  by  a  catheter  for  the  six  days  after  the  operation,  but 
after  that  the  patient  was  allowed  to  pass  it  naturally.  No  douching  was 
required.  The  patient  made  a  good  recovery,  and  went  home  on  March  31, 
sixteen  days  after  the  operation. 
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REMARKS. — Up  to  the  present  time  I  have  extirpated  the  entire 
uterus  in  nine  cases  for  cancer.  All  the  patients  have  recovered.  The 
first  six  cases  are  fully  recorded  in  the  January  number  of  the  Northum- 
berland and  Durham  Medical  Journal.  Of  the  nine  cases  two  have 
died  of  recurrent  cancer,  the  remaining  seven  are  alive  and  well  at  the 
present  time.  This  case  is  exceptional  in  having  no  history  of  haemor- 
rhage, for  hsemorrhage  has  been  the  first  symptom  to  cause  alarm  in 
all  the  other  cases. 

CASE  10. — Vesical  calculus— Lateral  lithotomy — Recovered. 

George  C.,  patient  of  Dr.  Smith,  age  6.  Complains  of  pain  and 
difficulty  in  micturition. 

History.— About  July,  1893,  he  first  found  difficulty  in  micturition, 
complaining  also  at  the  time  of  a  sense  of  heat  passing  over  him  when  about 
to  urinate.  Shortly  after  this  blood  was  noticed  in  the  water,  but  Dr.  Smith 
then  succeeded  in  relieving  all  symptoms  till  a  month  before  admission, 
when  the  patient  began  to  suffer  agonizing  pains,  especially  after  the  act. 
These  pains  were  most  intense  at  the  point  of  the  penis  and  above  the  pubis. 
There  was  also  at  the  time  increased  desire  to  micturate,  and  occasionally 
blood  and  pus  were  found  in  the  urine.  Dr.  Smith  discovered  a  stone  with 
the  sound  some  days  ago. 

His  health  has  always  been  of  the  best  till  last  July.  He  has  had  no 
serious  illness.  There  is  no  family  history  of  disease. 

Present  Condition  (Feb.  28,  1894). — Patient  is  a  robust,  healthy  little 
boy,  with  a  fresh  complexion.  The  tongue  is  furred  and  the  bowels 
confined.  On  allowing  the  urine  to  stand  a  heavy  cloud  of  muco-pus  is 
apparent. 

Local  Examination. — On  sounding  the  bladder  the  diagnosis  of  calculus 
was  confirmed. 

Treatment:  Lateral  lithotomy  (March  1,  1894).  —  The  patient  being 
anaesthetized,  the  urine  was  drawn  off,  and  the  bladder  was  thoroughly 
washed  out  with  boracic  lotion,  of  which  about  three  ounces  were  left  in. 
After  placing  him  in  the  lithotomy  position,  a  Cheseleten's  staff  was  intro- 
duced and  the  stone  struck.  The  staff  was  then  held  perpendicularly  with 
its  concavity  hooked  well  up  under  the  pubis  and  in  the  middle  line.  A 
knife  was  then  entered  a  little  to  the  left  of  the  middle  line  and  at  a  point 
just  behind  the  centre  of  the  perineum,  and  the  incision  was  carried  down- 
wards and  to  the  left  to  a  point  nearer  the  ischial  tuberosity  than  the  anus. 
Then  the  left  thumb  was  inserted  into  the  upper  angle  of  the  wound  to  feel 
for  the  groove  on  the  staff,  the  thumb  nail  being  kept  in  the  groove  of  the 
staff.  The  knife  was  entered  at  a  point  just  in  front  of  the  membranous 
portion  of  the  urethra,  and  being  kept  lateralized,  was  run  onwards  into 
the  bladder.  On  withdrawing  the  knife  the  left  forefinger  was  immediately 
passed  onwards  into  the  bladder.  The  staff  was  then  withdrawn  and  the 
lithotomy  forceps  passed  into  the  wound  along  the  side  of  the  finger,  on 
which  the  forceps  were  slid  on  into  the  bladder  and  opened,  catching  and 
extracting  the  stone.  A  flexible  drainage-tube  was  introduced  through  the 
wound  into  the  bladder  and  fixed  by  a  suture  to  one  edge  of  the  wound. 

Pathology. — The  stone  was  flattened  and  oval  in  shape,  slightly  tuber- 
culated,  and  covered  with  a  thick  layer  of  phosphates.  It  measured  in 
longest  circumference  3  in.,  in  shortest  circumference  2  in. 

After-progress. — Except  for  a  sharp  attack  of  haemorrhage,  which  was 
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checked  by  elevating  the  pelvis,  shortly  after  the  operation,  recovery  was 
uneventful.  On  the  fourteenth  day  after  operation  the  urine  was  passed  by 
the  natural  channel,  and  on  the  day  he  left  (March  17,  1894)  only  an 
occasional  drop  came  away  by  the  wound,  which  was  entirely  closed  in  three 
weeks. 

REMARKS. — An  excuse  is  almost  required  for  performing  lateral 
lithotomy  at  the  present  day.  Mine  is  that  I  did  the  operation  fre- 
quently before  it  became  unfashionable,  and  am  familiar  with  it. 
Having  also  only  lost  one  patient,  an  old  man  of  70,  with  an  enlarged 
prostate,  bad  cystitis,  in  feeble  health,  and  with  a  very  large  stone 
(over  J  Ib.  in  weight),  I  have  acquired  great  confidence  in  its  safety. 
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1  895 

INTRODUCTION   TO    DISCUSSION    ON    GALL-STONES. 

(At   Northumberland  and  Durham   Medical  Society. — Northumberland 

and  Durham  Medical  Journal,  1895,    p.  21 ;     also   published    in    The 

Annals  oj  Surgery,  August.  1895.) 

The  appearance  of  a  paper  I  read  on  "  The  Anatomy  of  the  Right 
Hypochondrium  in  Relation  to  Gall-stones,"  at  the  annual  meeting 
of  the  British  Medical  Association,  held  in  Bristol,  in  the  British 
Medical  Journal  of  last  Saturday,  has  cleared  away  much  of  my 
difficulty  in  introducing  this  discussion  on  gall-stones.  It  is  impos- 
sible to  do  more,  in  the  short  time  at  my  disposal,  than  draw 
attention  to  a  few  of  the  points  which  have  specially  interested  me. 
The  best  method  of  doing  this  will  be,  I  believe,  to  first  relate  the 
cases  of  four  patients  recently  under  my  care,  whose  gall-stones  I 
have  brought  for  exhibition,  and  then  to  make  remarks  as  deductions 
from  them. 

CASE  1. — Mrs.  M.  A.  D.,  age  42,  a  patient  of  Dr.  Redmond,  of  Gateshead, 
complained  of  a  rounded  swelling  in  her  abdomen. 

History. — Three  years  ago  she  began  to  suffer  from  attacks  of  '  spasms,' 
described  as  pains  commencing  in  the  stomach,  making  her  sick  and  shiver 
and  sweat.  These  attacks  recurred  about  every  three  weeks  for  two  years. 
One  ^ear  ago,  after  an  attack,  she  discovered  the  lump  by  accident,  and 
since  that  time  had  had  no  pain  till  a  week  before  I  saw  her.  The  lump  was 
always  movable,  and  she  could  feel  it  as  distinctly  as  if  it  was  in  her  hand. 
A  week  ago  she  was  taken  with  pain  in  the  lump,  which  extended  all  over 
her  right  side  to  the  navel,  round  her  back,  and  over  the  chest.  She  vomited 
a  quantity  of  green  matter,  felt  hot  and  cold,  and  was  very  depressed.  Since 
then  the  lump  had  been  tender  and  painful,  her  appetite  had  been  poor, 
and  she  had  been  depressed  and  ill. 

On  examination,  a  rounded  swelling  like  a  small  cocoanut  was  felt 
projecting  from  underneath  the  costal  margin  in  the  right  hypochondrium. 
It  naturally  lay  with  its  long  axis  in  a  line  drawn  from  the  ninth  costal 
cartilage  to  the  umbilicus,  but  could  be  pushed  easily  into  the  epigastrium 
on  the  left  side,  or  into  the  right  lumbar  region  on  the  right  side,  when  it 
could  be  felt  from  the  loin  like  a  kidney.  The  kidney  was  movable,  however, 
and  could  be  felt  distinctly  on  dipping  the  hand  behind  the  tumour.  The 
swelling  was  fixed  above  ;  moved  directly  downwards  on  forced  inspiration  ; 
was  tender  on  palpation  ;  and  on  percussion  dull  over  its  central  portion. 

Operation  (Sept.  11,  1894). — The  distended  gall-bladder  was  exposed 
by  a  transverse  incision,  turned  out  of  the  wound,  and  its  projecting  fundus 
incised.  A  pint  of  clear  mucus  escaped  at  first,  and  towards  the  end  2  oz. 
of  nearly  pure  pus.  The  gall-bladder  was  washed  out,  and  these  three 
large  (size  of  Spanish  nuts)  and  twenty-eight  small  stones  were  removed. 
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The  largest  of  them  was  firmly  impacted  at  the  neck  of  the  gall-blur ld»-r. 
but  was  easily  pressed  back  into  that  viscus  and  lifted  out.  A  \«  i \  si,i:ill 
soft  stone  in  the  cystic  duct,  which  could  not  easily  be  got  at,  was  crushed. 
The  opening  in  the  gall-bladder  was  attached  to  the  muscles  and  peritoneum 
of  the  inner  portion  of  the  parietal  wound  by  interrupted  catgut  sutures,  and 
the  gall-bladder  drained.  The  remainder  of  the  wound  was  closed  by  three 
tiers  of  catgut  sutures. 

After-progress. — The  patient  was  immediately  relieved  by  the  operation, 
which  appeared  to  cause  no  disturbance,  for  her  temperature  never  exceeded 
99-2°,  or  her  pulse  100.  For  the  first  ten  days  small  particles  of  the  crush«l 
calculus  and  bile  escaped  freely,  then  in  diminishing  quantities.  In  three 
weeks  the  wound  was  entirely  healed  and  the  patient  in  good  gealth. 

CASE  2. — Mrs.  E.  W.,  age  45,  a  patient  of  Dr.  Binnie,  Brandon,  com- 
plained of  attacks  of  pain  in  the  right  side. 

History. — One  day  in  July,  1893,  the  patient  was  suddenly  seized  with 
severe  pain  in  the  region  of  the  liver.  The  pain  shot  round  the  body,  over 
to  the  stomach,  and  up  into  the  right  shoulder.  It  was  accompanied  by 
sweating  and  sickness,  and  followed  by  shivering  and  sweating,  but  no 
jaundice.  The  pain  lasted  for  two  hours,  but  the  weakness  resulting  con- 
fined her  to  bed  for  three  weeks.  Three  weeks  after  the  first  she  had  a 
second  attack,  and  was  in  bed  for  a  fortnight,  during  which  time  jaundice 
was  noticed  for  the  first  time.  The  pain  had  never  been  entirely  relieved 
since  this  time,  and  the  jaundice  had  never  entirely  disappeared.  Every  now 
and  again  she  had  severe  pain  with  shivering,  sweating,  and  vomiting, 
always  follozved  by  a  temporary  increase  in  the  jaundice.  She  had  lost  flesh 
considerably. 

On  examination,  slight  jaundice  with  tenderness  over  the  liver  and 
enlargement,  sufficient  to  allow  of  the  liver  edge  being  felt  at  a  finger's 
breadth  below  the  costal  cartilages,  were  the  only  physical  signs  present. 

Operation  (Aug.  13,  1894). — The  abdomen  was  opened  by  the  trans- 
verse incision,  and  the  liver  edge  exposed.  The  gall-bladder  was  buried  in 
adhesions  between  omentum,  hepatic  flexure  of  colon,  and  pylorus.  The 
adhesions  were  separated  and  the  gall-bladder  exposed.  It  was  contracted 
and  thick-walled,  but  empty.  The  common  duct  was  now  found  to  be  much 
dilated,  and  about  its  middle  this  large  stone  was  felt  through  the  walls. 
The  duct  was  hooked  forward,  incised  in  a  longitudinal  direction,  and  the 
stone  slipped  out.  Further  exploration  proved  that  this  was  the  only  stone 
present.  A  full-sized  drainage  tube  was  left  in,  its  inner  end  in  contact 
with  the  opening  in  the  duct,  its  outer  projecting  through  the  lower  and 
posterior  angle  of  the  parietal  incision.  A  small  packing  of  gauze  was  put 
in  by  its  side  to  prevent  prolapse  of  the  colon,  and  the  remainder  of  the 
wound  was  closed  by  three  tiers  of  sutures. 

After-progress. — The  gauze  was  removed  on  the  third  day,  the  tube 
four  days  later,  for  the  bile  which  had  been  flowing  freely  through  the  tube 
had  now  ceased  to  escape  in  this  direction,  and  the  faeces  were  thoroughly 
bile-stained.  Convalescence  was  uninterrupted,  and  in  three  weeks  she 
went  home  healed  and  well. 

CASE  3. — Mrs.  I.,  age  64,  a  patient  of  Dr.  Kay,  Gateshead,  complained 
of  pain  in  the  right  side,  and  vomiting. 

History.— Her  first  attack  dated  bcack  twenty  years,  and  since  then 
she  had  had  frequent  recurrences  of  pain.  Last  August  (ten  months  ago) 
her  present  illness  commenced  with  pain  in  the  right  side  and  over  her 
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stomach,  accompanied  by  vomiting,  shivering,  and  sweating,  and  followed 
by  jaundice.  Since  then  she  had  never  been  quite  free  from  pain  or  jaundice, 
but  up  to  January  of  this  year  was  able  to  get  about.  Since  the  New  Year 
she  had  been  confined  to  bed  and  in  constant  pain,  with  worse  attacks  every 
now  and  again,  after  which  the  jaundice  was  increased. 

The  only  physical  signs  discoverable  were  slight  jaundice  ;  tenderness 
in  the  right  hypochondrium  ;  and  enlargement  of  the  liver. 

Operation  (Oct.  23,  1894). — The  abdomen  was  opened  by  the  transverse 
incision,  and  the  liver  exposed.  On  drawing  this  upwards  a  firm  omental 
adhesion  was  seen  in  the  gall-bladder  notch.  On  separating  the  omentum, 
the  pylorus,  also  adherent  to  the  gall-bladder,  came  into  view.  The  pylorus 
was  separated,  and  the  gall-bladder  exposed.  It  was  thick-walled  and 
contracted,  and  contained  one  small  stone.  The  whole  of  the  structures 
underlying  the  liver  were  matted  together,  and  the  foramen  of  Winslow 
was  blocked.  A  hard  nodular  mass  was  felt  in  the  neighbourhood  of  the 
head  of  the  pancreas,  but  there  was  no  sign  of  stone  in  the  common  duct. 
By  further  separation  of  adhesions  the  dilated  duct  was  exposed  and  opened, 
allowing  of  the  escape  of  a  quantity  of  pent-up  bile.  Introducing  my 
finger  through  the  opening  in  the  duct  and  downwards,  I  discovered 
at  the  duodenal  end  of  the  duct  the  larger  of  these  two  stones,  which  with 
some  difficulty  I  got  round.  The  stones  lay  in  a  cavity  under  the  head 
of  the  pancreas,  surrounded  by  indurated  and  matted  tissues.  After  the 
removal  of  the  smaller  stone  from  the  gall-bladder,  the  operation  was  com- 
pleted by  draining  the  cavity  from  behind,  packing  some  gauze  in  below, 
and  suturing  the  remainder  of  the  wound.  The  operation  was  well  borne, 
and  the  patient  was  put  to  bed  in  good  condition. 

After-progress.  —  For  the  first  three  days  progress  was  satisfactory. 
Then  the  wound  edges  began  to  look  red,  and  some  suppuration  appeared. 
A  bed-sore  which  had  threatened  before  operation  now  became  troublesome. 
The  operation  wound  became  foully  septic,  and  on  the  eighth  day  the  patient 
died. 

Along  with  Dr.  Kay  I  made  a  post-mortem  on  the  following  day.  The 
only  trace  of  peritonitis  in  the  general  peritoneal  cavity  was  a  recent 
adhesion  of  the  omentum  in  the  pelvis,  such  as  would  follow  sponging  the 
healthy  omentum  in  an  aseptic  abdominal  case.  There  was  no  fluid  in  the 
general  peritoneal  cavity,  and  the  intestines  were  not  distended  or  otherwise 
disturbed.  The  pouch  I  have  described  was  entirely  shut  off  by  firm  adhesions 
from  the  general  peritoneal  cavity  ;  bile  was  still  escaping  into  it  from  the 
opening  in  the  duct ;  and  the  whole  lining  of  the  pouch  was  in  a  foul,  purulent 
condition.  Obviously,  death  arose  from  septic  changes  in  the  pouch,  due  to 
an  infection  of  it,  I  believe,  from  without.  The  room  and  the  bed,  as  most 
beds  in  private  houses  are,  were  unfitted  for  the  operation  and  after-treatment 
of  such  a  case  ;  and  the  difficulties  of  keeping  the  wound  healthy  were  not 
surmounted,  as  they  would  almost  certainly  have  been  in  a  properly-equipped 
institution.  This  difficulty  was,  however,  of  the  patient's  own  making,  for 
she  obstinately  refused  to  leave  home. 

CASE  4. — Mrs.  T.,  age  56,  a  patient  of  Dr.  Hutchinson,  Fence  Houses, 
complained  of  abdominal  swelling  and  pain. 

History. — Nine  months  ago  she  had  a  severe  attack  of  pain  in  the  right 
side,  and  shivered  and  vomited.  This  was  followed  by  jaundice,  which 
lasted  for  a  few  days,  and  then  she  got  well.  Ten  days  ago  she  noticed  a 
lump  like  a  baby's  head  in  the  right  side,  which  caused  her  pain.  It  had 
grown  larger,  and  she  had  been  confined  to  bed  with  illness. 
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Present  Condition. — The  patient  was  in  a  feeble,  apathetic  condition, 
with  a  grey  skin,  but  looked  as  if  she  had  bem  :i  str.,iiLr  \\i»m;m. 

In  the  right  hypochondrium  there  was  a  prominent  li\« d  swelling  the 
size  of  a  football.  The  skin  over  it  was  red,  and  fluctuation  was  distinct. 

On  June  25,  1894,  the  large  abscess  was  incised  by  dividing  the  skin 
freely.  About  a  quart  of  offensive  pus  escaped.  Under  the  abscess  a  hard 
rounded  tumour  (size  of  a  foetal  head)  could  be  felt,  but  the  connection 
between  this  and  the  abscess  could  not  be  traced. 

After-progress. — The  patient  improved  to  a  limited  extent  soon  after 
draining  the  abscess,  but  neither  her  condition  nor  that  of  the  wound  ever 
reached  such  a  satisfactory  stage  as  to  allow  of  further  operation,  and  she 
died  on  August  4,  1894,  a  little  over  six  weeks  after  the  abscess  was  opened. 

On  post-mortem  examination  I  found  that  the  hard  tumour,  under  the 
abscess,  was  formed  by  the  right  lobe  of  the  liver  with  matted  omentum 
and  intestine.  In  the  centre  of  the  hard  mass  there  was  a  cavity  containing 
a  small  quantity  of  pus  and  these  two  gall-stones.  Part  of  the  wall  of  the 
cavity  was  formed  by  the  remains  of  the  ruptured  suppurating  gall-bladder. 

This  case  is  recorded  with  the  object  of  emphasizing  my  idea  that  death 
is  a  not  uncommon  result  of  gall-stones. 

REMARKS. — It  is  a  generally  accepted  belief,  and  one  based  upon 
sufficient  evidence,  that  gall-stones  are  formed  in  the  great  majority 
of  cases  in  the  gall-bladder. 

Mucus  seems  to  be  essential  to  their  formation,  and  this  is  only 
secreted  by  the  gall-bladder  and  the  larger  ducts.  The  circulation 
in  the  larger  ducts  is  so  constant  that  deposition  of  salts  and  inspissa- 
tion  of  bile  would  be  difficult  there,  but  in  the  gall-bladder  the  relative 
stagnation  and  other  conditions  are  favourable  to  gall-stone  forma- 
tion. Though  gall-stones  are  not  infrequently  found  in  the  smaller 
ducts,  it  does  not  follow  that  they  are  formed  there.  It  is  not  difficult 
to  believe  that  they  are  carried  and  deposited  by  a  back-flow  of  bile, 
which  must  be  of  common  occurrence  in  the  complicated  biliary 
circulation. 

Pain  is  the  most  frequent  symptom  in  gall-stone  attacks,  and 
having  often  sought  for  an  explanation  of  it  without  any  satisfaction, 
even  the  lesser  one  of  seeing  an  attempt  made  to  suggest  a  cause  for 
it,  I  am  forced  to  draw  my  own  conclusions.  It  is  easier  to  say  what 
the  pain  is  not  due  to  than  what  is  its  cause.  It  is  safe  to  state  that 
it  is  neither  due  directly  to  the  presence  of  the  stone  nor  the  disten- 
tion  of  the  gall-bladder  or  ducts,  as  a  stone  will  lodge  in  one  or  other 
duct  for  months  without  producing  pain,  and  the  ducts  and  gall- 
bladder are  frequently  enormously  distended  with  trifling  disturbance. 
The  only  pain  I  know  of  to  compare  with  it  in  severity,  is  that  due  to 
the  forcible  contraction  of  unstriped  muscular  fibre.  Labour  pains 
supply  a  good  physiological  example  of  pain  from  this  cause  ;  the 
painful  contractions  of  an  irritated  bladder  or  intestine  will  occur  to 
the  mind  of  everyone  as  a  common  pathological  illustration  having  a 
similar  origin.  The  intermission  and  uncertainty  of  the  pain,  as  well 
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as  an  absence  of  proportion  to  its  exciting  cause,  are  additional  resem- 
blances it  has  to  the  pains  produced  by  forcibly  contracting  unstriped 
muscle. 

The  diagnosis  of  gall-stones  is  sometimes  impossible  without 
exploratory  incision,  but  it  appears  to  me  to  be  more  easy  and  cer- 
tain than  most  of  the  other  abdominal  diagnostic  problems  ;  easy, 
because  it  is  based  on  either  a  gross  physical  sign,  such  as  a  distended 
gall-bladder  or  jaundice  ;  and  certain,  because  from  the  history  alone 
a  diagnosis  may  generally  be  arrived  at,  and  the  details  of  the  illness 
are  so  vividly  impressed  on  the  mind  of  even  the  dullest  patient,  that 
a  reliable  history  is  nearly  always  obtainable. 

It  will  be  noted  of  the  first  case  related  that  three  years  before 
the  operation  she  began  to  suffer  from  '  spasms,'  and  that  they  con- 
tinued for  two  years.  Judging  from  what  I  have  observed  in  other 
cases,  an  opportunity  of  examining  her  then  would  have  shown  a  dis- 
tended gall-bladder,  the  distention  varying  in  amount ;  and  a  small 
stone,  such  as  one  of  those  we  found  in  her  gall-bladder,  partially 
obstructing  the  cystic  duct.  It  is  too  often  forgotten  in  making  a  dia- 
gnosis, that  no  jaundice  will  follow  blocking  of  the  cystic  duct  by  a  stone, 
and  cases  of  this  sort  are  frequently  diagnosed  4  spasms.' 

When  the  gall-bladder  is  distended  without  jaundice,  and  pain, 
after  the  first  acute  attack,  is  absent,  a  stone  has  completely  blocked  the 
mouth  of  the  gall-bladder  or  the  cystic  duct.  A  reference  to  the  history 
of  Case  1  shows  that  after  the  swelling  was  discovered  there  was  no 
pain,  and  that  this  painless  swelling  caused  no  trouble  for  nearly  a 
year.  It  was  only  when  inflammation — followed  by  suppuration  of 
the  lining  membrane  of  the  gall-bladder — set  in,  that  pain  was  experi- 
enced. The  neck  of  the  gall-bladder  was  completely  closed  by  a 
large  stone. 

In  this  case  the  diagnosis  was  easy,  because  the  gall-bladder  line 
was  in  its  normal  direction  from  ninth  costal  cartilage  to  umbilicus, 
and  the  kidney  could  be  felt  behind  it.  In  other  cases  that  have 
come  under  my  notice,  especially  when  adhesions  were  present,  the 
long  axis  of  the  gall-bladder  has  been  directed  downwards  and  the 
swelling  filled  the  right  lumbar  region,  and  resembled  a  kidney  so 
closely  that  it  was  more  than  difficult  to  arrive  at  a  satisfactory  opinion  as 
to  whether  the  tumour  was  gall-bladder  or  kidney. 

Attacks  of  severe  pain  in  the  epigastrium  and  right  hypochondrium, 
accompanied  by  vomiting  and  shivering,  and  followed  by  sweating,  com- 
plete relief  and  transient  jaundice,  are  due  to  the  passage  of  a  gall-stone 
from  the  gall-bladder  through  the  ducts  into  the  duodenum.  Careful 
washing  of  the  faeces  (best  performed  on  a  wire  sieve)  will  rarely  fail 
to  discover  the  stone  or  stones  in  such  a  case.  A  patient  of  mine 
passed,  and  recovered  in  one  year,  200  stones,  usually  about  the  size 
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of  a  horse  bean,  and  for  seven  years  was  free  from  recurrence,  when 
she  was  again  attacked  with  her  old  malady. 

If  the  relief  after  the  pain  is  incomplete,  the  jaundice  more  or  less 
persistent,  and  the  patient  every  now  and  again  attacked  by  ague-lilt- 
paroxysms,  generally  with  or  perhaps  without  pain,  each  attack  being 
followed  by  a  temporary  increase  of  jaundice,  a  stone  is  impacted  in, 
but  not  completely  blocking,  the  common  duct.  Cases  2  and  3  are  good 
illustrations  of  the  points  stated.  A  glimpse  at  the  stones  removed 
will  convince  anyone  that  they  only  partially  obstructed  ducts  which 
were  dilated  enough  to  admit  my  index  finger  with  ease.  The  exces- 
sive dilatation  is  only  what  surgeons,  who  are  familiar  with  the  be- 
haviour of  the  urethra  if  a  foreign  body  be  left  in,  would  expect.  At 
first  the  intruder  is  firmly  gripped,  but  shortly  dilatation  commences, 
and  the  walls  of  the  canal  tend  to  recede  more  and  more  from  it. 

If  opportunity  had  offered  of  examining  either  Case  2  or  3  in  the 
early  stages,  the  gall-bladder  would  have  been  felt  enlarged  and 
tender ;  for  in  similar  cases  I  have  had  the  chance  of  observing  that 
it  was  so,  as  could  almost  have  been  anticipated.  These  cases,  how- 
ever, were  not  seen  till  a  later  stage,  when  the  only  local  signs  are 
tenderness,  with  enlargement  of  the  liver,  for  then  the  gall-bladder  is 
shrunken  and  thick  walled,  as  found  at  these  operations,  and  generally 
buried  in  adhesions.  It  is  a  common  mistake  to  suppose  that  patients 
suffering  in  this  way  have  malignant  disease  of  the  liver ;  a  very  fatal 
error. 

Persistent  jaundice,  with  a  distended  gall-bladder  and  absence  of 
severe  pain,  are  due  to  a  complete  block  of  the  common  >  duct,  arising, 
usually,  from  malignant  disease  in  its  neighbourhood,  and  involving  it. 

In  looking  for  an  explanation  of  these  phenomena,  familiar  and 
easily  observed  occurrences  in  the  urinary  bladder  serve  a  useful 
purpose.  Like  the  urinary  bladder,  the  gall-bladder  will  become  con- 
tracted and  hypertrophied  when  dealing  with  a  partial  obstruction,  and 
like  it  will  dilate  painlessly  when  all  its  efforts  to  overcome  the  obstruc- 
tion are  futile. 

PROGNOSIS. — I  have  seen  several  deaths  from  gall-stones,  but  will 
quote  Dr.  Whicham  Legg,  from  Quain's  "  Dictionary  of  Medicine," 
1888  edition,  on  this  point :  "  It  is  almost  impossible  to  make  a  trust- 
worthy prognosis  in  these  cases.  The  physician  can  never  speak 
confidently,  or  feel  quite  happy  when  treating  a  case  which  he  looks 
upon  as  one  of  gall-stones." 

TREATMENT. — In  the  treatment  only  operative  measures,  so  far  as 
I  know,  need  be  considered.  Gall-stones  are  as  resistant  to  solvents 
as  urinary  stones,  and  nothing  but  relief  can  be  promised  from  medi- 
cinal measures.  The  diagnosis  of  gall-stones  which  are  causing 
trouble  would  appear  to  me  to  carry  with  it  a  recommendation  for 
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operative  treatment.*  This  may  be  readily  pressed  if  the  small 
danger  attaching  to  such  operations  is  admitted. 

My  conclusions  as  to  the  operative  methods  to  be  employed  are 
given  in  the  British  Medical  Journal,  Nov.  3,  1894,  p.  971. 

To  those  conclusions  I  have  to  add  that,  if  the  usual  operation 
is  followed  by  the  fresh  formation  of  gall-stones,  in  even  a  small 
number  of  instances,  as  I  know  has  occurred  in  some  unpublished 
cases,  resection  of  the  gall-bladder  must  be  the  rule. 

My  last  conclusion  is,  that  when  a  stone  is  impacted  in  the  common 
duct,  it  depends  on  what  part  of  the  duct  it  is  lodged  in  whether  the 
finding  of  it  during  the  operation  is  easy  or  difficult,  and  its  removal 
safe  or  complicated.  The  stone  may  be  lodged  above  that  portion  of 
the  common  bile-duct  which  comes  into  relation  with  the  head  of  the 
pancreas,  when  it  can  be  grasped  and  removed  by  a  direct  incision 
after  exposure  of  the  portion  of  duct  in  which  it  is  lying,  the  separa- 
tion of  (often  troublesome)  adhesions  being  the  chief  difficulty  ;  or 
it  may  be  lodged,  as  in  Case  3,  in  the  end  of  the  duct  (ampulla  of 
Vater),  where  it  is  entirely  covered  up  by  the  head  of  the  pancreas, 
and  interferes  with  the  flow  from  the  pancreatic  duct.  The  inability 
to  feel  the  stone,  and  the  induration  of  the  head  of  the  pancreas  in  such 
a  case,  may  lead  the  operator  to  believe  that  he  is  dealing  with  a  pan- 
creatic tumour.  The  diagnosis  can  only  be  confirmed,  and  the  stone 
with  difficulty  removed,  by  opening  the  dilated  duct  at  a  convenient 
spot,  and  introducing  the  finger  and  extracting  instruments  down  to 
the  stone  through  this  opening.  After  touching  the  stone,  the  diffi- 
culties of  extracting  it  through  the  incision  in  the  duct  may  be  insur- 
mountable. In  this  case  I  would  suggest  that  an  opening  should  be 
made  in  the  convexity  of  the  second  part  of  the  duodenum  (McBurney), 
through  which  a  finger  or  probe  might  aid  the  upward  dislodgement 
of  the  stone,  and  its  removal  through  the  incision,  or  allow  of  dilata- 
tion of  the  duodenal  orifice  of  the  duct,  and  its  extraction  through  the 
intestine. 

The  questions  which  I  would  chiefly  like  to  raise  for  discussion 
are  :  (1)  What  is  the  result  in  gall-stone  cases  left  without  operation  ? 
(2)  What  operation  should  be  performed  ?  (3)  How  is  the  gall- 
bladder to  be  treated  ? 

In  replying  on  the  discussion,  Mr.  Morison  said  :  With  regard 
to  what  Dr.  Oliver  has  said  concerning  pain,  I  am  disposed  to  think — 
and  in  a  subsequent  paper  hope  to  give  fair  reason  for  so  doing,  that 
the  pain  is  due  to  contractions  of  the  gall-bladder,  and  that  the  ducts 
take  no  part  in  its  causation.  A  stimulus  is,  of  course,  essential  to 
start  the  contractions  ;  but,  as  I  said  before,  I  still  believe  that  neither 

*  This  important  truth  is  even  yet  not  sufficiently  acted  upon. 
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the  stone  nor  distrntion  will  cause  tin  in.  My  view  is  that  ch<>l<  - 
cystitis  plays  the  chief  part  in  I  his.  I  (|nite  agree  with  Dr.  Oliv«  r 
when  he  says  that  the  analogy  between  the  urinary  and  the  gall-bladder 
is  not  complete.  Many  differences  might  be  mentioned.  All  I  hold 
is  that  there  are  certain  resemblances  which  may  be  usefully  remem- 
bered. It  is  rare,  I  allow,  to  find  stones  in  the  urinary  bladder  posl 
mortem  ;  though  I  have  one  in  my  possession,  the  size  of  a  bantam's 
egg,  taken  after  death  from  the  bladder  of  a  nervous  hypochondriacal 
man,  who  had  no  urinary  symptoms  during  life.  There  is,  however, 
abundant  evidence  to  show  that  a  stone  may  lie  for  long  in  the  urinary 
bladder  and  cause  no  trouble.  It  is  no  uncommon  thing  to  find  a 
large  stone  in  the  bladder,  which  must  have  taken  years  to  form, 
with  a  history  of  symptoms  of  only  a  few  weeks'  duration.  In  some 
way  or  other  an  attack  of  cystitis  is  brought  about,  and  then  the  calculus 
is  discovered.  I  would  venture  to  suggest  as  an  explanation  applic- 
able to  both  cases,  that  cystitis  is  essential  to  the  production  of  sym- 
ptoms, that  in  both  the  presence  of  stones  predisposes  to  cystitis, 
but  that  the  urinary  is  less  likely  than  the  gall-bladder  to  evade 
this  accident.  The  discrepancy  in  post-mortem  results  is  thus  simply 
explained. 

The  experiment  which  Dr.  Oliver  mentions,  showing  the  solu- 
bility of  gall-stones  in  olive  oil,  is  interesting;  but  to  keep  the  gall- 
bladder filled  with  oil  for  nine  days  is  impracticable,  and  since  32  per 
cent  of  the  stones  would  still  be  left  in  it,  this  is  not  so  much  to  be 
regretted.  Most  authorities  are  agreed  that  olive  oil  is  a  very  uncer- 
tain remedy  for  the  pain  ;  and  all — Dr.  Limont,  who  has  made  and 
recorded  most  careful  and  instructive  experiments  in  a  number  of 
cases,  included — are  agreed  that  the  stories  of  the  dissolution  of  stones 
by  oil  are  based  on  fallacious  observation. 

My  reasons  in  favour  of  operation,  when  gall-stones  are  causing 
serious  symptoms,  are  :  That  operation  is  less  dangerous  than  expec- 
tancy ;  that  recovery  after  operation  is  expeditious  and  complete  in 
cases  uncomplicated  by  delay;  and  that  the  sufferings  of  patients 
operated  upon  are  incomparably  less. 


A    SUCCESSFUL    CASE    OF    PYLOROPLASTY. 

(The  Lancet,  1895,  i,  p.  396.) 

A  woman,  age  48  years,  was  sent  by  Mr.  Sheraton,  of  Sedgefield,  to 
consult  Dr.  Drummond,  who  placed  her  under  my  care.  The  patient  was 
suffering  from  vomiting  and  gastric  pain.  Her  illness  had  commenced  five 
years  previously  with  an  attack  of  vomiting.  Similar  attacks  recurred 
every  three  months  or  so.  Since  the  first  seizure  she  had  been  unable  to 
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take  any  but  the  lightest  forms  of  food.  Beef  or  any  heavy  meal  brought 
on  an  attack.  In  the  early  part  of  last  year  the  attacks  of  sickness  became 
more  frequent  and  were  accompanied  by  pain.  Since  the  middle  of  July, 
1894,  she  had  been  a  complete  invalid,  with  the  following  symptoms  :  For 
two  or  three  days,  provided  she  took  very  little  food  and  that  only  of  a 
liquid  or  farinaceous  kind,  she  would  feel  fairly  well  ;  then  a  '  lump  '  would 
gradually  form  in  the  umbilical  region,  producing  sensations  similar  to 
those  experienced  during  the  later  stages  of  pregnancy  when  the  child  is 
moving  vigorously  about.  The  4  lump  '  after  a  time  became  hard  and 
painful,  and  violent  vomiting  accompanied  the  pain.  After  lasting  for  two 
or  three  days  these  troubles  disappeared,  and  for  a  short  time  relief  was 
obtained,  so  that  each  week  was  divided  into  two  nearly  equal  periods — one 
of  pain  and  sickness,  the  other  of  comparative  ease.  The  vomited  matter 
had  a  frothy,  yeasty  appearance,  an  offensive  odour,  and  in  quantity  always 
exceeded  what  had  been  taken.  Early  in  July  she  ate  a  small  portion  of 
cabbage,  and  for  three  days  afterwards  she  noticed  traces  of  it  in  the  vomited 
matter.  Latterly  she  had  observed  that  the  vomit  contained  material  like 
coffee  grounds,  and  that  her  stools  were  black.  Her  previous  health  had 
been  good  except  for  a  liability  to  indigestion,  more  marked  during  the  last 
twenty  years.  She  had  had  seven  children  and  one  miscarriage.  A  sister 
had  died  from  phthisis  at  the  age  of  26  years.  There  was  nothing  else  worthy 
of  note  in  her  family  history.  On  Oct.  6,  1894 — i.e.,  two  days  after  coming 
to  Newcastle — the  ordinary  vomiting  attack  came  on.  Nothing  was  allowed 
by  the  mouth,  and  nutrient  enemata  were  ordered.  On  the  7th  the  patient 
vomited  from  3  a.m.  to  10  p.m.  3  pints  of  yeasty,  foetid,  brownish  fluid, 
She  had  passed  a  restless  night.  On  the  8th  she  vomited  about  10  ounces 
of  blood.  The  nutrient  enemata  were  ordered  to  be  continued.  On  the  9th 
she  vomited  some  blood  at  11  a.m.,  just  before  I  saw  her  for  the  first  time. 
Dr.  Drummond  and  I  agreed  to  wash  the  stomach  out.  This  was  done  at 
2  p.m.  Immediately  after  washing  a  small  quantity  of  milk,  barley  water, 
and  brandy  were  administered.  There  was  no  more  vomiting  at  the  time. 
The  fluid  removed  from  the  stomach  was  brown  in  colour,  with  a  foetid, 
yeasty  odour,  and  contained  changed  blood.  From  this  time  to  the  date 
of  the  operation  the  treatment  consisted  of  daily  stomach  lavage,  the  frequent 
administration  of  small  quantities  of  liquid  nourishment  by  the  mouth,  and 
the  use  of  nutrient  enemata.  On  Oct.  15  the  following  note  was  made  of  her 
condition  :  "  The  patient  is  much  emaciated  and  weighs  only  5  st.  1  Ib.  ; 
she  has  no  appetite  ;  the  complexion  is  sallow  and  the  expression  anxious  ; 
the  abdomen  is  retracted  and  flat  except  over  the  epigastric,  left  hyper- 
chondriac,  left  umbilical,  and  left  lumbar  regions,  which  are  elevated  by 
the  distended  and  dilated  stomach,  the  shape  of  which  can  be  fairly  made 
out  through  the  thin  and  flaccid  abdominal  walls.  On  palpation  succussion 
sounds  are  elicited,  and  just  above  the  umbilicus  and  immediately  to  the 
right  of  the  middle  line  a  firm  nodule  the  size  of  a  walnut  is  to  be  felt.  After 
the  stomach  has  been  emptied  by  the  tube  the  nodule  can  be  picked  up 
between  the  finger  and  thumb.  It  is  movable  in  every  direction,  and  when 
pressed  directly  backwards  has  pulsation  communicated  to  it  by  the  aorta. 
Percussion  corroborates  the  belief  that  the  stomach  is  much  dilated.  All 
the  other  organs  of  the  body  appear  to  be  healthy."  On  Oct.  16  the 
Heineke-Mickulicz  operation  was  performed.  On  opening  the  abdomen  the 
nodule  described  was  found,  as  was  anticipated,  to  be  the  pylorus.  Taken 
between  the  finger  and  thumb  it  felt  thickened  and  resisting,  as  if  an  india- 
rubber  ring  was  embedded  in  it.  The  stomach  was  opened  1  in.  above  the 
pylorus  and  an  attempt  made  to  pass  the  little  finger  through  this  opening 
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into  the  pylorus.  The  pyloric  orifice  was,  however,  found  to  be  so  small 
that  neither  the  little  finger  nor  a  pair  of  small  clip  fnrccps,  closed  and  intro- 
duced subsequently,  would  pass  through  it.  The  incision  made  in  the 
stomach  was  then  prolonged  with  scissors  through  the  middle  of  the  exposed 
anterior  portion  of  the  pylorus  for  about  one  inch  into  the  duodenum. 
The  pyloric  ring  was  firm  and  thick.  There  was  no  evidence  of  old  ulcer, 
scar,  or  puckering.  Drawing  apart  the  middle  of  each  side  of  the  longi- 
tudinal incision  converted  it  into  a  transverse  one.  This  position  was 
permanently  secured  by  a  first  row  of  sutures  passed  close  to  the  edges  of 
the  incision  through  all  the  coats  of  the  stomach  and  duodenum,  and  a 
second  row  through  the  peritoneum  only,  in  Lembert  fashion,  burying  the 
first.  The  operation  was  completed  by  closing  the  abdomen  in  the 
ordinary  way,  and  occupied  half  an  hour.  The  patient,  notwithstanding 
her  feeble  condition,  stood  it  well.  Immediately  after  being  put  to  bed 
she  was  slightly  sick.  For  the  first  twenty-four  hours  nothing  was  given  by 
the  mouth.  Nutrient  enemata  were  administered  every  two  hours.  Twenty- 
eight  hours  after  the  operation  teaspoonfuls  of  hot  water  were  given 
occasionally.  On  the  third  day  small  quantities  of  barley-water  and  milk 
were  given  by  the  mouth  and  the  nutrient  enemata  were  continued.  On 
the  evening  of  this  day,  after  having  barley-water  and  milk,  she  felt  a  pain 
"*  as  if  the  fluid  was  passing  over  a  raw  surface  out  of  her  stomach."  On 
the  fourth  day  she  had  arrowroot  and  milk,  with  mutton  broth.  On  the 
sixth  day  she  complained  of  feeling  hungry,  a  sensation  she  had  not 
experienced  for  years.  On  the  tenth  day  the  dressing  was  removed  for  the 
first  time,  and  the  wound  was  found  to  be  entirely  healed.  At  this  time  she 
was  having  regular  meals  of  bread  and  butter,  tea,  eggs,  fish,  and  potato. 
During  her  convalescence  the  pulse  and  temperature  never  rose  above 
normal,  and  she  made  steady  progress  from  the  day  of  the  operation. 

On  Nov.  8  (three  weeks  after  the  operation)  the  patient  was  shown 
at  a  meeting  of  the  Northumberland  and  Durham  Medical  Society.  She 
was  then  in  good  health  and  weighed  6  st.  1  Ib.  (a  gain  of  1  st.).  On  Jan.  21, 
1895,  she  writes  :  "  I  am  glad  to  say  I  am  keeping  very  well,  and  I  weigh 
8  st.  6  Ib.  I  don't  think  I  ever  weighed  so  much  in  my  life,  and  nothing 
disagrees  with  me."  * 


SERIES  OF  FIBROID  TUMOURS  OF  THE  UTERUS. 

(Northumberland  and  Durham  Medical  Journal,   1895,  p.   92.) 

Mr.  Rutherford  Morison  exhibited  a  series  of  fibroid  tumours  of  the 
uterus  to  illustrate  :  (1)  That  the  menopause  had  frequently  a  deleterious 
effect  on  such  tumours  ;  (2)  That  operation  for  their  extirpation  should 
be  undertaken  with  greater  frequency  ;  and  (3)  The  different  methods  of 
removal  by  total  abdominal  and  vaginal  hysterectomy  ;  the  varieties  of 
intra-peritoneal  treatment  of  the  stump  ;  and  the  extra-peritoneal  treat- 
ment of  the  same. 

*  This  patient  has  been  very  well  ever  since  the  operation,  and  now 
(1915)  weighs  nearly  13  stone. 
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PART  OF   A   DISCUSSION   ON  PUERPERAL    FEVER. 

INTRODUCED  BY   DR.  MURPHY. 
(Northumberland  and  Durham  Medical  Journal,   1895,  p.   171.) 

Mr.  Morison  did  not  like  to  let  so  important  and  interesting  a 
communication  as  this  one  of  Dr.  Murphy's  pass  without  comment.  Any- 
one who  had  been  interested  in  this  subject  could  not  fail  to  be  impressed 
with  Dr.  Murphy's  success,  and  to  be  encouraged  to  further  effort.  The 
principle  advocated  by  him — of  thorough  local  treatment — appeared  to  be 
so  sound  that  nothing  could  be  found  to  say  against  it,  and  the  details  with 
which  this  principle  had  been  carried  out  in  practice  had  been  so  successful 
that  each  one  must  necessarily  be  carefully  borne  in  mind  when  cases  of 
puerperal  fever  came  to  be  dealt  with.  Dr.  Murphy  had,  he  thought,  been 
unusually  lucky  in  his  cases  for  abdominal  section,  because  in  four  out  of 
five  cases  he  had  to  deal  with  peritonitis,  the  result  of  a  pyosalpinx  compli- 
cating labour.  The  only  case  in  his  series  which  came  up  to  Mr.  Morison' s 
notion  of  genuine  puerperal  peritonitis  was  case  four,  in  which  the  peritonitis 
was  acute,  and  probably  secondary  to  a  septic  puerperal  metritis.  In  saying 
this,  he  did  not  wish  to  detract  anything  from  Dr.  Murphy's  splendid  results, 
but  to  point  out  that  he  did  not  think  he  had  sufficiently  separated  the  more 
from  the  less  serious  cases.  A  peritonitis  with  abundant  pus  was  curable 
by  washing  out  and  drainage  ;  in  the  most  acute  septic  forms  of  peritonitis, 
death  occurred  before  pus  had  had  time  to  form.  The  record  of  case  four 
encouraged  one  to  hope  that  the  most  acute  cases,  if  fairly  tackled,  and 
early  enough,  might  do  well.  He  had  operated  on  four  cases  of  puerperal 
peritonitis.  Three  of  the  patients  had  the  acute  septic  form,  and  all  died  ; 
the  fourth  had  a  ruptured  ovarian  abscess  with  purulent  peritonitis,  and 
recovered.  In  none  of  the  cases  was  the  operation  done  before  the  fourth 
day  of  the  illness.  In  one  case,  in  addition  to  washing  out  and  draining 
the  peritoneum,  he  left  in  permanently  three  tubes.  The  first  a  long  and 
wide  india-rubber  one,  reaching  up  under  the  liver  ;  a  second  similar, 
extending  under  the  spleen  ;  and  a  third,  wide  glass  one,  in  Douglas's  pouch. 
Directions  were  left  that  thorough  irrigation  should  be  performed  every 
half-hour  by  injecting  warm  saline  solution  into  the  india-rubber  tubes. 
This  had  to  be  discontinued  after  a  few  attempts  on  account  of  the  painful 
feeling  of  sinking  pain  experienced  during  the  injection.  The  patient  died. 
In  all  cases  he  thought  the  uterus  should  be  curetted,  disinfected,  and  packed 
with  gauze  at  the  time  the  abdominal  section  was  performed. 

The  only  other  point  he  would  draw  attention  to  was  the  method  Dr. 
Murphy  had  adopted  of  treating  the  infected  uterus.  Washing  out  might 
do  in  any  ordinary  simple  septic  case,  but  it  was  to  his  mind  imperative  to 
have  the  uterus  treated  as  Dr.  Murphy  had  described  if  the  temperature 
continued  to  be  elevated  for  more  than  twenty-four  hours  after  a  careful 
intra-uterine  douching  had  been  employed.  He  could  recall  cases,  appa- 
rently hopeless,  rescued  by  similar  measures. 
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DISCUSSION   ON   CASES    OF    RADICAL    CURE    OF    HERNIA 

(Northumberland   and   Durham   Medical   Journal,    1896,    p.    27.) 

Mr.  Morison  thought  the  Society  was  much  indebted  to  Dr.  Hume 
for  his  interesting  demonstration.  Surgery  could  only  be  advanced  by 
such  honest  records,  which  must  necessarily  include  some  failures.  The 
results  had  certainly  surprised  him,  for  he  did  not  expect  to  see  so  many 
recurrences  after  Halsted's  operation,  nor  so  many  successes  after  what 
Dr.  Hume  had  described  as  the  ordinary  operation,  and  such  an  experience 
would  modify  the  opinions  he  had  previously  entertained.  Halsted's 
operation  had  appealed  to  him  very  strongly,  for  the  principle  of  it — removal 
of  the  cord  from  the  inguinal  canal,  and  its  complete  obliteration — seemed 
thoroughly  sound,  and  his  results  had  not  disappointed  him,  for  in  private 
all  his  cases  had  healed  per  primam,  without  constitutional  disturbance  or 
pain, "and  there  was  no  weakness  of  the  scar  in  any  case.  Dr.  Hume  had 
hit  upon  the  one  weak  spot  in  the  operation,  the  scar  in  the  muscle,  and 
this  it  seemed  was  sufficient  to  condemn  it.  Mr.  Morison  believed  that  this 
difficulty  could  be  overcome,  and  that  the  cord  could  still  be  transplanted, 
for  that,  it  seemed  to  him,  was  essential  to  complete  success.  In  a  recent 
case  he  had  slit  up  the  external  oblique  aponeurosis,  as  in  Halsted's  opera- 
tion, separated  the  sac,  passed  a  finger  from  the  internal  ring  outwards 
under  the  internal  oblique  and  transversalis  muscles  for  an  inch,  pushed  a 
pair  of  forceps  through  the  muscles  on  to  the  finger,  guided  the  forceps 
through  to  the  internal  ring,  opened  them,  seized  the  fundus  of  the  sac  and 
drawn  it  outwards.  Next  the  spermatic  cord  was  isolated,  and  the  veins 
of  it  were  removed,  leaving  only  the  vas  and  its  vessels.  The  attenuated 
cord  was  then  drawn  up  opposite  its  point  of  exit  at  the  internal  ring,  and 
the  arched  fibres  of  the  internal  oblique  and  transversalis  and  conjoined 
tendons  were  drawn  down  and  stitched  to  Poupart's  ligament  under  the 
cord,  leaving  only  a  small  aperture  of  escape  for  it.  Over  this  the  external 
oblique  was  sutured,  still  leaving  the  sac  outside,  and  the  cord  brought  out 
through  a  small  opening  at  the  lower  portion  of  the  external  ring.  Finally, 
the  sac  was  laid  over  the  line  of  incision  in  the  external  oblique,  and  the 
skin  wound  entirely  closed  by  sutures.  The  operation  was  a  combination 
of  the  methods  of  Halsted,  Bassini,  and  Kocher,  and  the  result  in  this  case 
seemed  to  be  an  impregnable  abdominal  wall.  He  thought  that  Dr.  Hume's 
cases,  treated  by  the  ordinary  operation,  as  he  described  it  (removal  of  the 
sac  and  suture  of  the  external  ring),  were  not  to  be  regarded  as  the  usual 
achievements  of  this  method.  They  were  exceptionally  good  results,  for 
Mr.  Morison  was  convinced,  from  what  he  had  seen  and  read,  that  of  all 
recognized  methods  this  had  been  the  most  unsuccessful.  It  was  the  first 
of  the  open  methods  to  be  introduced,  was  universally  adopted,  and  was  now 
almost  as  universally  abandoned.  He  knew  that  abscess  and  gangrene  of 
the  testicle  had  followed  sutures  applied  in  the  dark  to  somewhere  in  the 
inguinal  canal,  for  he  had  seen  these,  and  he  believed — and  statistics  suppor- 
ted his  view — that  the  results  of  simple  removal  of  the  sac,  bad  as  they  were, 
were  made  worse  by  the  addition  of  the  sutures  ordinarily  employed  to  close 
the  canal  and  ring. 
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THE    OPERATIVE    TREATMENT    OF    UTERINE     FIBROIDS. 

(The  Medical  Press  and  Circular,  1895,  p.  453.) 

The  time  has  passed  when  sufferers  from  fibroid  tumours  of  the 
uterus  can  be  consoled  with  the  advice  that  their  disease  is  not  serious 
and  that  the  menopause  will  put  an  end  to  their  troubles,  for  we  now 
know  that  neither  the  one  nor  the  other  statement  is  correct.  When 
it  becomes  generally  recognized  that  such  tumours  are  frequently 
the  cause  of  serious  disturbance  and  danger  to  life,  that  there  is  small 
probability  of  the  menopause  bringing  about  any  change  for  the  better, 
and  that  operations  may  be  performed  for  their  relief  or  removal 
without  unusual  risk,  the  advice  to  wait  and  watch  will  be  no  longer 
tolerated. 

A  short  relation  of  all  the  cases  on  which  I  operated  during  1894 
seems  to  me  the  most  practical  and  impressive  way  of  bringing  before 
you  my  present  knowledge  of  this  important  subject. 

CASE  1. — Mrs.  C.,  age  41,  sent  to  me  by  Dr.  Purdie,  of  Gateshead,  com- 
plained of  pains  in  the  left  side  and  swelling  in  the  bowels.  The  swelling 
was  first  discovered  low  down  in  the  right  side  about  two  years  ago.  It 
grew  steadily  larger,  but  had  increased  rapidly  of  late.  She  had  had  pains 
in  and  swelling  of  the  bowels,  and  a  good  deal  of  stomach  disturbance. 
Except  for  dysmenorrhoea  and  increased  frequency  of  micturition,  she  had 
no  pelvic  symptoms.  She  had  had  two  children,  the  first  in  1874,  the  second 
ten  years  after. 

Present  Condition. — A  rounded  swelling  occupied  the  hypogastric  and 
umbilical  regions  with  an  inclination  to  the  right  of  the  middle  line.  The 
swelling  was  elastic  and  fluctuated  distinctly.  It  was  freely  movable  from 
side  to  side,  but  was  fixed  below  on  the  right.  Per  vaginam,  a  swelling 
could  be  felt  in  the  anterior  fornix  and  continuous  with  the  cervix.  Bi- 
manually  this  was  found  to  be  the  body  of  the  uterus.  A  soft  rounded 
swelling  bulged  into  the  right  lateral  fornix.  Movement  of  the  tumour  was 
communicated  to  the  cervix. 

Diagnosis. — Ovarian  cystoma  with  short  pedicle. 

Operation  (March  14,  1894).  —  The  tumour  was  turned  out  of  the 
abdomen  whole  through  a  long  incision,  and  had  a  broad  fleshy  attachment 
to  the  top  of  the  uterus.  The  pedicle  was  clamped  in  two  pairs  of  strong 
forceps  and  the  tumour  cut  away  beyond  the  forceps.  The  abdominal 
wall  sutures  were  next  introduced,  but  left  untied  ;  the  pedicle,  meanwhile, 
being  left  in  the  grasp  of  the  forceps.  The  pedicle  was  now  secured  by 
a  series  of  interlocking  ligatures  along  the  groove  left  by  taking  off  the 
forceps.  The  stump  beyond  the  ligatures  was  trimmed  and  covered  by 
peritoneum  and  returned  into  the  abdomen.  The  uterus,  ovaries,  and 
tubes  were  not  interfered  with.  The  abdomen  was  closed  without  drainage. 

Pathology. — The  tumour  was  an  excellent  example  of  soft  cedematous 
myoma,  and  showed  from  pedicle  to  fundus  three  zones  :  (a)  Soft  fibroid  ; 
(6)  In  which  the  meshes  were  filled  with  fluid  ;  and  (c)  Meshes  still  further 
stretched,  forming  so-called  cysts  (fibrocystic).  Microscopically,  the  tumour 
was  soft  fibroid. 

After -progress  was  uneventful.  The  wound  healed  by  first  intention, 
and  the  patient  went  home  seventeen  days  after  operation. 
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CASE  2. — Mrs.  G.,  age  29,  married  seven  years,  no  family  ;  sent  to  me 
by  Dr.  Wands,  of  Stanley,  complaining  of  a  bearing  down  and  diflienlt 
micturition,  due  to  a  fibroid  tumour  of  the  utcnix.  The  dillicully  with 
micturition  was  felt  first  about  two  years  ago,  and  latterly  she  had  had 
attacks  of  retention  of  urine,  necessitating  the  use  of  the  catheter.  There 
had  been  no  menstrual  trouble.  Per  vaginam,  a  rounded  hard  tumour 
about  the  size  of  a  cocoanut  was  felt  filling  Douglas's  pouch,  and  attached 
to  the  lower  and  back  part  of  it  a  firm  nodule  (the  ntems).  (I  saw  her  three 
months  earlier,  and  the  tumour  had  grown  in  the  interval.) 

Diagnosis. — Uterine  fibroid. 

Operation  (July  29,  1894). — The  perineum  was  split  back  to  the  anus, 
and  the  uterus  and  tumour  were  then  removed  per  vaginam.  The  broad 
ligaments  were  clamped  in  fifteen  pairs  of  forceps,  and  the  peritoneal  cavity 
drained  through  the  vagina  with  iodoform  gauze.  The  operation  was  in 
every  respect  the  same  as  that  I  have  fully  described  elsewhere  as  performed 
by  me  for  cancer  of  the  uterus.  In  delivering  the  tumour,  which  was  just 
too  large,  the  perineal  incision  extended  slightly  into  the  rectum.  (The 
perineum  was  satisfactorily  restored  in  December,  1894). 

Pathology. — Subperitoneal  fibroid  in  anterior  wall  of  uterus  size  of 
cocoanut. 

After-progress. — Convalescence  was  delayed  by  a  slight  attack  of  femoral 
phlebitis  followed  by  pneumonia  of  the  left  base.  The  patient  was  able  to 
go  home  a  month  after  the  operation,  and  soon  got  strong. 

CASE  3. — Mrs.  D.,  age  37,  married,  no  family  ;  was  sent  by  Dr.  Callander, 
of  Haydon  Bridge.  Her  attention  was  first  called  to  a  lump  in  her  bowels 
by  a  sudden  attack  of  pain  two  years  before.  She  was  in  the  garden  when 
a  violent  pain  came  on  round  the  navel,  attended  by  a  feeling  of  faintness 
and  a  cold  sweat.  With  difficulty  she  got  into  the  house,  and  by  the  time 
Dr.  Callander  arrived  was  unconscious  and  seriously  collapsed.  Next  day 
the  pain  was  better,  but  the  bowels  had  continued  tender  since.  She 
remained  fairly  well  until  a  fortnight  ago,  when  she  was  again  seized  with  a 
cramp-like  pain  in  the  bowels,  and  felt  very  ill.  The  tumour  had  grown 
lately.  She  had  had  no  pelvic  symptoms  or  menstrual  disturbance. 

The  abdomen  was  prominent  in  front,  especially  in  the  umbilical  region. 
The  prominence  was  due  to  a  round,  hard,  tender  tumour  filling  up  the 
hypogastric  region,  and  extending  on  the  right  side  from  the  outer  end  of 
Poupart's  ligament  to  midway  between  the  ensiform  cartilage  and  umbilicus. 
It  filled  the  right  side  of  the  abdomen,  and  extended  up  under  the  ribs.  It 
was  freely  movable  from  side  to  side,  but  could  not  be  moved  out  of  the 
pelvis.  Per  vaginam  the  cervix  was  high  up,  and  movements  of  the  tumour 
were  communicated  to  it. 

Diagnosis. — Uterine  fibroid. 

Operation  (July  12,  1894).  —  The  tumour  was  turned  out  of  the 
abdomen  through  an  incision  extending  from  near  the  ensiform  cartilage 
to  the  pubes.  Coils  of  small  intestines  were  adhering  to  it  posteriorly,  and 
were  separated.  The  pedicle,  which  was  attached  to  the  fundus  of  the 
uterus  was  clamped  in  forceps  and  the  tumour  cut  away.  The  right  tube 
distended,  with  blood,  was  ligatured  and  removed.  The  abdominal 
sutures  were  inserted,  the  pedicle  tied  in  the  groove  made  by  the  forceps, 
trimmed,  and  returned,  and  the  abdomen  closed  without  drainage. 

Pathology. — The  tumour  weighed  5  Ib.  On  cutting  into  it,  there  were 
evidences  of  old  and  recent  haemorrhages  in  its  interior,  and  a  few  small 
cysts.  Microscopically,  the  tumour  was  a  fibroid. 
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After-progress  was  uneventful,  and  the  patient  was  out  of  bed  on  the 
twelfth  day. 

CASE  4. — A.  D.,  age  48,  single,  no  children,  sent  by  Dr.  Wardle,  Bishop 
Auckland.  Ten  months  ago  she  first  noticed  a  small  swelling  in  the  bowels, 
which  had  grown  rapidly.  A  month  after  the  tumour  was  noticed  she  had 
increased  frequency  of  micturition,  which  soon  passed  off.  There  had  been 
no  menstrual  irregularity.  Since  the  tumour  was  first  observed  she  had 
lost  flesh  considerably.  The  abdomen  was  bulged  by  a  distinct  central 
prominence  due  to  a  rounded,  apparently  solid  tumour,  about  the  size  of  a 
melon,  reaching  from  the  pelvis  to  midway  between  the  ensiform  cartilage 
and  umbilicus.  The  tumour  was  freely  movable  from  side  to  side,  and 
could  be  raised  for  some  distance  out  of  the  pelvis. 

Per  Vaginam. — The  tumour  bulged  into  the  anterior  fornix.  The 
anterior  surface  of  the  uterus  could  be  traced  into  the  tumour. 

Diagnosis. — Uterine  fibroid. 

Operation  (August  9,  1894).  —  The  tumour,  of  a  tallowy  colour,  was 
seen -to  have  large  veins  on  its  surface.  The  great  omentum,  adherent 
above,  was  ligatured  and  divided  after  the  tumour  had  been  turned  out 
through  a  long  incision.  The  pedicle  of  the  tumour  attached  to  the  uterine 
fundus  was  then  clamped  in  forceps,  and  the  tumour  cut  off.  The  abdominal 
sutures  were  introduced  and  the  pedicle  examined.  It  was  so  friable  that 
no  ligature  would  hold,  and  it  was  treated  extra-peritoneally.  The  device 
of  drawing  the  parietal  peritoneum  up  round  the  stump,  suggested  by 
Mr.  Taylor,  of  Birmingham,  was  adopted. 

Pathology. — A  soft  uterine  fibrocyst,  with  old  and  new  haemorrhages 
scattered  through  it. 

After-progress.  —  The  stump  separated  on  the  eleventh  day,  and  the 
patient  went  home  well  in  two  months. 

Case  5. — Mrs.  B.,  age  31,  married,  two  children,  sent  by  Dr.  Blandford, 
of  Norton.  Three  years  ago  the  patient  first  noticed  her  bowels  swollen  and 
hard.  Three  months  afterwards  she  miscarried  at  the  second  month  of 
pregnancy,  and  the  swelling  did  not  alter.  A  year  ago  a  medical  man  told 
her  she  had  a  watery  tumour.  She  had  got  steadily  larger.  Menstruation 
for  the  last  few  months  had  been  profuse.  The  tumour  got  larger,  she 
thought,  during  the  period,  and  micturition  was  difficult.  The  abdomen 
was  distended  to  the  size  of  a  full  time  pregnancy  by  a  tumour  which  felt 
cystic.  It  could  be  moved  slightly  from  side  to  side,  but  not  at  all  from  the 
pelvis.  On  the  right  side  of  the  tumour,  level  with  the  umbilicus,  a  firm, 
movable  nodule  the  size  of  a  split  orange  was  felt. 

Per  Vaginam. — The  vagina  was  almost  blocked  by  a  rounded,  firm, 
solid  tumour,  projecting  against  its  posterior  wall  and  reaching  to  the 
perineum.  A  chink  between  the  tumour  and  the  pubis  represented  the 
vagina.  No  cervix  could  be  reached. 

Diagnosis. — Fibroid  impacted  in  the  pelvis.  The  abdominal  tumour 
probably  an  ovarian  cyst. 

Operation  (August  12,  1894).  —  On  opening  the  abdomen  the  exposed 
tumour  was  recognized  to  be  a  fibroid  of  such  soft  consistency  that  fluctuation 
in  it  was  apparently  distinct.  It  had  large  vessels  on  its  surface.  The 
incision  was  prolonged  to  near  the  ensiform  cartilage,  and  the  abdominal 
portion  of  the  tumour  turned  out.  The  fundus  of  the  uterus  projected  from 
3  lower  part  of  it,  the  body  of  the  uterus  appearing  to  be  buried  in  the 
tumour.  A  hard  mass  of  tumour,  immovably  fixed  and  under  the  peri- 
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toneum,  blocked  the  pelvis,  As  the  patient  was  a  fragile  little  woman,  and 
obviously  unfit  to  stand  such  a  severe  operation  as  removal  of  the  whole 
mass,  it  was  decided  to  take  away  the  ovaries  and  tubes  and  leave  the 
tumour.  The  ovaries  were  on  either  side  of  the  upper  part  of  the  tumour, 
the  left  lay  close  against  it,  and  the  ovarian  veins  were  of  enormous  size. 
The  ovaries  and  tubes  were  carefully  removed,  and  the  tumour  returned 
into  the  abdomen. 

Pathology. — Though  no  section  could  be  made  of  this  tumour,  the 
abdominal  portion  of  it  was  clearly  a  rapidly  growing  cedematous  myoma. 

After-progress  was  marred  by  an  accident  with  a  hot  bottle,  but  so 
far  as  the  operation  was  concerned  was  uneventful.  The  tumour  shrank 
daily,  and  when  she  went  home,  a  month  after  operation,  was  less  than  half 
its  original  size.  A  general  belief  is  entertained  that  removal  of  the  ovaries, 
in  such  a  case  as  this,  is  a  useless  operation.  This  belief  evidently  needs 
modification. 

CASE  6. — E.  A.,  age  37,  sent  by  Dr.  Evers,  of  North  Seaton,  with  severe 
uterine  haemorrhage  of  two  months'  duration.  The  patient  was  profoundly 
anaemic. 

On  examination  per  vaginam  a  round  soft  tumour,  about  the  size  of  a 
tangerine  orange,  was  felt  projecting  through  the  uterine  cervix. 

Operation  (August  23,  1894).  —  The  tumour  was  caught  in  volsellum 
forceps  and  its  pedicle  divided  with  scissors.  A  piece  of  iodoform  gauze 
was  left  in  the  uterus. 

Pathology. — A  soft  fibroid. 

After -progress  was  uneventful,  and  the  patient  went  home  cured  in  a 
week. 

CASE  7. — Miss  W.,  age  45,  sent  by  Dr.  Macaulay,  sen.,  of  Newcastle. 
In  July,  1891,  she  had  an  attack  of  *  peritonitis,'  when  an  abdominal  tumour 
was  discovered.  Eighteen  months  later  the  swelling  was  observed  to  be 
increasing,  and  within  the  last  twelve  months  it  had  grown  very  rapidly. 
Except  for  her  inconvenient  size  and  the  weight  of  the  tumour,  she  was  in 
fair  health.  Menstruation  was  normal. 

The  abdomen  was  greatly  and  evenly  distended  by  a  large  fluctuating 
tumour,  which  appeared  to  occupy  the  whole  cavity  and  push  forward  the 
ribs.  Per  vaginam  the  cervix  was  high  up.  The  fornices  were  not  dis- 
tended, though  the  tumour  could  be  reached  posteriorly. 

Diagnosis. — A  large  cystic  tumour,  either  a  uterine  fibrocyst  (this  in 
consequence  of  Dr.  Macaulay's  early  diagnosis)  or  ovarian  cystoma. 

Operation  (Sept.  1894).  —  On  opening  the  abdomen  the  tumour  was 
recognized  to  be  uterine.  The  incision  was  extended  up  to  the  ensiform 
cartilage,  and  the  tumour  (exhibited)  turned  out  of  the  abdomen.  At  the 
upper  part  it  had  a  large  and  vascular  connection  with  the  omentum,  which 
was  separated.  Each  vessel  was  separately  tied  with  catgut,  for  more  than 
one  of  the  arteries  was  as  large  as  the  radial.  In  dealing  with  this  adhesion 
the  colon,  which  lay  in  close  contact  with  the  tumour,  was  accidentally 
punctured.  The  wound  in  it  was  at  once  repaired  with  Lembert's  sutures. 
After  clamping  the  pedicle  in  forceps  the  tumour  was  cut  away,  the  sutures 
inserted  in  the  abdominal  wound,  and  the  pedicle  ligatured  and  returned 
into  the  abdomen,  which  was  closed  without  drainage.  The  tumour  when 
freshly  removed  weighed  29  lb.,  and  it  is  an  excellent  specimen  of  fibrocystic 
tumour  of  the  uterus. 

After -progress  was  uneventful.  The  wound  healed  practically  by  first 
intention,  and  in  three  weeks  the  patient  was  well. 
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CASE  8. — Mrs.  A.,  age  41,  married,  9  children,  seen  with  Dr.  Beatley, 
of  Newcastle,  who  had  made  a  diagnosis  of  uterine  fibroid.  Three  months 
before,  after  missing  a  menstrual  period  for  a  fortnight,  she  was  seized  with  a 
flooding,  which  stopped  after  three  days'  treatment.  It  started  again  three 
days  later,  and  continued  until  Sept.  20,  1894,  when  she  '  miscarried.' 
Since  then  the  haemorrhage  had  still  continued.  On  Sept.  25,  1894,  chloro- 
form was  administered,  and  a  rounded  elastic  swelling  found  in  Douglas's 
pouch  attached  to  the  right  side  of  the  uterus.  I  took  this  to  be  a  cystic 
ovary,  and  curetted  the  uterus  ;  but  finding  nothing  in  it,  advised  abdominal 
section.  On  Oct.  14,  1894,  the  haemorrhage  recurred  at  a  menstrual  period. 

Operation  was  performed  on  Oct.  24,  1894.  On  opening  the  abdomen 
I  found  that  my  diagnosis  was  wrong,  for  the  swelling  felt  was  a  small  fibroid 
at  the  right  uterine  cornu.  The  ovaries  were  shrivelled  and  hard,  the  tumour 
was  small  and  the  patient's  age  in  her  favour,  so  I  decided  to  do  nothing 
further. 

After-progress  was  uneventful,  and  she  went  home  on  Nov.  8,  and  has 
continued  well. 

CASE  9. — Miss  S.,  age  35,  a  patient  of  Dr.  Macaulay,  jun.,  of  New- 
castle, was  seen  by  us  for  irregular  uterine  haemorrhage.  Examination 
under  chloroform  on  Dec.  8,  1894,  showed  a  fibroid  enlargement  of  the 
uterus,  chiefly  affecting  the  posterior  wall.  The  cervix  was  dilated  and  the 
cavity  curetted,  but  nothing  was  obtained  from  the  interior.  It  is  probable 
that  her  ovaries  will  have  to  be  sacrificed. 

CASE  10. — Mrs.  W.,  age  45,  married,  four  children,  youngest  age  21,  a 
patient  of  Drs.  Bradley  and  Johnstone  Weir,  of  Jarrow. 

For  the  past  twelve  years  she  had  had  attacks  of  pain  in  her  back  and 
uterine  haemorrhage,  the  last  of  which  occurred  eighteen  months  ago.  For 
more  than  six  months  she  noticed  a  lump  in  her  right  iliac  fossa.  Five 
months  ago  the  lump  began  to  increase  rapidly  in  size,  and  passed  to  the 
middle  line.  She  now  felt  movements  in  the  swelling,  and  thought  she  was 
pregnant.  This  belief  was  strengthened  by  the  fact  that  menstruation, 
previously  regular,  ceased,  though  she  had  slight  irregular  bleedings  at 
times  when  doing  any  work.  On  Dec.  10,  1894,  when  in  bed  at  5  a.m., 
she  was  disturbed  by  pain  in  the  sacral  region,  which  disappeared  and 
returned  periodically.  Thinking  she  was  in  labour,  she  sent  for  Drs.  Bradley 
and  Weir.  About  noon  of  the  same  day  profuse  vaginal  haemorrhage  com- 
menced and  lasted  some  hours.  Since  then  it  had  come  on  regularly  every 
afternoon. 

The  abdomen  was  seen  to  be  swollen  and  prominent.  A  firm  elastic 
tumour  occupied  the  middle  line  to  1^  in.  above  the  umbilicus.  Its  right 
margin  corresponded  to  the  right  linea  semilunaris  ;  its  left  to  a  line  drawn 
through  the  middle  of  the  left  rectus.  The  tumour  was  movable  from  side 
to  side,  but  fixed  below  in  the  pelvis.  Lying  above  the  right  Poupart's 
ligament  a  smaller  portion  could  be  felt,  standing  out  from  the  rest,  about 
the  size  and  shape  of  a  normal  uterus. 

Per  vaginam,  cervix  soft,  os  patulous,  admitted  tip  of  index  finger.  The 
cervix  seemed  to  be  in  the  centre  of  a  firm  elastic  mass  blocking  the  pelvis, 
but  on  careful  examination  was  thought  to  be  traceable  into  the  body  lying 
above  Poupart's  ligament. 

Diagnosis. — One  of  three  things  :  (1)  An  ovarian  cyst  pushing  uterus 
forward  against  abdominal  wall,  and  burrowing  into  broad  ligament ;  (2)  A 
mass  of  uterine  fibroids  ;  (3)  A  uterine  fibroid  complicated  by  pregnancy. 
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Operation  (Dec.  20,  1894). — On  opening  the  abdomen  about  a  pint  of 
blood-stained  serum  escaped,  and  the  abdominal  tumour  was  recognized  to 
be  a  soft  uterine  fibroid.  The  incision  was  enlarged  to  midway  between 
ensiform  cartilage  and  umbilicus,  and  an  attempt  was  made  to  draw  the 
tumour  forward.  The  upper  mass  was,  however,  fixed  by  the  lower  part, 
which  was  wedged  into  and  adherent  in  the  pelvis.  With  difficulty  the 
tumour  was  separated  and  drawn  out  of  the  pelvis.  The  broad  ligaments 
were  then  divided  outside  the  ovary  on  either  side,  between  a  series  of 
interlocking  ligatures  externally  and  clamp  forceps  internally,  down  to 
the  pelvic  floor,  when  an  elastic  ligature  was  slipped  down  over  the 
unyielding  mass  as  low  as  possible,  and  tightened.  Most  of  the  tumour 
was  then  cut  away,  and  the  uterine  arteries  tied  separately  on  each  side. 
The  ligature  was  now  removed,  and  a  trifling  oozing  from  the  stump  showed 
that  control  of  the  vascular  supply  was  complete. 

The  ragged  stump  was  pared  down  and  anterior  and  posterior  flaps 
formed.  The  flaps  were  brought  together  by  one  row  of  catgut  sutures 
passing  through  the  raw  surfaces,  missing  the  cervical  canal,  and  a  second 
row  completed  the  apposition  of  the  peritoneal  edges.  The  abdomen  was 
closed  without  drainage. 

Pathology. — The  parts  removed  consisted  of  the  enlarged  uterus,  both 
ovaries  and  tubes,  and  the  bulk  of  each  broad  ligament.  The  walls  of  the 
uterus  were  filled  with  growths  of  all  shapes  and  sizes.  The  small  swelling 
which  might  have  been  the  uterus  turned  out  to  be  an  outgrowth  from  the 
main  mass.  The  largest  growth  was  so  soft  and  full  of  fluid,  that  on  the 
table  it  communicated  a  distinct  sensation  of  fluctuation.  Microscopically, 
the  bulk  of  the  growth  consisted  of  oedematous  fibroid  tissue. 

After -progress. — For  the  first  two  days  the  patient,  who  for  months 
before  the  operation  had  been  in  feeble  heath,  was  seriously  ill.  She  then 
began  to  rally,  and  in  three  weeks  was  healed  and  able  to  be  out  of  bed. 

REMARKS. — In  all,  ten  cases  were  operated  on. 

On  five,  abdominal  section,  with  removal  of  the  tumour,  was 
practised.  In  four  of  these  cases  the  stump  was  treated  by  the 
intraperitoneal,  and  in  one  by  the  extraperitoneal  method. 

In  one  case  the  uterus  and  tumour  were  removed  by  vaginal 
hysterectomy. 

One  case  was  treated  by  removal  of  the  ovaries. 

One  case  by  curetting. 

One  case  by  division  of  the  intra-uterine  attachment  and  removal 
per  vaginam. 

In  one  case  the  abdomen  was  opened  in  consequence  of  a  mistake 
in  diagnosis,  and  a  small  tumour  left  without  further  interference. 

Another  important  method,  not  represented  in  this  series,  total 
extirpation  of  the  uterus  after  abdominal  section,  remains  to  be  men- 
tioned. I  have  practised  it  on  two  occasions  and  by  two  different 
methods  :  (1)  Removal  of  the  growth  and  uterus  entirely  through 
the  abdomen  ;  (2)  Removal  of  the  fundus  and  the  growth  from  the 
abdomen,  and  the  cervix  and  stump  through  the  vagina.  The  latter 
is  the  method  that  I  prefer.  The  strong  objection  to  it,  that  it 
requires  a  double  operation,  with  troublesome  alterations  of  position, 
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rearrangement  of  everything,  and  recleansing  of  hands,  is,  to  my  mind, 
more  than  counterbalanced  by  the  possibility  of  more  thorough 
cleansing  of  the  vagina  and  external  genitals  under  the  anaesthetic 
than  is  possible  before. 

All  the  patients  recovered,  and  the  only  death  I  have  had  after 
removal  of  fibroids  occurred  five  years  ago,  in  a  patient  treated  by  the 
extraperitoneal  method.  It  seems  to  me,  therefore,  fair  to  say  that 
the  operation  cannot  be  regarded  as  an  unwarrantably  dangerous  one. 

CONCLUSIONS. — Small  bleeding  fibroids,  or  those  causing  pressure 
symptoms  in  women  under  40  years  of  age,  should  be  treated  by 
removal  of  the  ovaries.  Pain  alone  is  insufficient  indication  of  the 
necessity  for  operation,  as  the  knowledge  of  the  presence  of  a  tumour 
in  some  women  is  sufficient  to  determine  this  symptom,  which  may  be 
aggravated  by  operation. 

Large  fibroid  tumours,  those  reaching  above  the  umbilicus,  should 
be  removed  after  abdominal  section,  for  they  cause  grave  inconveni- 
ence ;  are  apt,  at  or  about  the  menopause,  to  undergo  changes  of  a 
degenerative  character,  leading  to  increased  growth;  and  are  produc- 
tive of  complications  especially  affecting  the  kidneys. 

Medium-sized  tumours  call  for  operative  interference  when 
producing  pressure  symptoms  or  haemorrhage  ;  when  showing  signs 
of  growth  or  degenerative  changes,  and  when  giving  rise  to  other  forms 
of  mischief  in  the  abdomen  or  pelvis.  The  operation  selected  should 
depend  upon  the  size  and  position  of  the  tumour,  and  upon  the 
symptoms  caused  by  it. 

For  all  uncomplicated  tumours  involving  the  body  of  the  uterus 
and  reaching  no  higher  than  the  umbilicus,  removal  of  the  ovaries 
and  tubes  is  the  operation  of  choice.*  Tumours  which  are  mere 
out-growths  from  the  uterus  should  be  amputated  after  clamping 
their  attachments  to  it.  If  the  pedicle  of  these  is  strong  enough 
to  hold  ligatures  securely,  the  ligatured  stump  should  be  returned, 
leaving  uterus  and  appendages  intact.  Forcipressure  crushes  the 
muscular  fibres  enclosed  in  the  grip  of  the  forceps  and  banishes  the 
old  objection  to  the  ligature,  applied  subsequently,  that  it  is  apt  to 
slip  from  contraction  and  retraction  of  the  muscular  fibres  of  the 
pedicle.  This  is  the  ideal  operation  for  fibroids.f 

If  the  pedicle  is  too  soft  to  hold  a  ligature,  it  should  be  treated 
by  the  extraperitoneal  method,  and  the  uterus  and  appendages  saved. 
This  is  the  only  indication  for  an  extraperitoneal  treatment  of  the 
stump. 

If  the  tumour,  or  tumours,  involve  the  body  of  the  uterus,  the 

*  It  was  then,  but  not  now. 
t  This  or  myomectorny. 
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ovaries,  tubes,  projecting  portions  of  broad  ligaments  and  fundus 
should  be  removed  after  preliminary  ligature  of  the  ovarian  and 
uterine  arteries  on  each  side.  The  stump  should  be  shaped  to  make 
an  anterior  and  posterior  flap,  which  are  to  be  brought  into  accurate 
apposition  by  sutures,  care  being  taken  to  pass  none  of  the  retaining 
sutures  through  the  cervical  canal.  In  times  past,  being  afraid  <>!' 
haemorrhage  in  operations  of  this  sort,  I  advocated  leaving  two  ligatni •<  > 
in  the  pedicle  long  enough  to  reach  outside,  packing  the  pelvis  with 
gauze  round  the  stump,  and  leaving  the  abdominal  wall  sutures  untied, 
according  to  a  method  I  described  in  a  paper  which  appeared  in  the 
Northumberland  and  Durham  Medical  Journal  of  July,  1894,  entitled, 
"  The  Use  of  the  Tampon  and  Temporary  Suture  in  Abdominal 
Surgery."  Such  precautions  are  unnecessary,  for  if  both  ovarian 
and  uterine  arteries  are  secured,  carefully  applied  sutures  check  further 
bleeding  (Dr.  Cullingworth). 

I  am  indebted  to  Dr.  Cullingworth  for  pointing  out  to  me  the 
advantage  of  this  method. 

If  the  cervix  is  involved  in  the  growth,  or  there  has  been  much 
separation  of  adhesions  necessitating  drainage,  the  fundus  uteri  and 
uterine  growths  should  be  removed  by  the  abdomen  after  the  applica- 
tion of  a  ligature  low  down.  The  patient  should  then  be  placed  in 
the  lithotomy  posture,  and  the  cervix  stump  and  elastic  ligature 
removed  per  vaginam.  The  most  convenient  method  of  securing 
the  base  of  the  broad  ligament  with  the  uterine  arteries  is  by  the 
haemostatic  forceps,  which  must  be  left  on,  projecting  at  the  vulva, 
for  forty-eight  hours.  The  peritoneum  in  these  cases  should  be 
drained  into  the  vagina  by  a  strand  of  iodoform  gauze. 

In  each  case,  after  stating  the  physical  signs,  I  have  mentioned 
the  diagnosis  before  operation.  By  comparing  the  results  of  the 
operation  with  this  diagnosis  the  difficulty  of  the  latter  in  many  cases 
becomes  apparent. 

For  skilful  help  at  most  of  the  operations,  I  am  indebted  to 
Mr.  G.  W.  Richardson,  Surgical  Registrar,  Royal  Infirmary,  Newcastle- 
on-Tyne. 
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CURE    OF    ASCITES. 

(Northumberland  and  Durham  Medical  Journal,    1896,   p.    36.) 

Mr.  Morison  said  that  the  operation  which  had  been  suggested  by  Dr. 
Drummond  required  some  explanation.  In  the  post-mortem  room  Dr. 
Drummond  had  shown  him  cases  of  cirrhotic  liver  in  patients  dead  from 
other  diseases,  and  had  told  him  of  others  who  had  lived  twelve  and  nine- 
teen years  with  advanced  cirrhosis  of  the  liver,  which  had  occasioned  no 
symptoms.  In  such  instances  post-mortem  examination  showed  that  the 
portal  circulation  had  been  relieved  through  new  anastomotic  vessels 
developed  in  adhesions  binding  the  viscera  to  the  parietes.  Mr.  Morison 
thought  that  a  surgical  operation  could  be  relied  on  to  bring  about  adhesions 
between  the  viscera  and  parietes,  and  that  an  imitation  of  the  natural 
cure  might  thus  be  obtainable.  He  had  opened  the  abdomen,  sponged  it 
dry,  irritated  the  convex  surfaces  of  the  liver  and  spleen  and  corresponding 
surfaces  of  the  parietal  peritoneum,  stitched  the  spread-out  omentum  across 
the  anterior  abdominal  wall,  drained  the  cavity,  and  then  finally  bandaged 
the  abdomen  in  two  cases. 

The  first  case,  a  patient  of  Dr.  Blair,  of  Ashington,  was  a  failure,  and 
now,  a  year  since  the  operation,  had  still  to  be  tapped  once  a  fortnight. 

The  second  case,  a  patient  of  Dr.  Attwater's,  Whickham,  may,  so  far, 
be  described  as  a  brilliant  success.  At  the  time  of  the  operation  she  could 
scarcely  have  been  worse.  She  was  worn  out  and  emaciated  to  the  last 
degree,  and  required  to  be  relieved  by  tapping  every  few  days  of  between 
four  and  five  gallons  of  fluid. 

It  was  now  over  two  months  since  the  drainage  tube  was  removed 
and  the  wound  was  healed,  and  the  report  I  have  of  her  is  that  she  is  restored 
to  health. 


NOTES    ON   FOUR    CASES    OF    PYLOROPLASTY. 

(The  Lancet,  1896,  ii,  p.  1146.) 

Many  stomach  cases  not  benefited  by  medical  means  are  amen- 
able to  surgical  treatment.  The  most  satisfactory  of  these  are  due  to 
stricture  of  the  pylorus.  Loreta  proposed  in  1882,  and  has  performed 
with  success,  the  operation  of  stretching  the  strictured  pylorus  from 
within  through  an  opening  in  the  anterior  stomach  wall;  but  his 
operation  is  seldom  heard  of  now.  The  dangers  of  it,  performed 
as  it  must  be  in  the  dark,  are  such  as  to  have  prevented  its  general 
acceptance.  The  operation  known  by  the  name  of  pyloroplasty, 
suggested  and  adopted  almost  .simultaneously  by  two  operators 


SURGICAL     CONTH  I HI  T  IONS— AH  I  ><  >M  I N  \L  159 

— Heineke  and  Mickulicz — and  said  to  be  now  given  up  by  both  of 
them,  has,  I  believe,  a  permanent  place  in  surgery.*  The  notes  of  my 
first  case  were  published  in  TJie  Lancet,  where  full  details  of  the  case 
and  of  the  operation  I  performed  were  given.  A  short  summary  of 
the  conditions  present  in  these  cases,  after  consideration  of  each  and 
all  of  them,  may  be  of  further  use  as  directing  attention  to  an  ailment 
more  common  than  is  usually  recognized,  and  one  which  only  surgery 
can  satisfactorily  deal  with. 

With  regard  to  diagnosis,  in  all  there  was  a  history  of  dyspepsia 
of  many  years'  duration,  and  recent  rapid  loss  of  weight.  There  was 
vomiting,  preceded  by  pain,  and  a  swelling  appeared  in  the  epigastric 
region.  A  larger  quantity  of  material  was  vomited  than  was  taken 
into  the  stomach,  and  the  vomited  matter  was  offensive  or  sarcinous 
in  character.  The  pain  and  the  swelling  in  the  epigastrium  were  both 
relieved  when  the  stomach  was  emptied  by  vomiting.  There  was 
evidence  of  a  much  dilated  stomach  on  palpation,  percussion,  and 
auscultation.  Occasionally  the  stomach  could  be  seen  to  form  a 
rounded  swelling  with  peristaltic  movements  in  it,  and  could  be  felt 
to  harden  at  the  same  time.  In  two  of  the  cases  (1  and  4)  a  distinct 
hard  nodule  could  be  felt  in  the  pylorus.  In  the  other  two  (2  and  3) 
an  indefinite  but  distinct  sense  of  resistance  in  the  neighbourhood 
of  the  pylorus  was  perceptible. 

The  diagnosis  of  these  cases  from  cancer  involving  the  pylorus 
is  so  difficult  that  I  believe  it  to  be  impossible  at  present.  With  the 
pylorus  outside  the  abdomen  between  my  finger  and  thumb,  I  have 
been  unable  to  say  whether  the  tumour  and  the  induration  present 
were  due  to  malignant  disease  or  to  inflammatory  hardening,  and 
cicatricial  contraction.  A  long  history  would,  of  course,  be  against 
malignancy,  and  this  appears  to  me  to  be  the  most  important  element 
in  the  diagnosis.  Marked  scarring  of  the  stomach  wall  and  adhesions 
in  its  neighbourhood  would  also  be  in  favour  of  a  non-malignant 
origin.  The  great  majority  of  cases  with  the  symptoms  and  signs  I 
have  described  appear  to  be  due  to  cicatricial  contraction  following 
ulceration  in  the  pyloric  end  of  the  stomach.  The  operation — in 
some  cases  easy,  but  in  others,  as  in  Case  3,  presenting  difficulties 
of  the  gravest  character — to  be  performed  for  their  cure  is  to  make 
a  longitudinal  incision  from  the  stomach  through  the  pylorus  and 
into  the  duodenum,  to  convert  the  longitudinal  incision  into  a  trans- 
verse one  by  traction  at  the  centre  of  the  incision,  and  to  retain  it 
permanently  in  this  position  by  sutures.  The  result  of  the  operation 
is  that  the  old  pylorus  forms  only  a  small  portion  of  the  new  outlet, 
which  will  admit  two  fingers. 


*  /  still  believe  this. 
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CASE  1. — The  patient  was  a  woman,  age  48,  sent  by  Mr.  Sheraton,  of 
Sedgefield,  and  Dr.  Drummond.  Previously  to  operation  she  weighed 

5  st.   1   Ib.     She  could  retain  no  food.     The  operation  was  performed  on 
Oct.   16,  1894.      At  the   present   date  the  patient  weighs  9  st.  7  Ib.,  and 
looks  and  feels  in  perfect  health. 

CASE  2. — This  was  a  woman,  age  37,  a  patient  of  Dr.  Dickie  and  Dr. 
Buncle,  of  Morpeth,  and  Dr.  Drummond.  There  was  a  history  of  pro- 
longed ulceration  of  the  stomach,  with  obstructed  pylorus.  The  symptoms 
were  aggravated  by  washing  out  the  stomach.  (Here  I  should  like  to 
emphasize  a  point,  for  this  has  been  the  least  successful  case  of  the  series. 
All  the  successful  ones  were  relieved  by  washing  out,  and  it  seems  not 
unlikely  that  this  sign  may  mean  that  active  ulceration  is  still  present.) 
Previously  to  the  operation  the  patient  weighed  8  st.  12  Ib.  The  operation, 
which  was  performed  on  October  17,  1895,  was  a  very  difficult  one,  for  the 
stomach  was  firmly  adherent  to  the  anterior  abdominal  wall,  and  the  struc- 
tures in  the  neighbourhood  of  the  pylorus  were  matted  together.  The 
patient  left  for  home  on  November  2.  For  the  first  month  after  the  operation 
there  was  not  much  improvement.  In  the  next  fortnight  she  gained  16  Ib. 
in  weight,  and  all  the  old  symptoms  disappeared.  She  continued  well  until 
the  middle  of  January,  1896  ;  she  was  then  ill  for  twelve  days.  On  May  8 
last,  Dr.  Buncle  writes  :  "  She  recently  has  been  ill  again  ;  vomited,  evidently 
blood  somewhat  altered  ;  had  circumscribed  pain  and  considerable  tender- 
ness over  the  region  of  pylorus,  and  is  living  on  peptonized  milk."  These 
symptoms,  of  course,  point  to  a  return  of  the  stomach  ulceration,  and  may 
not  interfere  with  the  ultimate  success  of  the  operation. 

CASE  3. — This  patient  was  a  'man,  age  31,  sent  by  Mr.  Sutherland,  of 
Rainton,  and  Dr.  Drummond.  Previously  to  operation  he  weighed  7  st. 

6  Ib.  5  oz.     He  was  very  feeble  and  anaemic,  although  naturally  a  big,  strong 
man.     The  operation,  which  was  performed  on  January  3,  1896,  was  very 
difficult,  for  the  colon,  pylorus,  duodenum,  stomach,  and  omentum  were 
matted  in  one  firm,  hard  mass.     The  colon  was  opened  by  mistake,  for  all 
anatomical  landmarks  were  obliterated.     Mr.  Sutherland  tells  me  that  he 
met  the  patient  in  the  street  two  months  after  the  operation,  and  did  not 
know  him,  so  great  was  the  improvement  in  his  condition.     He  has  gained 
3  st.  in  weight  and  his  health  is  restored. 

CASE  4. — This  was  a  patient  of  Mr.  Martin,  of  Darlington,  a  woman, 
age  59.  Previously  to  operation  she  weighed  5  st.  7  Ib.  4  oz.  The  oper- 
ation took  place  on  April  12,  1895.  On  May  6  she  weighed  5  st.  5  Ib.  7  oz., 
and  on  June  9,  6  st.  3  Ib.  She  is  now  able  to  eat  all  kinds  of  food. 

The  relation  of  my  cases  sustains  surely  the  belief  I  have  expressed 
that  this  operation  has  come  to  stay.  No  cases  in  abdominal  surgery 
have  given  me  more  satisfaction  than  these.  In  each  case  recovery 
from  the  operation  has  been  without  incident,  and  the  first  and  third 
cases  have  been  veritable  resurrections. 
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NOTES  ON   ONE  CASE  OF  SINGLE  AND  ONE  OF   DOUBLE 
OVARIOTOMY   DURING    PREGNANCY. 

(British  Gynaecological  Journal,  1896.) 

It  has  fallen  to  my  lot  to  perform  ovariotomy  on  two  occasions 
during  pregnancy.  In  the  first  case  a  multilocular  cystic  tumour  of 
one  ovary  was  excised  during  the  fifth  month  of  gestation ;  the 
remaining  ovary,  being  healthy,  was  left.  In  the  second  case,  der- 
moid  tumours  involving  both  ovaries  were  extirpated  in  the  fourth 
month  of  pregnancy ;  and  it  is  interesting  to  note  that  the  physio- 
logical sequence  of  events  consequent  on  pregnancy  and  child-bearing 
were  apparently  uninfluenced  by  the  operation.  All  surgeons  are 
now  agreed  that  the  sooner  an  ovarian  tumour  is  removed  after  its 
discovery  the  better ;  and,  so  far  as  I  know,  cases  complicated  by 
pregnancy  form  no  exception  to  this  general  rule. 

CASE  1. — I.  F.,  age  22,  residing  at  West  Hartlepool.  Three  years 
ago,  a  few  weeks  after  the  birth  of  her  first  and  only  child,  the  patient  felt 
a  dragging  sensation  inside,  and  had  pain  in  the  left  groin  when  she  lay 
on  her  left  side.  She  was  in  poor  health,  and  noticed  soon  her  abdomen 
beginning  to  enlarge.  The  swelling  gradually  increased,  and  a  year  ago 
she  was  told  by  a  medical  man  that  she  had  a  tumour.  In  December 
last  (five  months  before),  menstruation,  previously  regular,  ceased,  and  the 
abdominal  swelling  from  this  time  increased  more  rapidly.  A  fortnight 
before,  she  began  to  feel  movements,  like  those  of  a  child,  which  had  con- 
tinued since.  On  examination,  the  abdomen  was  seen  to  be  considerably 
swollen  ;  the  mammary  areola  was  well  marked.  On  palpation  two  swell- 
ings were  discovered  in  the  abdomen  ;  one,  the  smaller,  rounded  and 
firm,  lying  below  and  pointing  to  the  right  side,  with  its  upper  end  resting 
in  the  right  iliac  fossa  ;  the  other,  larger,  occupying  the  greater  part  of  the 
abdominal  cavity,  softer  and  elastic,  freely  movable  in  all  directions  and 
fluctuating  from  the  right  of  the  umbilicus  to  the  left  flank,  and  projecting 
backwards  into  the  left  loin.  On  the  right  side  a  souffle  was  heard  up  to  the 
umbilical  level,  but  careful  auscultation  failed  to  reveal  the  fcetal  heart 
sounds. 

Per  Vaginam. — The  tumour  on  the  right  side  and  below  was  found  to 
be  continuous  with  the  cervix,  and  in  it  ballottement  could  be  distinctly 
felt.  The  cervix  was  soft,  granular,  and  purple  ;  the  anterior  vaginal  roof 
stretched,  and  the  vaginal  walls  dark  in  colour.  Ovariotomy  was  performed 
at  the  patient's  own  house  on  June  11,  1880.  The  ovarian  tumour,  when 
exposed,  had  a  pearly  bluish  tinge,  the  pregnant  uterus  was  yellowish  and 
more  opaque.  It  would  have  been  easy,  unless  prepared  for  the  actual 
condition,  to  have  mistaken  the  uterus  for  a  tumour.  Two  long,  narrow 
omental  adhesions  were  divided,  the  tumour  tapped  and  opened,  to  allow 
of  the  introduction  of  a  hand  to  break  down  septa,  and  the  vascular  pedicle 
from  the  left  side  of  the  uterus  tied  and  divided.  The  tumour  contained 
six  quarts  of  the  ordinary  glairy  ovarian  fluid  ;  the  solid  part  of  it  weighed 
one  and  a  half  pounds. 

After-progress  was  uneventful,  and  on  October  10,  1880  (four  months 
after  ovariotomy),  the  patient  was  confined  of  a  healthy  male  child.  A 
year  later  she  had  another  child,  and  subsequently  others. 

All 
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CASE  2. — Mrs.  H.,  age  32,  was  sent  to  me  by  Dr.  Binnie,  of  Brandon, 
with  a  diagnosis  of  double  ovarian  tumour  and  pregnancy.  The  history 
the  patient  gave  was  that  she  menstruated  last  on  January  3,  1894,  and 
in  February  felt  a  pain  in  her  left  groin.  This  continued  and  increased  until 
she  could  no  longer  get  about,  and  three  weeks  ago  had  to  go  to  bed,  when 
she  first  noticed  a  swelling  of  the  abdomen.  Sickness  was  a  troublesome 
symptom  all  the  time.  She  had  always  been  a  healthy,  strong  woman  up 
to  the  present  illness,  and  had  had  six  children,  the  youngest  twenty-one 
months  ago. 

On  examination  of  the  abdomen,  a  rounded  swelling  about  the  size 
of  an  adult's  head,  was  seen  filling  up  the  upper  and  left  portion  of  the 
cavity,  chiefly  the  left  hypochondrium.  The  hypogastrium  was  distinctly 
prominent.  The  swelling  in  the  left  hypochondrium  felt  firm,  not  fluid, 
and  could  be  moved  readily  from  side  to  side,  and  upwards,  and  to  a  limited 
extent  could  be  pushed  downwards.  Below  the  umbilicus  a  rounded  elastic 
tumour  like  a  pregnant  uterus  was  felt,  reaching  to  one  inch  below  the 
umbilicus.  When  the  upper  tumour  was  moved  well  over  to  the  right  it 
dragged  the  uterus  with  it. 

Per  Vaginam. — The  cervix  soft  as  in  pregnancy,  and  continuous  with 
the  hypogastric  tumour.  The  posterior  fornix  depressed  by  a  cystic  tumour, 
apparently  about  the  size  of  a  cocoa-nut,  fixed  in  Douglas's  pouch. 

Operation  (May  9,  1894). — The  abdomen  was  opened  to  the  left  of  the 
middle  line,  when  the  rectus  muscle  was  found  to  be  so  much  displaced 
outwards  that  its  inner  border  was  met  with  in  the  ordinary  track  of  the 
linea  semilunaris.  The  tumour  in  the  left  hypochondrium,  about  the  size 
of  an  adult  head,  was  turned  out  whole,  and  its  pedicle,  formidable  looking 
enough  from  the  huge  vessels  it  contained,  transfixed,  ligatured,  and  divided 
well  beyond  the  ligature.  The  tumour  in  Douglas's  pouch  was  next  attacked, 
and  here  the  only  difficulty,  if  difficulty  it  could  be  called,  was  encountered. 
Without  a  single  adhesion,  the  tumour  was  so  firmly  impacted  in  the  pelvis 
as  to  take  a  vigorous  effort  to  dislodge  it,  and  came  away  with  a  rush  and 
gurgle.  The  vascular  pedicle  of  this  was  treated  as  the  other,  and  returned. 
The  uterus  was  seen  to  be  rotated,  so  that  the  left  ovary  lay  in  front,  the 
right  behind. 

On  section  of  the  tumours,  they  were  found  to  be  excellent  specimens 
of  ovarian  dermoids.  Both  were  filled  with  sebaceous  matter,  and  con- 
tained hair  ;  the  right,  in  addition,  had  pieces  of  bone  and  several  teeth 
as  part  of  its  contents. 

After-progress  was  uneventful.  The  patient  went  home  on  May  23, 
1894  (fourteen  days  after  operation).  On  October  21,  1894  (five  and  a 
half  months  after  operation),  after  a  normal  labour,  she  was  confined  of  a 
healthy  male  child,  and  made  a  good  recovery. 

Two  months  later,  in  company  with  Dr.  Denholm,  I  saw  her  and  the 
baby.  They  were  both  well ;  she  had  an  abundant  supply  of  milk,  and 
the  cicatrix  had  not  yielded  at  all.  (The  abdominal  wound  had  been  closed 
in  layers  with  buried  catgut  sutures.) 
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CLINICAL    CASES. 

(British  Gynaecological  Journal,  November,  1896.) 

NOTES  OF  THREE  CASES  OF  FIBROID  TUMOURS  OF  THE  UTERUS,  COM- 
PLICATED BY  PREGNANCY  AND  TREATED  BY  OPERATION. 

CASE  1. — L.  T.,  age  33,  a  patient  of  Dr.  Skrimshire  (Morpeth),  marrird 
for  five  months,  complained  that  for  the  last  two  months  her  abdomen  had 
been  swelling  and  that  she  had  bad  attacks  of  pain  in  it.  This  she  thought 
was  due  to  pregnancy,  for  menstruation,  previously  regular,  had  been  missed 
for  two  months.  Dr.  Skrimshire  was  called  in  on  account  of  the  pain,  and 
discovered  a  tumour  The  pain  was  worse  at  night,  and  prevented  her  from 
sleeping.  She  vomited  occasionally. 

Her  previous  health  had  always  been  good.  Menstruation  commenced 
when  she  was  between  14  and  15  years  old,  and  was  always  regular  and  free  ; 
for  the  first  day  she  was  in  much  pain.  Four  years  ago  she  had  some  diffi- 
culty in  micturition.  There  was  a  frequent  desire  to  micturate,  worse  at 
nights,  and  only  a  small  quantity  of  urine  could  be  voided  at  a  time.  After 
a  few  weeks  of  medicinal  treatment  this  passed  off. 

There  was  nothing  of  interest  in  her  family  history. 

She  looked  a  strong  woman,  but  had  lost  flesh,  and  grown  pale  since 
her  illness  commenced.  All  her  organs,  with  the  exceptions  noted,  appeared 
to  be  sound. 

On  examination  of  her  abdomen  by  inspection,  it  was  noticed  to  be 
prominent  in  two  situations,  the  hypogastrium  and  the  epigastrium,  and 
between  the  two  prominences  there  was  a  marked  transverse  sulcus.  The 
upper  swelling  was  very  tender.  It  felt  soft  and  elastic,  and  had  well-defined 
edges.  It  moved  very  little,  if  at  all,  with  respiration,  and  felt  fixed  when 
manipulated.  The  lower  swelling  felt  like  a  cyst,  the  size  of  a  five  months' 
pregnant  uterus.  It  could  be  moved  independently  of  the  upper  swelling. 

Per  Vaginam. — All  the  usual  signs  of  pregnancy  were  found. 

The  breasts  were  enlarged,  looked  like  those  of  pregnancy,  and  con- 
tained colostrum. 

Operation  (June  18,  1895). — The  abdomen  was  opened  in  the  middle 
line,  from  the  epigastrium  to  the  umbilicus,  and  the  omentum  was  seen  to 
be  curled  up  and  adherent  to  the  front  of  the  upper  tumour.  The  incision 
was  prolonged  downwards  to  midway  between  the  umbilicus  and  pubis. 
The  umbilicus  was  excised  and  the  tumour  and  uterus  were  turned  out  of 
the  abdomen.  The  tumour  was  a  sub-peritoneal  fibroid,  the  size  of  a  large 
football,  with  a  pedicle  the  thickness  of  my  wrist.  It  was  attached  to  the 
right  upper  cornu  of  the  uterus,'  and  as  the  pedicle  was  of  some  length,  an 
attempt  to  remove  the  tumour  without  interfering  with  the  uterus  was 
considered  reasonable.  The  adherent  omentum  and  transverse  colon  were 
sponged  off  the  front  of  the  tumour,  and  the  pedicle  was  caught  in  large 
forceps.  It  tore  and  bled  profusely,  and  was  so  soft  and  friable  that  no 
ligature  would  hold.  The  haemorrhage  was  arrested  by  sponge  pressure, 
whilst  the  infundibulo-pelvic  ligaments  on  either  side  were  divided  between 
a  ligature  outside  and  forceps  on  the  uterine  portion.  The  broad  ligaments, 
with  immense  veins  in  them,  were  then  ligatured  and  divided  as  far  as  the 
lower  portion  of  the  uterus,  and  this  was  surrounded  by  an  elastic  ligature. 
The  pregnant  uterus  and  the  tumour  were  cut  off  above  the  ligature,  and  a 
Keith's  clamp  applied  to  the  stump,  which  was  trimmed  down.  The 
adherent  omentum,  which  had  been  lying  outside  covered  by  sponges,  was 
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still  bleeding  so  freely  that  it  was  ligatured  in  portions  and  cut  away.  The 
abdominal  wound  was  closed  carefully  by  silk  sutures,  except  close  to  the 
pedicle,  where  a  deep  layer  of  catgut  sutures  was  used  to  draw  the  peritoneum 
round  the  stump,  and  a  superficial  layer  of  fishing-gut  sutures  brought  the 
divided  skin  surfaces  into  apposition. 

The  patient  lost  a  good  deal  of  blood  during  the  operation,  but  was  put 
to  bed  in  good  condition.  The  greater  part  of  the  blood  was  lost  during 
the  time  that  the  attempt  was  being  made  to  save  the  uterus. 

Pathology. — The  pregnant  uterus  contained  a  normal  five  months'  foetus. 
The  tumour  was  of  a  tallow  colour,  with  rough  surfaces  where  adhesions  had 
been  separated,  and  immediately  under  this  capsule  and  shining  through, 
were  a  number  of  large  thrombosed  veins.  On  section  there  were  haemor- 
rhages in  all  stages  throughout  the  tumour.  Microscopically,  it  was  a  soft 
fibroma. 

After-progress.  —  The  catheter  was  passed  every  three  hours  for  the 
first  five  days.  Subsequently  the  urine  was  passed  naturally.  The  wound 
was  dressed  on  the  second  day  and  again  on  the  eighth  day.  On  the  twelfth 
day  the  clamp  was  cut  away,  and  the  sutures  were  removed.  During  the 
first  ten  days  the  highest  temperature  was  100°,  and  that  only  on  the  two 
evenings  immediately  succeeding  the  operation.  The  highest  pulse  recorded 
was  also  100  on  the  same  occasions.  During  the  third  week  slight  suppura- 
tion round  the  stump  was  accompanied  by  a  moderate  nocturnal  rise  in 
temperature,  lasting  for  a  week,  but  the  general  condition  of  the  patient 
was  little  disturbed  by  it.  In  six  weeks  the  wound  was  entirely  healed. 

The  patient  is  at  present  in  good  health,  and  there  is  no  tendency  to 
hernia  of  the  cicatrix. 

CASE  2. — A.  R.,  age  41,  a  patient  of  Dr.  Mackay,  Berwick-on-Tweed. 

History. — Her  first  and  only  child  was  born  ten  years  ago,  and  she  had 
never  felt  quite  right  since.  The  labour  was  not  more  than  usually  difficult, 
but  convalescence  was  slow.  Till  two  years  ago  the  sensations  experienced 
were  merely  those  of  discomfort.  Two  years  ago  she  began  to  lose  more 
at  the  menstrual  periods  than  usual,  and  exercise  was  apt  to  bring  on 
haemorrhage.  Dysuria,  a  feeling  of  fullness  in  the  lower  part  of  the  bowels, 
and  swelling  of  the  legs  were  also  complained  of,  and  she  was  advised  to  lie 
upon  the  sofa  for  six  weeks,  after  which  the  symptoms  were  relieved. 

Menstruation  last  occurred  on  October  17,  1895  (three  and  a  half  months 
ago).  About  six  weeks  ago  she  noticed  that  a  railway  journey  or  driving 
shook  something  inside,  and  caused  pain  in  the  bowels.  The  abdominal 
swelling  came  suddenly,  within  twenty-four  hours,  six  weeks  ago  (of  this 
there  is  good  evidence,  for  a  new  dinner  dress  worn  comfortably  one  night 
could  not  be  made  to  meet  the  next).  The  enlargement  had  continued  to 
increase  steadily  since  then.  There  had  been  no  symptoms  of  pregnancy. 
The  patient  was  an  active,  healthy-looking  and  intelligent  woman,  with  no 
evident  disease  except  in  her  abdomen. 

The  abdomen  was  swollen  and  prominent  in  front,  and  the  prominence 
was  due  to  the  presence  of  a  large,  hard,  sharply-defined  tumour.  It  lay 
over  towards  the  left  side,  but  reached  to  the  right  beyond  the  middle  line. 
Its  upper  limit  in  the  middle  line  was  one-third  of  the  distance  between  the 
ensiform  cartilage  and  the  umbilicus.  Below,  it  extended  to  two  inches 
above  the  pubis.  On  the  left  side  below  it  reached  the  ant.  sup.  spine  of  the 
ilium.  Above,  it  extended  into  the  splenic  region.  On  the  right  the  tumour 
reached  to  the  right  linea  semilunaris.  It  was  movable  from  side  to  side,  and 
could  be  pushed  from  below  upwards,  but  was  very  tender  when  handled. 
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Per  Vaginam.  —  The  cervix  \\:is  hi-di  Up  :md  soft.  *  The  os  patul«.us. 
admitted  tip  of  fore-finger.  The  movements  of  tin-  tuumur  were  not 
propagated  to  the  cervix. 

Bimanually,  the  ftindus  of  the  uterus  could  !»••  Ml  pushed  over  to  the 
right,  and  reaching  midway  between  the  pelvis  and  umbilicus.  The  tumour 
lay  to  the  front  and  left  of  it.  No  definite  separation  could  be  felt  between 
the  two. 

The  breasts  were  enlarged  and  had  every  sign  of  pregnancy. 

Operation  (Feb  6,  1896).  —  The  umbilicus  was  excised  and  the  abdomen 
opened  above  and  below  it.  The  tumour  was  seen  to  be  a  fibroid,  and 
the  incision  was  enlarged  sufficiently  to  turn  the  tumour  and  the  uterus 
out  of  the  abdomen.  It  was  growing  from  the  left  cornu  and  left  border 
of  a  three  months'  pregnant  uterus,  which  it  had  rotated  (the  tumour  lying 
in  front),  so  that  the  left  appendages  and  broad  ligament  lay  behind  the 
pubis,  the  right  ovary  and  tube  high  up  on  the  back  and  right  side  of  the 
pelvis.  The  infundibulo-pelvic  ligaments  were  first  tied,  then  clamped  on 
the  uterine  side  of  the  ligatures,  and  cut  between,  and  the  remainder  of  the 
broad  ligament  down  to  the  lower  part  of  the  uterus  was  similarly  dealt 
with.  A  thick  silk  ligature  was  tied  round  the  isolated  zone  of  the  uterus, 
and  Keith's  clamp  fixed  in  the  groove  of  the  ligature.  The  uterus  and  its 
appendages  with  the  tumour  were  cut  off  above  the  clamp.  The  stump 
was  trimmed,  hollowed  out,  dried,  swabbed  with  pure  carbolic  acid,  and 
filled  with  boracic  acid  powder.  The  abdominal  wound  was  carefully  closed 
with  two  tiers  of  catgut  sutures.  Very  little  blood  was  lost,  and  the  patient 
was  put  to  bed  in  excellent  condition. 

Pathology.  —  The  uterus  held  a  three  months'  normal  foetus.  The 
tumour  was  an  oedematous  myoma,  the  size  of  a  large  football. 

After-progress.  —  From  the  first  the  recovery  of  the  patient  was  un- 
eventful. She  micturated  unaided,  and  had  little  to  complain  of.  The 
dressing  was  changed  for  the  first  time  on  the  twelfth  day.  The  sutures 
were  absorbed,  the  wound  healed,  and  the  stump  quite  dry.  The  clamp 
was  removed,  and  the  dried  stump  cut  away.  A  sinus  remained  at  the 
bottom  part  of  the  wound  for  a  few  weeks  after  her  return  home,  but 
eventually  healed.  The  scar  is  now  strong,  and  the  patient  in  good  health. 

CASE  3.  —  Mrs.  R.,  age  46,  a  patient  of  Dr.  Smith,  Ryton. 

About  six  and  a  half  years  ago  she  felt  pain  in  the  abdomen,  increased 
by  walking,  and  discovered  a  hard  swelling  down  below,  about  the  size  of 
an  apple,  which  seemed  to  be  fixed.  Six  years  ago,  five  months  after  her 
marriage,  she  had  a  bleeding  which  lasted  four  days.  The  bleeding  was 
very  severe,  and  large  clots  came  away.  It  occurred  just  after  a  menstrual 
period,  and  two  months  later  she  was  sent  to  see  me,  when  I  found  that  she 
was  pregnant  about  two  months,  and  had  a  small  uterine  fibroid.  Waiting 
was  advised.  A  fortnight  before  the  full  term  of  pregnancy  she  had  two 
fits  of  an  epileptic  character,  and  was  very  ill.  (Dr.  Smith  found  albumin 
in  her  urine  at  this  time.)  The  baby  was  born  at  term,  but  was  dead.  Her 
convalescence  was  slow.  When  she  got  about  again,  the  tumour  was  felt 
in  the  left  side,  flattened  out,  and  of  the  shape  and  size  of  an  inverted  saucer. 

Two  months  after  the  baby  was  born  menstruation  started.  It  was 
normal  in  quantity  and  quality.  About  a  year  after  the  baby  was  born 
the  tumour  began  to  get  larger  and  occasional  pain  was  felt  in  it.  Up  to 
this  year  the  tumour  had  slowly  but  steadily  increased  in  size,  and  caused 
more  inconvenience.  Lately  menstruation  had  not  been  regular.  A  week 
after  New  Year,  normal  menstruation  occurred  ;  then  for  six  weeks  nothing 
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appeared,  but  since  there  had  been  a  small  quantity  daily  of  odourless, 
coloured  discharge.  Three  weeks  ago  a  severe  flooding  came  on,  but  lasted 
only  a  few  hours.  Micturition  had  increased  in  frequency,  the  tumour  had 
got  much  larger,  and  there  had  been  frequent  sickness  since  the  New  Year. 

Her  health  up  to  six  years  ago  had  been  excellent.  There  was  nothing 
in  her  family  history  worthy  of  mention.  She  was  a  healthy,  strong-looking 
woman,  and  all  her  organs  appeared  to  be  sound.  Both  breasts  were  a  little 
enlarged,  and  firm,  and  had  a  well-marked  areola  round  the  nipple.  Some 
colostrum  could  be  expressed  from  each.  (Since  the  baby  was  born  the 
breasts  had  been  enlarged  and  irritable). 

The  abdomen  was  enlarged  and  prominent  in  front,  especially  below  the 
umbilicus.  The  swelling  was  due  to  a  hard  tumour  extending  from  the 
pelvis  to  above  the  umbilicus.  On  the  left  side  it  reached  to  the  iliac  crest, 
on  the  right  to  two  inches  from  the  anterior  superior  iliac  spine.  The  tumour 
was  rounded  in  front,  and  dipped  down  into  the  pelvis.  The  right  margin 
was  well  defined,  the  left  sunk  into  the  flank.  The  upper  border  extended 
right  across  the  abdomen  about  2  in.  above  the  umbilicus.  It  was  irregular 
and  had  large  nodules  on  it.  A  soft  elastic  nodule,  the  size  of  an  orange, 
was  felt  in  the  right  border.  The  left  side  was  very  tender.  The  whole 
tumour  was  fairly  movable  from  side  to  side,  but  could  not  be  pushed  upwards 
out  of  the  pelvis. 

Per  Vaginam. — The  cervix  was  normal  and  soft.  There  was  a  hard, 
rounded  tumour  in  the  anterior  fornix,  continuous  with  the  abdominal  one. 
It  extended  laterally,  but  more  towards  the  left  than  the  right  side.  The 
tumour  was  not  immovably  fixed  in  the  pelvis. 

Operation  (March  18,  1896).  —  An  incision  was  made  from  midway 
between  the  ensiform  cartilage  and  the  umbilicus,  which  was  excised,  to  the 
pelvis,  the  abdomen  was  opened  and  the  tumour  turned  out.  The  broad 
ligaments  on  each  side  were  ligatured  outside  of  the  ovaries  and  down  to  the 
uterus.  The  vesico-uterine  fold  of  peritoneum  was  divided  and  separated, 
and  the  peritoneum  posteriorly  was  also  stripped  from  the  uterus.  The  raw 
surface,  including  the  uterine  arteries,  was  surrounded  by  an  elastic  ligature, 
and  the  tumour,  and  the  pregnant  uterus  were  cut  off  ;  up  to  this  stage  no 
blood  had  been  lost.  The  abdominal  cavity  was  now  packed  with  sponges, 
and  the  patient  placed  in  the  lithotomy  posture.  The  cervix  was  removed 
through  the  vagina  by  anteverting  the  stumps  through  an  incision  in  the 
vagina  anterior  to  the  cervix.  In  making  this  incision,  the  enlarged  vaginal 
arteries  bled  furiously,  and  were  controlled  by  leaving  haemostatic  forceps 
hanging  on  them.  The  lower  portions  of  the  broad  ligaments,  containing 
the  uterine  arteries,  were  also  clamped  with  haemostatic  forceps,  which  were 
left  attached  to  them.  Each  portion  of  the  remaining  vaginal  wall  was 
also  caught  in  forceps  before  division,  so  that  when  the  cervix  was  finally 
removed,  twelve  pairs  of  forceps  were  left  in  the  vagina.  In  the  centre  of 
them  a  thick  strip  of  iodoform  gauze  was  left,  the  upper  end  of  which 
reached  the  peritoneal  cavity  ;  the  lower  end  projected  out  of  the  vulva. 
During  the  second  stage  of  the  operation  the  patient  lost  a  serious  quantity 
of  blood.  The  operation  was  completed  by  removing  the  sponges  from  the 
abdomen,  and  suturing  the  parietal  wound.  The  patient  was  somewhat 
collapsed  when  put  to  bed,  but  soon  rallied. 

Pathology. — The  enlarged  uterus,  containing  a  foetus  of  nearly  three 
months,  was  surrounded  by  a  large  multi-nodular  fibroid  tumour,  only  the 
anterior  portion  of  the  uterine  wall  being  free. 

After -progress. — At^the  end  of  forty-eight  hours  the  haemostatic  forceps 
were  removed.  In  seventy-two  hours  the  gauze  was  taken  away.  At  the 
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end  of  ten  days  the  wound  was  dressed  for  the  first  time,  and  found  to  be 
healed  throughout  by  first  intention.  The  stitches  were  removed.  Sick- 
ness was  troublesome  for  the  first  four  days,  but  appeared  to  be  greatly 
of  nervous  origin,  for  it  ceased  after  an  allowance  of  beer  and  biscuits  (for 
which  the  patient  had  a  great  craving),  and  was  attended  by  no  sign  of  any- 
thing wrong.  Except  for  this,  her  recovery  was  uneventful.  She  is  now 
in  excellent  health  and  has  a  sound  scar. 

REMARKS. — The  only  question  raised  by  these  cases  was  the  form 
of  operation  to  be  performed.  That  an  operation  was  necessary,  and 
that  hysterectomy  was  the  only  method  likely  to  succeed,  will  be 
granted  by  any  one  who  reads  the  notes.  In  an  ordinary  case  of 
uterine  tumour  I  am  strongly  in  favour  of  an  intraperitoneal  treat- 
ment of  the  stump,  or  of  total  hysterectomy;  but  in  such  cases  as 
these,  where  the  uterine  and  vaginal  vessels  are  of  large  size,  I  am  dis- 
posed to  the  view  that  in  the  majority  an  extraperitoneal  treatment 
of  the  stump  is  the  best.  The  form  of  total  extirpation,  fashionable 
just  now,  and  in  which  the  whole  uterus  is  removed  from  above,  is 
more  difficult  and  more  dangerous  than  the  operation  I  performed  in 
Case  3 :  for  even  after  the  uterine  arteries  are  tied  on  either  side,  the 
dilated  vaginal  branches  bleed  freely  when  they  are  cut,  and  are  diffi- 
cult to  catch  and  tie.  I  assisted  a  skilful  surgeon  with  this  operation 
in  a  case  of  pregnancy  and  fibroids  a  few  months  ago,  and  would  not 
care  to  see  another  of  the  same  sort.  Even  in  my  Case  3,  the  bleed- 
ing, though  completely  under  control,  was  more  profuse  than  is  com- 
patible with  the  greatest  success.  Stimsons'  operation,  though  success- 
ful in  ordinary  cases,  sometimes  in  them  causes  trouble,  as  I  have 
myself  seen,  by  haemorrhage  from  the  stump  after  the  uterine  arteries 
are  tied.  I  would  consequently  not  be  disposed  to  try  it  when  the 
blood  supply  was  so  materially  increased  as  in  the  cases  I  have  reported, 
notwithstanding  that  it  has  been  successfully  performed  by  several 
operators.  Too  much  has  been  made  of  the  risks  and  drawbacks  of 
the  extra-peritoneal  method.  It  is  an  excellent  one  to  fall  back  upon, 
and  can  be  relied  on  as  the  best  when  the  results  of  other  methods  are 
likely  to  be  uncertain.* 

THREE    CASES    OF    ECTOPIC    GESTATION. 

(By  RUTHERFORD  MORISON,  M.B.,  F.R.C.S.,  and  LIONEL  CALTHORP, 

M.B.,  B.S.,  M.R.C.S. 

CASE  1. — Tubal  gestation  diagnosed  and  removed  before  rupture. 

The  patient,  age  30,  was  married  six  and  a  half  years  ago.  Five 
months  after  her  marriage  she  slipped  downstairs,  and  felt  that  she  had 
strained  something  internally.  Her  next  menstrual  period  was  painful.  She 
had  previously  menstruated  without  pain ;  but  from  the  time  of  her 

*  The  intraperitoneal  method  would  always  be  done  //on . 
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accident  menstruation  had  always  been  painful,  though  regular.      She  had 
never  had  any  children  or  miscarriages. 

In  the  first  week  of  December,  1895,  she  menstruated  as  usual,  but  she 
missed  the  period  due  early  in  January  of  this  year.  Previous  to  this 
menstruation  had  always  been  regular. 

On  January  21  she  was  seized  with  severe  pain  in  the  lower  abdomen, 
which  doubled  her  up,  and  caused  her  to  vomit.  Soon  after  this  attack  of 
pain,  vaginal  haemorrhage  occurred  and  lasted  some  days.  After  an  interval 
of  a  few  days  it  recurred  for  a  short  time,  and  then  ceased  until  February  7, 
when  it  recommenced  and  continued  more  or  less  until  the  date  of  the 
operation. 

About  February  20  some  '  skin  '  came  away  with  the  discharge. 

Since  January  21  she  has  had  a  good  many  attacks  of  pain  accom- 
panied by  vomiting,  and  since  February  7  the  pain  had  been  so  bad  that 
she  had  been  confined  to  her  bed. 

The  patient  was  seen  by  Mr.  Morison,  with  Dr.  Edith  Joel,  on  February 
27  (two  months  after  last  normal  menstrual  period).  Nothing  could  be 
felt  by  abdominal  palpation.  On  vaginal  examination  the  uterus  was  found 
to  be  enlarged,  distinct  from,  and  pushed  forwards  by,  a  very  tender  soft 
swelling  which  occupied  Douglas's  pouch  and  bulged  the  posterior  vaginal 
wall.  The  uterine  arteries  beat  forcibly.  The  cervix  uteri  was  soft.  The 
uterine  sound  was  not  passed. 

The  clinical  history  associated  with  the  physical  signs  described  made 
the  diagnosis  of  an  unruptured  ectopic  gestation  sufficiently  safe.  Imme- 
diate operation  for  its  removal  was  advised. 

The  operation  was  performed  on  February  28,  1896,  by  Mr.  Morison. 
On  opening  the  abdomen,  the  swelling  occupying  Douglas's  pouch  was  found 
to  be  the  left  Fallopian  tube  greatly  distended  and  adherent.  The  uterus 
was  lying  in  front.  The  adhesions  were  carefully  separated,  and  the  Fal- 
lopian tube  with  its  contents  and  the  corresponding  ovary  were  brought 
outside  of  the  abdominal  wound,  no  rupture  having  taken  place.  The 
pedicle  was  then  transfixed  and  tied  in  the  usual  way  with  a  silk  ligature, 
and  the  Fallopian  tube  and  ovary  were  removed.  As  the  Fallopian  tube 
was  cut  through,  some  treacly  blood  escaped  ;  the  end  of  it  was  therefore 
tied  in  order  to  preserve  the  contents  intact  as  far  as  possible. 

The  right  Fallopian  tube  and  ovary  were  next  examined.  The  tube 
was  found  to  be  thickened  and  distended  to  about  three  times  its  normal 
size,  as  well  as  adherent  to  the  surrounding  structures,  and  was  removed  in 
the  same  way  with  the  corresponding  ovary.  There  was  no  blood  in  the 
peritoneal  cavity,  nor  did  any  fluid  escape  into  it ;  the  abdomen,  therefore, 
was  closed  without  drainage. 

The  patient  made  an  uninterrupted  recovery. 

Examination  of  the  Specimen. — The  left  Fallopian  tube  was  reddish  in 
appearance,  dark  purple  towards  its  fimbriated  extremity,  and  bent  at  right 
angles.  Dilated  vessels  could  be  seen  coursing  over  the  most  distended 
portion.  The  tube  measured  about  5  in.  in  length  and  2^  in.  in  breadth. 

On  opening  the  tube  from  the  uterine  end  towards  the  fimbriated 
extremity,  there  was  found,  first,  fluid  blood,  dark  in  colour  and  thick, 
exactly  similar  in  appearance  to  that  which  the  patient  had  been  passing  per 
yaginam,  and  occupying  a  dilated  portion  of  the  tube.  Further  outwards, 
in  a  more  distended  portion  of  the  tube,  was  found  an  irregular-shaped  blood 
clot  and  some  more  liquid  blood.  Beyond  this  again,  occupying  the  most 
dilated  part  of  the  tube,  was  a  foetus  f  in.  in  length,  floating  in  an  amnion 
sac  containing  clear  amniotic  fluid.  The  fostus  was  attached  by  a  short 
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and  fan-shaped  umbilical  cord.  There  was  no  blood  extravasated  into  the 
amniotic  cavity.  The  interior  of  the  amniotic  membrane  \\:is  -smooth,  not 
mammillated,  and  the  membrane  itself,  though  very  thin,  could  be  peeled 
off  the  chorion  ;  no  blood  was  found  extravasated  between  the  amnion  and 
the  chorion  (subchorionic  space,  Bland-Mutton). 

The  chorion  with  its  villi  was  very  well  marked.  Ha-inorrh:iires  had 
occurred  in  its  substance,  and  also  between  it  and  the  wall  of  the  Fallopian 
tube.  There  was  no  evidence  of  haemorrhage  having  taken  place  anywhere 
else. 

The  Fallopian  tube  had  become  so  thin  in  parts  by  stretching  of  its 
substance  and  slight  tearing  of  its  outer  coat,  owing  to  the  tension  within, 
that  it  was  almost  transparent.  The  fimbriated  extremity  was  closed. 

The  foetus  was  very  small  in  comparison  with  the  size  of  the  amnion 
cavity,  and  only  measured  f  in.  in  length  ;  it  consisted  of  one  head  and  two 
bodies  joined  anteriorly. 

The  right  Fallopian  tube  was  distended  to  three  times  its  natural  size, 
and  twisted  back  upon  itself  and  bound  down  in  this  position.  It  contained 
blood  and  epithelial  debris. 

Both  ovaries  were  healthy.  The  corpus  luteum  of  pregnancy  was  not 
found  in  the  left  ovary  as  was  expected,  but  in  the  most  dependent  part  of 
the  right  ovary.  It  was  ^  in.  in  its  longest  diameter. 

There  are  many  interesting  features  about  this  case. 

1.  There  are  very  few  cases  recorded,  and  these  only  within  the  last 
five  or  six  years,  in  which  a  tubal  gestation  has  been  both  diagnosed  and 
successfully  removed  before  rupture. 

2.  The  length  of  the  interval  which  elapsed  between  the  first  attack  of 
severe   abdominal  pain  which  occurred  on  January  21,  and  the   operation 
on  February  28,  during  which  no  rupture  took  place.     That  rupture  did 
not  take  place  earlier  appeared  on  an  examination  of  the  specimen  to  be 
due  to  (1)  the  fact  that  the  haemorrhage  did  not  take  place  either  into  the 
amniotic  cavity  or  into  the  potential  space  between  the  amnion  and  chorion, 
but  into  the  meshes  of  the  chorion,  chiefly  near  its  attachment  to  the  wall 
of  the  Fallopian  tube,  where  it  could  more  easily  escape  ;  (2)  that  while  the 
ovum  occupied  the  outer  extremity  of  the  Fallopian  tube,   the  inner  or 
uterine  end  was  left  free  and  open,  so  allowing  blood  to  escape  out  of  the 
tube  sufficiently  fast  to  prevent  sudden  and  dangerous  increase  of  tension. 
There  were,  however,  such  evident  signs  of  the  outer  covering  of  the  tube 
having  partially  given  way  before  the  distending  force  of  the  growing  ovum, 
if  not  of  the  haemorrhage,  that  there  can  be  no  doubt  that  rupture  would 
have  taken  place  very  soon  had  the  operation  been  delayed. 

3.  It  is  also  interesting  to  find  a  fcetal  monstrosity  associated  with 
such  a  pathological  condition. 

4  and  lastly.  That  the  corpus  luteum  of  pregnancy  was  not  in  the 
corresponding  ovary,  but  in  the  ovary  of  the  side  opposite, to  the  tubal 
pregnancy. 

CASE  2. — Ectopic  gestation  diagnosed  before  rupture — Rupture  into 
the  general  peritoneal  cavity  during  the  night  preceding  operation. 

F.  M.  B.,  age  30,  a  patient  of  Dr.  Buttercase,  Forest  Hall,  complained 
of  pain  coming  on  at  intervals  in  the  lower  part  of  the  bowels.  The  pain 
was  first  felt  three  weeks  ago.  It  came  on  every  five  or  six  days,  and  was  so 
severe  as  to  cause  vomiting  or  a  fainting  fit.  When  the  pain  was  worst  it 
resembled  the  pains  of  labour.  Menstruation  occurred  normally  and  at 
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the  proper  time,  five  weeks  previously.  A  week  after  the  normal  period 
some  haemorrhage  occurred,  and  this  had  continued  more  or  less  up  to  the 
present  time. 

The  patient  had  been  married  six  years,  and  had  two  children,  the 
eldest  being  5  years  and  the  youngest  3  years  of  age.  She  had  had  no  mis- 
carriages and  no  menstrual  irregularity  with  the  exception  noted. 

I  saw  her  with  Dr.  Buttercase  on  March  30,  1896,  because  he  thought 
she  was  suffering  from  an  ectopic  gestation. 

The  patient  was  a  thin  and  pale  but  cheerful  woman,  naturally  delicate. 
Her  breasts  were  enlarged  and  presented  all  the  appearances  of  pregnancy  ; 
colostrum  could  be  squeezed  from  them. 

On  examining  the  abdomen,  a  tender,  indefinite,  small  swelling  could  be 
felt  in  the  left  iliac  fossa.  The  middle  line  was  slightly  pigment ed.  Per 
vaginam,  os  patulous.  Body  of  uterus  enlarged  and  pushed  over  to  the 
right  by  a  tender,  elastic,  rounded  swelling  on  the  left  of  it.  The  swelling 
bulged  downwards  the  left  fornix.  The  uterine  artery  could  be  distinctly 
felt  pulsating  over  it.  The  swelling  was  the  size  of  a  large  orange.  It  felt 
doughy  and  as  if  adherent  to  the  back  of  the  broad  ligament ;  the  uterus 
could  be  moved  independently  of  it.  The  right  ovary  and  tube  could  not 
be  felt. 

My  diagnosis  agreed  with  Dr.  Buttercase's,  and  we  both  urged  immediate 
operation.  The  patient  was  consequently  sent  in  to  Newcastle  on  the  same 
day  to  be  prepared  for  operation.  On  April  1  I  examined  her  again,  and 
found  the  conditions  unaltered. 

Operation  by  Mr.  Morison  (April  2,  1896). — The  abdomen  was  opened 
below  the  umbilicus.  Before  incising  the  peritoneum,  it  was  noticed  to 
bulge  into  the  wound  and  to  be  dark  blue  in  colour.  On  completing  the 
incision  blood  gushed  out.  The  intestines  and  omentum  were  bloodstained  ; 
a  quantity  of  blood,  fluid  and  clotted,  was  present  in  both  flanks  and  in  the 
pelvis.  The  left  tube  was  drawn  forward,  ligatured,  and  removed  ;  the 
abdomen  flushed  out,  dried,  and  closed.  The  right  ovary  and  tube  were 
normal  and  were  not  interfered  with.  In  all  there  was,  as  nearly  as  could 
be  guessed,  at  least  a  quart  of  blood  in  the  belly.  (The  rupture  had  occa- 
sioned no  symptoms,  and  the  nurse  in  charge  of  the  patient  had  noticed 
no  change  in  her  appearance.  The  rupture  probably  took  place  in  the 
early  morning  in  consequence  of  the  enema  and  cleansing  preparatory  to 
operation.) 

The  structures  removed  consisted  of  an  apparently  healthy  ovary  and 
a  tube  like  a  big  sausage.  Close  to  its  fimbriated  end,  which  was  occluded, 
there  was  a  round  opening  the  size  of  a  threepenny  piece,  through  which  a 
blood  clot  protruded.  The  tube  was  also  blocked  at  its  uterine  end.  On 
opening  the  tube  an  apoplectic  ovum  the  size  of  a  bantam's  egg  was  found 
in  the  dilated  end  under  the  rupture. 

A  small  portion  was  sent  to  the  Clinical  Research  Association,  who 
returned  the  following  report :  "  This  specimen  shows  a  few  typical  cho- 
rionic  villi  embedded  in  a  large  quantity  of  blood  clot." 

After-progress  was  uneventful,  the  wound  healing  by  first  intention. 

CASE  3. — Ectopic  gestation — Rupture  into  general  peritoneal  cavity, 
with  subsequent  limitation  of  extravasation  by  adhesions. 

E.  O.,  age  38,  patient  of  Dr.  Dickie  (Morpeth)  and  Dr.  Drummond,  at  the 
end  of  last  January  (two  and  a  half  months  ago)  first  felt  slight  pain  in 
lower  part  of  bowels,  accompanied  by  vomiting  and  pain  in  the  stomach. 
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From  that  time  the  pain  gradually  increased  until  ten  days  sign,  since  when 
it  had  been  somewhat  better.  Vomiting  had  throughout  been  trouble- 
some, but  was  worse  during  the  paroxysms  of  pain.  The  last  normal  period 
occurred  at  New  year.  Early  in  February  a  coffee-coloured  discharge 
commenced,  and  had  continued  less  or  more  since.  Micturition  had  been 
frequent  since  the  illness  commenced,  and  latterly  painful  as  well. 

The  patient  had  been  married  seventeen  years,  and  had  three  children, 
and  one  miscarriage  thirteen  years  ago.  She  had  had  no  children  since  the 
miscarriage.  There  was  nothing  in  her  family  history  bearing  upon  her 
condition. 

She  was  sent  to  me  with  a  diagnosis  of  ectopic  gestation  on  April  7, 
1896,  when  she  looked  very  ill.  Her  skin  was  yellow  as  if  jaundiced,  but 
there  was  no  staining  of  the  conjunctivae,  though  the  urine  was  dark  and 
bilious.  Her  appetite  was  poor,  tongue  dirty,  and  bowels  constipated. 
Her  temperature  was  elevated  (101°  at  nights).  She  now  weighed  8  stones ; 
before  her  illness  her  weight  was  10i  stones. 

There  was  no  discoverable  disease  anywhere  except  in  the  abdomen. 
The  areola  around  the  nipple  was  deeply  pigmented,  and  colostrum  could 
be  squeezed  from  either  breast.  The  abdomen  was  swollen  below  the 
umbilicus.  The  swelling  was  due  to  a  firm,  elastic,  rounded,  fixed,  tender 
tumour  which  filled  the  hypogastrium  and  reached  upwards  as  far  as  the 
umbilicus.  The  swelling  was  nowhere  quite  dull  on  percussion.  No  sounds 
were  audible  in  it. 

Per  Vaginam. — The  cervix,  pushed  to  the  right,  was  soft ;  the  os 
(patulous)  admitted  tip  of  first  finger.  The  left  side  of  the  vaginal  roof 
was  bulged  downwards  by  a  thick -walled,  fixed  and  cystic  swelling,  which 
also  filled  and  obliterated  the  anterior  and  posterior  fornix.  The  body  of 
the  uterus  was  pushed  to  the  right,  and  was  separate  from  the  cystic 
swelling.  Distinct  enlargement,  with  pulsation  of  the  left  uterine  artery 
was  felt. 

Operation  by  Mr.  Morison  (April  9,  1896). — The  abdomen  was  opened 
from  umbilicus  to  pubes.  Omentum  and  intestine  covered  the  swelling 
in  front,  and  were  adherent  to  it.  The  intestines  and  omentum  were  blood- 
stained. The  incision  was  prolonged  above  the  umbilicus,  which  was  excised. 
After  tearing  through  the  omentum,  a  large  quantity  of  blood  clot  was 
removed  from  the  pelvis.  In  Douglas's  pouch,  and  to  the  left  side,  an  entire 
amniotic  sac  with  a  foetus  in  it  was  felt.  The  whole  sac  was  about  the  size 
of  a  foetal  head  at  term.  The  sac  ruptured  during  extraction,  but  the 
remains  of  it,  along  with  the  foetus  and  placenta  and  a  portion  of  the  broad 
ligament,  were  drawn  forward  and  excised  after  ligature  of  the  broad 
ligament.  The  foetus  (a  four-month  one)  moved  for  several  minutes  after 
its  extraction.  The  uterus  lay  to  the  right  side.  The  ovaries  and  tubes 
were  buried  in  adhesions  and  were  not  seen.  The  oozing  surfaces  were 
packed  with  gauze,  and  a  glass  drainage  tube  left  in  Douglas's  pouch.  Both 
tube  and  gauze  were  brought  out  through  the  lower  end  of  the  abdominal 
incision.  Abdominal  wound  closed  with  silk. 

Convalescence  was  slow,  though  the  patient  was  able  to  go  home  in  a 
month. 

REMARKS. — Diagnosis.  The  earliest  symptom  of  ectopic  gesta- 
tion is  usually  paroxysmal  pain  ;  sometimes,  however,  haemorrhage 
takes  place  first,  as  in  Case  2  ;  a  discharge  of  4  skins  '  may  follow. 
The  case  is  liable  at  this  stage  to  be  mistaken  for  a  miscarriage. 
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Paroxysmal  pain*  and  haemorrhage  continue  to  recur  in  varying  degree 
.up  to  the  time  when,  in  the  natural  course,  rupture  takes  place. 
Rupture  of  the  tube  may,  however,  be  considerably  delayed  by  the 
escape  of  the  blood  from  the  uterine  end  of  the  tube,  as  in  Case  1,  or 
hastened  by  closure  of  the  tube  at  both  ends,  as  in  Case  2. 

The  signs  of  pregnancy  may  be  present,  such  as  milk  in  the  breasts, 
pigmentation  of  the  skin,  etc. 

With  regard  to  the  physical  signs,  a  tumour  can  be  felt  either  by 
abdominal  palpation  or  vaginal  examination  in  the  pelvis  separate 
from  the  uterus. 

Pulsation  of  the  uterine  artery  is  not  pathognomonic  of  preg- 
nancy, for  it  occurs,  as  Dr.  Granville  Bantock  has  pointed  out,  in 
fibroids.  We  have  also  frequently  found  marked  pulsation  of  the 
uterine  arteries  in  cases  of  pyosalpinx,  from  which  the  differential 
diagnosis  is  hardest. 

Early  diagnosis  of  this  condition  is  urgently  necessary,  and  can 
only  be  made  by  careful  enquiry  into  symptoms  in  conjunction  with 
physical  examination  of  the  pelvic  contents.  But  where  a  woman 
gives  a  history  either  of  sterility,  or  at  all  events  a  long  interval  since 
last  pregnancy  and  present  illness,  of  a  sudden  cessation  of  previously 
regular  menstruation,  coupled  with  paroxysmal  pain  and  vaginal 
haemorrhage  with  or  without  the  passage  of  '  skins,'  and  on  vaginal 
examination  a  tumour  separate  from  the  uterus  is  found,  we  may  with 
almost  positive  certainty  diagnose  the  presence  of  an  ectopic  gestation. 

The  physical  signs  in  such  instances  as  Case  3  resemble  very 
closely  those  of  an  inflamed  and  adherent  ovarian  cyst,  and  unless 
the  history  and  other  signs  of  pregnancy  are  sufficiently  suggestive 
to  guide,  a  correct  diagnosis  is  impossible,  for  fluid  blood  confined 
by  walls  of  inflamed  adherent  intestine  and  omentum  yields  all  the 
evidences  of  an  inflamed  adherent  cyst. 


ABDOMINAL   SURGERY:    NOTES    OF    ALL    FATAL    CASES 
AFTER    OPERATION    DURING    1895. 

(Northumberland  and  Durham  Medical  Society:  Reported  in  Journal 

1896,  p.  293.) 

Mr.  President  and  Gentlemen, — The  accusation  is  frequently 
brought  against  surgeons,  especially  abdominal  ones,  that  they  record 
their  successes  and  bury  their  failures. 

In  the  present  paper  my  intention  is  to  record  all  deaths  that 


*This  is  due  to  vigorous  contraction  (colic)  of  the  Fallopian  tube. 
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have  occurred  after  abdominal  operations  p<  Hm-mcd  by  me  dimii" 
1895.  The  list  includes  :— 

Five  cases  of  intestinal  obstruction. 

Two  cases  of  cancer  of  the  pylorus. 

One  gall-stone  case. 

One  case  of  pyonephrosis. 

Two  cases  of  verified  appendicitis,  of  which  I  have  accurate  notes, 
and  three  or  four  cases  of  purulent  peritonitis,  simply  drained  as  a 
last  chance,  in  which  a  diagnosis  of  appendicitis  with  diffuse  peril  <•- 
nitis  was  made  from  the  history,  but  was  not  verified  by  operation  or 
post-mortem.  I  regret,  for  the  sake  of  absolute  accuracy,  having 
kept  no  record  of  the  exact  number  of  these  cases,  and  having  to  trust 
to  memory,  but  offer  as  my  excuse,  their  urgency,  their  lack  of  special 
interest,  and  my  dislike  to  statistics. 

CASE  1. — Femoral  hernia — Strangulated  for  a  week — Herniotomy — 
Gangrenous  omentum — Death  tenth  day  after  operation  from  peritonitis. 

A  woman,  aged  63,  feeble  looking,  with  a  pulse  of  110,  a  dry  brown 
tongue,  and  faecal  odour  of  breath,  was  seen  on  May  8,  1895. 

History. — A  week  before,  her  illness  commenced  suddenly  with  pain  round 
the  umbilicus  and  severe  vomiting.  The  pain  and  the  sickness  were  relieved 
by  morphia,  but  on  the  fourth  day  of  her  illness  a  large  quantity  of  faecal 
matter  was  vomited.  A  small  hard  lump  was  now  discovered  by  the  doctor, 
in  the  groin,  but  as  she  made  no  complaint  when  it  was  handled,  and  as 
the  pain  was  entirely  abdominal,  and  because  the  swelling  was  very  hard, 
the  doctor  regarded  it  as  an  enlarged  gland,  and  thought,  as  she  did,  that 
it  had  no  connection  with  her  illness.  Two  days  later  I  saw  her  in  consulta- 
tion. Her  abdomen  was  enormously  swollen  and  hard  ;  she  was  frequent  ly 
sick,  vomiting  faecal  matter,  and  had  never  passed  flatus,  nor  had  her  bowels 
moved  since  the  attack  commenced. 

Operation. — I  cut  down  at  once  on  the  small,  hard,  rounded  swelling 
in  the  right  groin,  and  opened  the  sac  of  a  femoral  hernia.  The  sac  con- 
tained a  small  quantity  of  bloody  fluid,  a  piece  of  gangrenous  omentum, 
which  was  ligatured  and  cut  off,  and  a  small  knuckle  of  bowel  which  was  not 
gangrenous  and  was  returned. 

After-progress. — Sickness  soon  ceased  after  recovery  from  the  anaesthetic. 
On  the  third  day  the  bowels  were  spontaneously  relieved.  For  the  next 
few  days  diarrhoea  was  a  troublesome  symptom.  Up  to  the  evening  of  tin- 
eighth  day  progress  appeared  to  be  satisfactory,  except  that  the  abdominal 
swelling  never  entirely  went  down.  On  the  evening  of  the  eighth  day  the 
patient  complained  of  sudden  severe  pain  in  the  abdomen,  and  vomited. 
All  the  symptoms  of  acute  peritonitis  then  developed,  and  she  died  on  the 
tenth  day  after  operation. 

There  was  no  post-mortem. 

REMARKS. — The  most  probable  explanation  is  that  a  slow  ulcera- 
tion  of  the  damaged  intestine  perforated  and  set  up  the  fatal  peritonitis. 

The  delay  in  diagnosis  was  the  most  serious  part  of  this  case, 
though  not  entirely  to  blame  for  the  result.  Good  surgery  should 
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leave  as  small  a  margin  as  possible  to  chance.  The  rule,  to  give 
damaged  gut  "  the  benefit  of  the  doubt  "  and  return  it,  should  no 
longer  guide  the  operator.  Seriously  damaged  gut  should  be  resected, 
the  divided  ends  sutured,  and  a  radical  cure  performed,  except  when 
the  patient  is  moribund.  The  surroundings  in  this  case  prevented  a 
perfect  operation.* 

CASE  2. — Ovariotomy  for  ovarian  cyst  with  twisted  pedicle  and 
peritonitis,  followed  a  week  later  by  intestinal  obstruction — Syncope— 
Post-mortem. 

An  unmarried  woman,  age  45,  had  ovariotomy  performed  on  Sept.  23, 
1895.  The  tumour  was  a  large  multiloeular  cyst  with  twisted  pedicle. 
Subacute  peritonitis  was  present  at  the  time  of  the  operation,  and  the 
tumour  was  adherent  to  portions  of  intestine,  parietes,  etc. 

On  Sept.  29,  her  recovery  up  to  this  having  been  uninterrupted,  after 
a  tea  of  bread  and  butter  at  5  a.m.,  she  vomited  and  complained  of  pain  in 
her  stomach  and  flatulence.  A  dose  of  castor  oil  was  administered  at  6  p.m., 
and  at  10  p.m.  her  bowels  were  well  moved,  and  she  passed  a  good  night. 

Sept.  30. — She  was  sick  and  a  little  pained  at  2  a.m.  At  her  own 
suggestion  small  doses  of  rhubarb  and  soda  were  prescribed,  and  she 
was  reduced  to  slop  diet.  As  she  said  she  was  subject  to  such  attacks, 
which  were  always  relieved  by  the  medicine  ordered,  her  condition  was  not 
regarded  as  serious.  The  wound  was  looked  at  for  the  first  time.  It  was 
healed  throughout.  There  was  no  abdominal  distention.  At  7  p.m.  she 
vomited  again. 

Oct.  1. — I  saw  her  at  9  a.m.  She  had  taken  two  doses  of  rhubarb 
and  soda,  and  frequent  drinks  of  barley  water  and  milk  during  the  night. 
Vomited  at  12  noon,  2.0,  2.15  and  5.30.  Her  abdomen  was  distended  and 
very  tender  ;  pulse  135,  temp.  98°.  I  now  recognized  that  the  symptoms 
were  due  to  intestinal  obstruction,  and,  as  she  had  suffered  from  a  long 
illness  and  was  naturally  a  feeble  woman,  that  her  condition  was  serious. 
Directions  were  given  to  have  everything  prepared  for  abdominal  section 
at  2  a.m.  ;  all  mouth-feeding  was  stopped  and  rectal  injections  of  beef-tea, 
milk,  and  whisky  were  ordered.  On  returning  at  2.0  to  do  the  operation,  I 
found  her  so  much  improved  that  operation  appeared  to  be  unnecessary. 
The  pain  and  rumbling  had  ceased  ;  she  had  passed  a  little  flatus,  and  the 
abdomen  was  soft  and  could  be  manipulated  without  causing  pain.  She 
passed  a  good  day,  and  at  5.30  was  so  well  that  a  cup  of  tea  was  allowed 
and  enjoyed.  At  8  p.m.  her  bowels  were  slightly  moved  after  an  enema. 
Except  that  the  pulse  continued  quick  (130).  everything  looked  satisfactory. 

Oct.  2. — At  2.30  a.m.  she  again  complained  of  pain,  and  vomited 
matter  with  a  distinctly  faecal  odour.  This  was  repeated  at  5.0  and  5.30  a.m., 
when  I  saw  her  and  arranged  to  operate  at  11.0.  A  few  minutes  before  my 
arrival  she  had  turned  suddenly  faint  and  cold,  and  I  found  her  hopelessly  ill. 
She  died  at  11.30  a.m.  on  the  tenth  day  after  the  ovariotomy. 

*  It  is  a  good  rule  to  resect  the  gut  if  its  condition  is  doubtful,  when 
the  patient  is  in  fair  condition.  When  the  patient's  general  condition 
is  bad,  or  there  is  much  abdominal  distention,  the  best  practice  is  to  return 
the  gut  and  leave  a  large  drainage  tube  close  to  it. 


SURGICAL     CONTH I IU  T  IONS— ABDOMINAL  17, 

Post-mortem. — A  portion  of  small  intestine,  close  to  the  end  of  UK 
ileum,  was  firmly  adherent  to  the  parietes  on  the  IHt  side,  immediately 
above  Poupart's  ligament.  The  mesentery  <»!'  the  adherent  coil  <>l  intestine 
was  tightly  stretched  across  the  pelvis,  and  the  larger  part  of  the  small 
intestines  had  passed  underneath  it.  The  coils  thai  had  done  so  were 
much  distended  with  fluid  faeces.  A  portion  of  jejunum  which  was  wedged 
into  the  angle  formed  between  the  tightened  mesentery  and  its  point  <•! 
attachment  was  so  severely  gripped  that  it  looked  as  if  a  eord  had  been  tied 
round  it.  Above  the  constriction  the  intestines  and  stomach  were  distended. 

CASE  3. — Volvulus  of  small  intestine  necessitating  evisceration — 
Death  from  intestinal  paresis. 

A  man,  age  42,  had  complained  frequently  during  the  past  »i\ 
months  of  griping  pains,  and  had  lost  flesh.  He  was  suddenly  seized,  on 
the  23rd  of  July,  1895,  with  excruciating  pain  in  his  abdomen,  and  vomited. 
The  doctor  sent  for  found  him  collapsed  and  in  agony,  and  at  once  injected 
half  a  grain  of  morphia  hypodermically.  For  two  or  three  hours  he  \vas 
relieved,  but  vomited  continuously,  and  this  lasted  all  night.  In  the  early 
morning  he  required  another  injection.  Vomiting  continued  incessantly. 
I  saw  him  within  twenty-four  hours  of  the  commencement  of  the  attack. 
He  was  grey,  looked  pinched  and  anxious,  and  was  evidently  seriously  ill. 
His  abdomen  was  prominent  in  front,  tense  and  distended.  There  was  no 
hernia,  no  tumour — nothing  to  be  felt  per  rectum,  and  nothing  was  dis- 
covered to  lead  to  a  diagnosis  of  the  cause  of  the  obstruction. 

Operation. — On  opening  the  abdomen,  tensely  distended,  small  intestine 
presented  at  the  wound.  My  hand  introduced  discovered  only  that  the 
obstruction  was  in  the  small  intestine,  for  the  large  bowel  was  empty  and 
contracted.  No  explanation  of  the  condition  could  be  found  till  the  entire 
small  intestines  were  lifted  out  of  the  abdomen.  It  was  then  seen  that 
nearly  the  whole  of  the  small  intestine  formed  a  volvulus  by  twisting  of  the 
mesenteric  attachment,  the  jejunum  above  and  the  ileum  below  the  involved 
part  being  empty.  The  last  portion  of  ileum  engaged  in  the  volvulus  was 
deeply  indented  by  pressure  against  the  tense  mesentery.  The  operation 
occupied  nearly  an  hour  ;  the  distended  intestine  was  reduced  with  diffi- 
culty, and  at  the  termination  of  the  operation  it  was  uncertain  whether  the 
torsion  from  right  to  left,  employed  for  the  reduction  of  the  displacement, 
had  satisfactorily  accomplished  its  object. 

After -progress. — July  25.  During  the  night  following  operation  the 
patient  vomited  three  times  a  quantity  of  coffee-ground  fluid,  and  had 
passed  no  flatus.  He  was  easy,  and  his  abdomen,  though  somewhat  dis- 
tended, was  not  tense.  His  general  condition  was  fair. 

July  26. — Had  a  bad  night,  still  occasionally  vomited  coffee-ground 
fluid.  No  flatus  passed.  Pulse  quick  and  feeble.  General  appearance  bad. 
Died  in  the  evening.  No  post-mortem. 

CASE  4. — Malignant  stricture  of  small  intestine — Sudden  obstruc- 
tion— Enterostomy — Gangrene  and  perforation  of  bowel  above  enterostomy 
opening — Peritonitis. 

A  stout  woman,  age  59,  was  amitted  to  the  Infirmary  under  my  care  on 
the  evening  of  August  15,  1895. 

At  Easter  she  had  an  attack  of  abdominal  pain,  followed  by  jaundice, 
and  attributed  to  gall-stones.  She  had  subsequently  been  well  up  to  three 
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weeks  before  admission.  She  was  then  suddenly  seized  with  abdominal 
pain  and  vomiting.  For  the  first  three  days  the  sickness  and  vomiting 
were  incessant,  then  she  improved,  and  was  sick  only  two  or  three  times  in 
each  twenty-four  hours.  Since  the  commencement  of  the  attack  she  had 
been  unable  to  pass  flatus,  though  much  troubled  with  noisy  painful  rumblings, 
and  there  had  been  no  evacuation  from  the  bowels. 

On  admission  she  was  much  exhausted,  and  her  abdomen  was  tense 
and  enormously  distended.  Running  across  transversely  from  the  hepatic 
towards  the  splenic  region  a  largely  distended  coil  of  intestine  was  plainly 
visible.  There  seemed  to  be  little  doubt  that  this  was  the  transverse  colon ; 
and  this  sign,  with  her  history,  suggested  an  obstruction  below  the  splenic 
flexure  of  the  colon. 

Operation. — On  August  16,  1895,  an  incision  as  for  inguinal  colotomy 
was  made.  The  sigmoid  flexure  and  the  descending  colon  were  found  to 
be  contracted.  The  distended  small  intestine  was  drawn  out  of  the  opening 
without  further  loss  of  time,  and  in  the  part  exposed  the  obstruction  was 
found.  A  ring  of  malignant  growth  spread  from  the  mesentery  round  the 
intestine  and  completely  blocked  it.  The  mesenteric  glands  were  extensively 
diseased.  That  excellent  and  ingenious  device,  a  Paul's  tube,  was  tied 
into  the  intestine  above  the  obstruction,  and  the  gut  was  sutured  to  the 
abdominal  wall.  Over  a  quart  of  faeces  and  a  quantity  of  flatus  soon 
escaped  from  the  tube,  and  the  patient  was  put  to  bed  apparently  no  worse 
for  the  operation. 

After -progress. — On  the  morning  of  August  17  I  found  the  patient 
remarkably  well.  She  had  not  been  sick  since  the  operation,  had  a  normal 
temperature,  a  good  pulse,  and  the  abdominal  distention  was  almost  gone. 
Improvement  continued  till  eight  in  the  evening,  when  she  complained  of 
sudden  severe  abdominal  pain.  Shortly  after,  the  house-surgeon  found 
her  collapsed  and  evidently  very  ill.  She  died  during  the  night. 

Post-mortem. — On  opening  the  abdomen  there  was  evidence  of  com- 
mencing peritonitis,  and  traces  here  and  there  of  fluid  faecal  matter.  The 
tube  in  the  intestine  was  firmly  held,  and  sufficient  adhesion  had  occurred 
round  it  to  close  the  wound.  The  enterostomy  opening  was  about  1|  feet 
from  the  end  of  the  ileum,  and  6  in.  above  the  obstruction.  Two  feet  above 
the  enterostomy  opening  there  was  a  gangrenous  perforated  patch  in  the 
convexity  of  the  intestine  opposite  a  malignant  growth  in  the  mesentery. 
Dr.  Beattie,  pathologist  to  the  Royal  Infirmary,  who  made  the  post-mortem, 
agreed  with  me  in  thinking  that  the  gangrene  was  in  great  part  due  to  the 
interference  of  the  blood  supply  by  the  growth  in  the  mesentery,  and  in 
part  to  the  long  previous  distention.  At  several  different  parts  of  the 
mesentery  were  other  malignant  growths.  All  had  the  same  character  as  the 
one  which  had  caused  complete  obstruction,  i.e.,  commencing  in  the  mesentery 
near  the  intestine,  they  spread  from  it  round  the  gut,  forming  annular 
strictures.  There  were  several  gall-stones  in  the  gall-bladder. 

CASE  5. — Malignant  stricture  of  end  of  descending  colon,  causing 
sudden  obstruction — Typhlotomy — Death  from  intestinal  paresis. 

A  man,  age  52,  who  had  never  been  troubled  with  his  bowels  before, 
and  so  far  as  he  knew  was  in  perfect  health,  was  suddenly  seized  two 
weeks  before  with  pain  in  his  abdomen.  The  pain  was  very  bad,  and  was 
accompanied  by  loud  rumblings,  but  he  had  passed  no  flatus  and  had 
no  motion  since.  A  variety  of  purgatives,  including  jalap,  and  all  sorts  of 
enemata  had  been  used,  but  their  only  effect  was  to  increase  his  pain.  He 
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had  never  vomited.     This  he  attributed  to  taking  no  food  and  very  little 
drink. 

When  I  saw  him  his  abdomen  was  distended,  and  to  add,  like  a  drum. 
best  describes  his  condition.  There  was  no  hernia,  no  rectal  disease,  and 
nothing  could  be  felt  in  the  abdomen.  Succussion  was  very  distinct  over 
the  caecum,  and  metallic  tinkling  over  the  splenic  flexure  of  the  colon.  Not 
more  than  a  pint  of  fluid  could  be  retained  as  an  enema. 

Operation  (Nov.  5.  1895). — The  abdomen  was  opened  in  the  middle 
line  below  the  umbilicus.  The  distended  caecum  lay  underneath  the  incision 
and  was  gently  assisted  outside.  As  it  was  delivering  itself,  two  round 
black  spots,  the  size  of  split  peas,  were  noticed  on  the  anterior  wall,  and 
as  soon  as  it  escaped  faeces  began  to  ooze  from  both  spots.*  An  opening 
was  now  made  in  the  caecum,  and  there  was  a  rush  of  fluid  faeces  and  flatus. 
About  a  quart  of  fluid  faecal  matter  soon  escaped.  The  opening  in  the  gut 
was  temporarily  clamped  with  forceps  and  washed  up,  and  the  gangrenous 
patches  were  depressed  into  the  caecum  and  retained  by  Lembert's  sutures. 
I  now  introduced  my  hand  into  the  abdominal  cavity  to  explore,  f  and 
found  a  narrow,  hard,  annular,  non-adherent  growth  at  the  lower  end 
of  the  descending  colon.  There  were  no  enlarged  glands.  A  Paul's  tube 
was  tied  into  the  caecum,  which  was  sutured  round  the  tube  to  the  lower 
end  of  the  parietal  incision,  the  remainder  of  which  was  closed.  The 
patient,  on  being  put  to  bed,  appeared  to  be  no  worse  for  the  operation. 

After-progress   (Nov.   6). — He  had  passed  the  first  comfortable   night 
since   his   illness   commenced,   and   was   free   from   pain.     The   abdominal 
swelling  was  very  considerably  reduced.     A  quantity  of  flatus  had  escaped 
through  the  tube,  but  very  little  faecal  matter. 

The  improvement  was  only  temporary,  for  less  passed  through  the 
tube  every  day,  and  strychnine,  castor  oil,  calomel,  turpentine,  and  all 
else  failed  to  produce  further  evacuation.  The  abdomen  gradually  swelled 
again,  and  he  died  on  Nov.  11  (seventh  day  after  operation). 

Post-mortem.  —  There  was  some  plastic  lymph  covering  the  caecum, 
otherwise  there  was  no  sign  of  peritonitis.  The  whole  of  the  intestines  were 
still  distended  with  fluid  faeces  and  gas.  At  the  end  of  the  descending  colon 
a  hard  annular  stricture,  not  wider  than  a  slate  pencil,  was  found.  There 
were  no  enlarged  glands,  and  no  secondary  deposits  in  the  viscera.  The 
caecum  was  of  enormous  size.  No  trace  of  the  gangrenous  patches  was 
visible  from  the  outside.  On  opening  the  colon  a  small  ulcer  was  seen  in 
the  anterior  wall  of  the  caecum  ;  a  soft  polypoid  mass,  about  the  size  of  a 
green  fig,  hung  projecting  into  the  lumen  near  the  splenic  flexure  ;  the 
stricture  at  the  end  of  the  descending  colon  was  ulcerated  and  brittle,  and 
admitted  the  tip  of  my  little  finger. 

Microscopically,  the  stricture  was  a  cylindrical-celled  carcinoma  ;  the 
polypus  a  soft  fibroma. 

REMARKS. — The  three  last  cases  indicate  some  of  the  difficulties 
of  diagnosis  in  obstruction  cases.  Sudden  obstruction  may  occur  in 
strictures  of  the  large  intestine.  I  have  more  than  once  seen  acute 


*  One  of  the  reasons  for  doing  ccecostomy  by  preference. 
f  /  would  not  explore  a  distended  abdomen    now,   but   be   content 
with  ccecostomy  as  a  first  stage. 


A  12 


178  RUTHERFORD     MORISON 

symptoms  follow  a  stricture  of  the  sigmoid  flexure.  Vomiting  in 
Case  5  was  absent,  but  in  similar  instances  it  is  not  infrequently  a 
prominent  symptom.  In  many  instances  diagnosis  is  mere  guess 
work.  It  is  impossible  even  to  give  a  reasonable  opinion  as  to  whether 
the  obstruction  is  in  the  large  or  in  the  small  intestine. 

CASE  6. — Hydronephrosis  due  to  stricture  of  ureter — Suppuration 
— Rupture  of  abscess  into  duodenum — Nephrectomy. 

A  delicate  woman,  age  35,  with  marks  of  chronic  abscesses  on  her  neck 
and  on  her  arm  and  knee,  from  which  bone  had  escaped. 

History. — Two  years  ago  she  had  a  pain  in  the  right  side,  and  discovered 
a  swelling  under  her  ribs,  which  was  tender  when  pressed.  After  rubbing 
it  with  ointment  for  three  months,  the  swelling  disappeared,  and  was  not 
noticed  again  till  June  of  this  year.  In  June  a  similar  swelling  made  its 
appearance  in  the  same  place,  and  caused  some  uneasiness,  but  did  not 
interfere  much  with  her  health  till  August,  when  she  began  to  have  slight 
rigors  at  night,  took  to  bed,  and  got  a  doctor.  When  he  saw  her  she  was 
weak  and  ill,  had  a  temperature  of  104°,  profuse  sweating,  and  vomited  fre- 
quently. For  six  weeks  poultices  were  constantly  applied  to  relieve  pain. 
For  the  last  three  weeks  she  had  vomited  after  everything  she  took.  The 
vomited  matter  was  mostly  green,  sometimes  yellow,  and  had  a  bad  smell. 
She  had  been  frequently  purged,  and  her  motion  was  very  offensive.  There 
never  had  been  any  urinary  trouble. 

On  examination,  the  abdomen  was  seen  to  be  prominent  under  the 
right  ribs,  and  all  the  signs  of  a  kidney  much  enlarged  and  distended  by 
fluid  were  present.  The  urine  was  normal,  though  limited  in  quantity 
(37  oz.  average  of  twenty-four  hours),  sp.  gr.  1020.  Had  no  deposit. 

The  patient  was  sent  to  Newcastle  for  operation,  but  on  her  arrival 
appeared  to  be  so  ill  that  operation  was  postponed.  She  immediately  began 
to  improve,  and  retain  small  quantities  of  milk.  She  was  kept  in  bed,  and 
carefully  nursed  and  fed  for  a  week.  During  the  first  five  days  her  morning 
and  evening  temperatures  were  normal.  On  the  last  two  evenings  her 
temperatures  were  100°  and  101°. 

Operation  (Oct.  7,  1895). — The  abdomen  was  opened  in  the  linea 
semilunaris,  the  diagnosis  of  kidney  tumour  verified,  and  the  condition  of 
the  opposite  one  ascertained.  A  second  incision  was  carried  from  the  centre 
of  the  first  transversely  into  the  ilio-costal  space  and  back  to  the  loin.  (I 
have  advocated  and  practised  this  incision  for  some  years,  believing  it  to 
be  the  best  in  cases  requiring  nephrectomy).* 

The  capsule  of  the  kidney  was  next  divided,  and  the  kidney  easily 
peeled  out.  Mr.  Bland  Sutton  has  taught  us  to  do  this.  After  the  pedicle 
had  been  tied,  an  opening  was  observed  at  the  deepest  part  of  the  wound. 
It  was  thought  at  first  to  be  the  dilated  ureter,  but  a  more  careful  examina- 
tion showed  it  to  be  the  duodenum.  Valvulae  conniventes  were  visible, 
and  my  finger,  passed  for  some  distance  upwards,  engaged  in  the  pylorus. 
An  attempt  was  made  to  suture  this  opening  with  catgut.  The  wound  was 
closed,  except  posteriorly,  and  there  a  drainage  tube  was  left.  The  patient 

*  Since  the  cystoscope  removed  the  need  for  exploration  of  the  other 
kidney,  I  have  entirely  given  up  the  vertical  part  and  use  only  the 
transverse  incision. 
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was  much  collapsed  after  the  operation,  never  fairly  recovered  from  the 
shock,  and  died  the  same  night. 

Post-mortem. — The  stomach  and  duodenum,  the  left  kidney  and  ureter, 
the  capsule  of  the  right  kidney  and  its  ureter,  bladder,  uterus,  and  appendages, 
and  broad  ligaments  were  removed  (exhibited).  The  duodenum  was  opened, 
and  in  its  second  part  an  oval  aperture  with  smooth  edges,  evidently  of  some 
standing,  and  which  would  admit  my  finger,  was  seen.  It  went  directly 
into  the  gap  left  by  removal  of  the  kidney,  and  the  remaining  kidney  capsule 
was  firmly  adherent  all  round  it.  The  ureter  was  dilated  in  the  upper 
two-thirds  of  its  extent,  and  filled  with  thick  pus.  The  dilatation  ended 
abruptly  at  the  junction  of  the  upper  two-thirds  with  the  lower  one-third, 
and  a  small  probe  could  not  be  passed  through  the  commencement  of  the 
constricted  portion.  A  probe  introduced  from  the  bladder  end  of  the  ureter 
passed  up  to  this  spot,  and  was  arrested  there.  A  fine  stilet  passed  through. 
There  was  a  tight  stricture  of  the  ureter.  Nothing  was  found  in  the  pelvis, 
or  external  to  the  ureter.  This  subcapsular  nephrectomy  is  the  secret  of  the 
operation  in  such  a  case.  The  capsule  adheres  to  duodenum,  pancreas,  and 
vena  cava  so  firmly  that  removal  with  it  is  impossible.  The  ovary,  tubes, 
and  broad  ligaments  on  both  sides  were  healthy  (demonstrated).  The 
opposite  kidney  and  ureter  and  the  bladder  were  normal. 

Microscopically,  tubercle  was  specially  sought  for.  Neither  bacilli  nor 
histological  evidences  of  tubercle  were  discovered.  The  microscopic  appear- 
ances suggested  an  ascending  nephritis. 

REMARKS. — The  ureteral  stricture  accounted  for  the  hydro- 
nephrosis,  which,  from  the  history,  was  the  first  event  in  this  case. 
Organismal  infection  of  the  hydronephrotic  sac  caused  suppuration 
of  it  subsequently.  The  question  is,  What  produced  the  ureteral 
stricture,  the  origin  of  all  this  mischief  ?  The  post-mortem  supplies 
no  answer.  We  know  so  little  of  the  genuine  pathology  of  kidney 
conditions,  and  diagnosis  is  consequently  so  difficult,  that  it  is  a  relief 
to  find  something  that  we  can  understand.  A  gradually  increasing 
obstruction  of  the  ureter,  such  as  could  be  caused  by  stricture,  leads 
to  just  such  a  comparatively  painless  hydronephrosis  as  was  present 
in  this  case.  On  the  other  hand,  a  hydronephrosis  suddenly  pro- 
duced is  one  of  the  most  painful  of  human  disorders.  My  belief  is 
that  the  renal  pains,  regarded  as  characteristic  of  kidney  stone,  result 
from  a  temporary  block  causing  hydronephrosis  ;  and  as  this  may  be 
produced  by  several  other  causes,  mistaken  diagnoses  of  renal  calculus 
may  be  and  are  frequently  made.* 

CASE  7. — Gall-stones  with  dense  adhesions  of  gall-bladder — Hectic 
temperature. 

A  woman,  age  62,  in  bad  health  for  the  last  six  months,  acutely  ill  for 
the  last  three  weeks.  For  many  years  she  had  been  subject  to  attacks 
of  4  spasms,'  and  eight  years  ago,  after  an  unusually  severe  bout,  was  ill 
with  jaundice. 


*  The  x  rays  and  cystoscope  have  now  become  valuable  aids. 
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Six  months  ago  her  present  illness  commenced  with  pain  over  the  liver 
and  stomach,  and  vomiting.  For  five  months  she  was  an  invalid,  seldom 
free  from  pain,  and  sick  every  day.  A  change  of  air  had  always  '  set  her 
up  '  before,  and  thinking  it  might  do  so  on  this  occasion,  she  went  to  a  part 
of  the  country  which  had  always  suited  her.  At  the  end  of  a  week  she 
became  so  much  worse  that  she  returned  home.  When  I  saw  her  she  had 
been  acutely  ill  for  three  weeks.  A  temperature  chart  had  been  regularly 
kept  during  this  time,  and  showed  a  temperature  strongly  suggestive  of 
pus  (98-100°  in  the  morning,  101-104°  at  night).  She  had  frequently  been 
disturbed  by  rigors,  and  sweated  profusely  during  the  night.  The  pulse 
was  120  ;  the  tongue  dry,  glazed,  and  red.  There  was  no  jaundice  and  no 
sign  of  disease  anywhere  except  in  the  abdomen.  Over  the  liver  there  was 
marked  tenderness.  The  liver  dullness  was  not  increased.  At  the  lower 
edge  of  the  liver,  in  the  gall-bladder  neighbourhood,  an  ill-defined  resistance 
could  be  felt,  and  over  this  area  the  tenderness  was  great. 

Operation  (May  6,  1895). — The  abdomen  was  opened  by  a  transverse 
incision  immediately  below  the  costal  margin,  extending  from  the  outer 
border  of  the  right  rectus  muscle  to  the  outer  edge  of  the  quadratus 
lumborum.  The  under  surface  of  the  liver,  the  omentum,  the  colon,  and 
the  pyloric  end  of  the  stomach  were  matted  together  by  dense  adhesions, 
which  were  separated  with  difficulty,  but  without  loss  of  blood.  After 
making  the  separation  for  some  distance  inwards,  I  could  feel  a  gall-stone, 
the  size  of  an  ordinary  nut,  lying  buried  at  some  depth.  Fixing  this  between 
the  forefinger  and  thumb  of  my  left  hand,  I  got  down  to  it  by  cutting 
and  tearing,  squeezed  it  out  of  its  bed  into  the  wound,  and  removed  it. 
Immediately  after  its  escape  bile  flowed  from  the  opening  made,  and  I  could 
feel  no  more  stones.  No  pus  was  seen.  I  could  not  say  where  the  stone 
was  lying.  The  operation  was  completed  by  the  insertion  of  a  full-sized 
rubber  drainage  tube  (one  end  at  the  opening  discharging  bile,  the  other  at 
the  posterior  extremity  of  the  parietal  wound),  and  suture  of  the  parietes. 

The  patient,  when  put  back  to  bed  was  in  fair  condition. 

After -progress. — May  7,  1895. — The  patient  had  a  fair  night,  had 
recovered  from  the  shock  of  the  operation,  the  tube  was  discharging  bile 
freely,  and  she  looked  as  if  she  had  a  chance  of  getting  better. 

May  8. — A  bad  night,  much  exhausted,  prognosis  bad.  Died  to-night. 
No  post-mortem. 

REMARKS.— Mr.  Christopher  Heath  has  pointed  out  the  fatal 
significance  of  the  dry  red  tongue.  He  says  that  it  indicates  such  a 
low  state  of  vitality  and  incapacity  for  absorption  on  the  part  of  the 
stomach,  as  to  make  it  a  most  unfavourable  sign.  I  was  encouraged 
to  give  this  case  a  chance,  by  having  seen  a  gall-stone  patient,  in 
apparently  worse  condition,  and  with  dry  red  tongue,  recover  after 
operation. 

CASE  8. — Cancerous  stricture  of  pylorus — Pylorus  adherent  to  head 
of  pancreas — Gastro-enterostomy — Regurgitation  from  stomach  of  bile 
and  pancreatic  fluids. 

A  man,  aged  46,  emaciated  and  feeble-looking,  about  three  years 
ago  first  felt  discomfort  in  his  stomach,  like  heartburn.  For  two  years  he 
continued  much  the  same,  and  vomited  about  three  times  a  week.  The 
vomited  matter  was  frothy  like  yeast,  and  smelt  badly.  He  gradually  got 
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thinner.  Eight  weeks  ago  he  was  obliged  to  leave  work  with  pains  in  his 
stomach,  and  had  been  unable  to  do  anything  since.  Tin-  pains  \v<  re  accom- 
panied by  swelling  over  the  stomach,  were  relieved  l.y  vomiting,  and  were 
aggravated  by  taking  food.  The  patient  often  felt  hungry,  but.  dare  not  eat. 
His  stomach  had  been  washed  out  several  times  with  temporary  relief.  All 
his  organs  appeared  to  be  sound  with  the  exception  of  his  stomach. 

The  stomach  was  much  dilated,  as  shown  by  SUCCUSMOM.  percussion, 
and  auscultation.  It  extended  below  the  umbilicus,  and  held  4£  pints  of 
water.  No  tumour  could  be  felt. 

Operation  (Dec.  12,  1895).— The  abdomen  was  opened  above  the 
umbilicus  and  the  pylorus  explored.  It  was  fixed  high  up  behind  and  under 
the  liver,  and  gave  the  impression  of  being  involved  in  a  large  tumour. 
Gastro-enterostomy  was  performed  by  attaching  the  jejunum  as  near  its 
commencement  as  convenient  to  the  anterior  wall  of  the  stomach.  Care 
was  taken  to  make  the  attachment  in  such  a  manner  that  the  proximal  end 
of  the  jejunum  lay  towards  the  cardiac  end  of  the  stomach,  and  the  distal 
end  towards  the  pylorus,  and  the  jejunum  was  left  without  kink.  An 
opening  about  2  in.  was  made  in  the  jejunum  and  stomach,  and  the  openings 
in  the  viscera  were  united  by  a  continuous  catgut  suture  close  to  the  margin 
of  each  opening,  and  through  the  whole  of  each  wall.  Outside  of  this  a 
row  of  interrupted  Lembert's  sutures  was  placed  all  round,  about  one-fifth 
of  an  inch  from  the  edges,  united  by  catgut.  The  operation  was  easy,  and 
rapidly  performed,  and  the  patient  was  put  to  bed  apparently  no  worse 
for  it. 

After-progress  (Dec.  13,  1895). — He  had  a  good  night.  Was  sick  once 
immediately  after  being  put  to  bed.  Pulse  and  temperature  normal.  Con- 
tinued well  all  day.  Took  small  quantities  of  water. 

Dec.  14. — Had  had  a  bad  night.  Constantly  sick  and  bringing  up 
quantities  of  green,  foul-smelling  fluid.  Pulse  and  temperature  normal. 
No  pain.  After  being  raised  in  bed  into  a  sitting  posture,  the  sickness 
ceased,  and  he  had  small  quantities  of  whisky  and  soda,  which  he  retained. 
In  the  afternoon  the  sickness  commenced  again.  Green,  offensive  fluid  was 
frequently  vomited.  Change  of  posture  now  effected  no  improvement. 
The  vomiting  continued  incessantly.  On  the  morning  of  the  fourth  day 
it  was  evident  that  he  was  going  to  die,  and  he  was  permitted  to  drink  any- 
thing he  fancied.  He  partook  freely  of  champagne  and  other  fluids,  and 
died  in  the  afternoon. 

Post-mortem. — There  was  no  trace  of  peritonitis,  and  the  union  between 
the  jejunum  and  stomach  was  perfect.  The  stomach  and  jejunum,  as  far 
as  the  opening  in  the  latter,  were  distended  with  the  same  green  stinking 
fluid  as  had  been  vomited  during  life.  The  jejunum  beyond  the  opening 
was  empty  and  contracted.  It  was  lying  parallel  with  the  anterior  stomach 
wall,  and  there  was  no  mechanical  obstruction  whatever.  The  stomach 
was  very  large,  and  its  wall  appeared  to  be  thicker  than  normal.  A  round 
ring  of  malignant  growth  surrounded  the  pylorus  and  constricted  it  to  such 
an  extent  that  an  ordinary  slate  pencil  could  be  passed  through  it  with 
difficulty.  The  pylorus  was  adherent  to  the  head  of  the  pancreas  behind,  and 
the  malignant  growth  had  invaded  the  pancreas.  It  was  this  that  misled 
me  as  to  the  size  of  the  tumour  during  the  operation.  On  opening  the 
stomach  (exhibited)  the  anastomosis  between  it  and  the  jejunum  was  found 
to  admit  the  tips  of  three  fingers.  It  was  round-edged,  smooth,  and  the 
passage  from  it  into  the  distal  portion  of  the  jejunum  was  perfectly  free. 
There  were  no  secondary  deposits  in  any  of  the  viscera  and  no  enlarged 
glands. 
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REMARKS.- — In  the  Surgical  Section  of  the  British  Medical  Associ- 
ation at  Newcastle,  in  1893,  I  showed  a  series  of  specimens  from  cases 
of  gastro-enterostomy,  and  drew  special  attention  to  the  result 
obtained  in  these  cases,  demonstrating  on  my  specimens  that  when 
regurgitation  of  intestinal  fluids  occurred  the  stomach  was  dilated 
and  incompetent.  The  explanation  given  by  me  then  was  that  if  the 
stomach  operated  upon  was  incapable  of  perfect  systole,  the  intestinal 
contents  would  not  pass  the  opening  in  it,  but  would  fill  the  stomach, 
instead  of  going  on  through  the  intestine.  This  I  still  believe  to  be 
true.  The  ease  with  which  such  an  operation  can  be  performed,  and 
the  occasionally  brilliant  result  of  it  have  made  it  popular  with  sur- 
geons. The  popularity,  I  feel  assured,  would  immediately  disappear 
if  the  true  results  were  known.  This  would  be  one  of  the  advantages, 
not  the  least  perhaps,  of  publishing  unsuccessful  as  well  as  successful 
cases.  The  opportunities  I  have  had  of  observing  results  have  con- 
vinced me  that  though  the  principle  is  good,  gastro-enterostomy,  as  at 
present  performed,  is  one  of  the  worst  operations  ever  invented.  The 
mortality,  which  is  appalling,  depends  upon  conditions  over  which 
the  surgeon  has  no  control.  A  new  operation  must  more  closely 
imitate  natural  conditions. 

CASE  9. — Carcinoma  of  pyloric  end  of  stomach  and  glands  in  lesser 
omentum — Excision  of  growth — Gastro-enterostomy  zvith  Murphy's  button 
— Retention  of  button  in  stomach — Persistent  vomiting — Death  on 
fifteenth  day. 

A  woman,  age  42,  pale,  thin,  and  always  delicate.  She  had  a  child 
eleven  years  ago,  and  had  never  been  well  since.  Sick  headaches  and 
pain  in  the  stomach  had  been  her  chief  troubles.  Ten  weeks  before  she 
noticed  a  lump  in  the  pit  of  her  stomach  ;  found  she  was  getting  weaker  ; 
could  eat  no  solid  food  on  account  of  pain,  and  was  frequently  sick,  no 
matter  what  she  took. 

Previous  to  the  birth  of  her  child  eleven  years  ago  she  had  very  fair 
health.  All  her  organs  appeared  to  be  sound,  with  the  exception  of  the 
stomach. 

On  examination  of  the  abdomen  a  swelling  could  be  seen  under  the 
upper  half  of  the  left  rectus  muscle,  which  descended  a  full  inch  on  deep 
inspiration.  It  felt  hard,  of  somewhat  square  shape,  measured  about  1| 
in.  in  each  diameter,  was  nodulated  on  the  surface,  had  a  well-defined 
sharp  edge  below,  and  an  ill-marked  outline  above.  It  was  freely  movable 
from  side  to  side  and  from  above  downwards.  It  could  be  pushed  into  and 
distinctly  felt  from  the  left  loin.  When  the  patient  lay  on  her  right  side 
the  tumour,  except  a  narrow  margin,  passed  over  to  the  right  of  the  middle 
line.  It  could  be  pushed  above  under  the  costal  margin  and  below  entirely 
beneath  the  umbilical  level.  After  a  seidlitz  powder  administered  as  two 
drinks  the  tumour  passed  over  to  the  right  side. 

Operation  (May  13,  1895).  —  The  abdomen  was  opened  above  the 
umbilicus  and  the  pyloric  tumour  drawn  out.  It  was  larger,  perhaps  double 
the  size,  than  it  seemed  to  be  before  it  was  fully  exposed.  The  tumour  was 
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isolated  by  separating  the  great  omentum  below  and  the  lesser  omentum 
above.  In  the  lesser  omentum,  and  close  to  the  tumour,  there  were  two 
glands,  the  size  of  filberts,  which  were  left  attached  to  it.  Clamp  forceps 
were  applied  to  the  stomach  and  duodenum  half  an  inch  from  the  growth  : 
both  were  divided  with  scissors  beyond  the  forceps,  and  growth  and  glands 
with  the  involved  portions  of  stomach  and  duodenum  were  removed  in 
one  piece.  The  vessels  were  tied,  and  then  the  opening  in  the  stomach  was 
closed  by  a  continuous  suture  through  all  its  walls.  The  cut  end  of  the 
duodenum  was  similarly  closed,  because  such  an  amount  of  tissue  had  been 
taken  away  that  it  was  impossible  to  attach  the  duodenum  to  the  stomach. 
Each  row  of  sutures  in  stomach  and  duodenum  was  inverted  and  buried  by 
a  second  row  of  interrupted  Lembert's  sutures.  The  jejunum  was  now  drawn 
forward  with  the  object  of  doing  gastro-enterostomy.  The  portion  of 
stomach  left  was  too  small  to  allow  of  this  being  done  by  simple  suture, 
the  method  I  prefer,  but  it  was  accomplished  with  the  aid  of  a  Murphy 
button.  The  operation  occupied  an  hour,  and  the  patient  was  put  to  bed  in 
good  condition. 

After-progress.  —  First  day. — Vomited  three  times  small  quantities  of 
dark,  odourless  fluid.  Nutrient  enemata  ordered  (these  were  continued 
regularly  till  she  died). 

Second  day. — Hot  water  to  drink  at  intervals.  Early  in  the  morning 
(4.30  a.m.)  vomited  two  ounces  of  greenish  fluid. 

Third  day. — General  condition  good.  Pulse  and  temperature  normal. 
Propped  up  in  bed.  Had  bowels  freely  moved  after  a  soap  and  water  enema. 
Barley  water  and  milk  in  |  oz.  doses,  and  a  little  brandy  and  soda  occasionally 
to  drink. 

Fourth  day. — One  ounce  of  barley  water  and  milk  every  hour.  Com- 
plained of  pain  in  stomach. 

Fifth  day. — Cup  of  tea.  Took  12  oz.  of  milk  and  12  oz.  of  barley 
water  during  last  twenty-four  hours.  Menstruating. 

Sixth  day. — Wound  dressed  for  the  first  time.     Edges  red. 

Seventh  day. — Looked  well,  but  complained  of  pain  in  the  stomach. 

Eighth  day. — Wound  dressed  on  account  of  bad  smell.  A  small  quantity 
of  some  feculent -looking  discharge  had  come  through  between  the  edges  of 
the  wound  to  the  dressing. 

Ninth  day.— Wound  dressed.  A  larger  quantity  than  yesterday  of 
similar  foul-smelling  discharge  on  dressing.  At  8  p.m.  half  a  teacupful  of 
arrowroot  ;  8.40  p.m.  vomited  first  time  since  early  on  second  day.  Vomited 
matter  consisted  of  arrowroot  and  changed  milk. 

Tenth  day. — Good  night.  A  quantity  of  dirty,  feculent,  smelling  dis- 
charge from  wound.  Wound  ordered  to  be  frequently  washed  with  boracic 
lotion.  This  was  continued  till  her  death.  Vomited  at  4.30  a.m.,  8.45  a.m., 
11  a.m.,  12.30  p.m.,  3  p.m.,  and  9  p.m. 

Twelfth  day.— Fair  night.  Vomited  at  8.45  a.m.,  12  p.m.,  and  1.50  p.m. 
On  each  occasion  the  vomit  was  distinctly  faecal  and  of  the  same  character 
as  that  coming  from  the  abdominal  wound 

Thirteenth  day. — A  very  bad  night.  Vomited  seven  times  a  thin, 
yellow,  faecal  matter. 

Fourteenth  day.— Vomited  faecal  matter  so  frequently  that  the  number 
of  times  was  not  noted.  After  5  gr.  of  calomel,  the  bowels  were  moved. 
The  motion  was  a  white  frothy  liquid,  with  very  little  odour. 

Fifteenth  day.— Passed  a  fair  night  with  morphia,  but  frequently  sick. 
Died  at  3  p.m.  somewhat  suddenly. 

Post-mortem. — The  abdominal  wound  was  not  entirely  healed,  and  was 
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red  round  the  edges.  A  sinus  large  enough  to  admit  a  slate  pencil  went 
into  the  abdominal  cavity.  On  opening  the  abdomen,  the  sinus  was  seen 
to  lead  down  to  a  point  between  the  remains  of  the  stomach  and  duodenum. 
It  was  small  throughout,  and  was  entirely  shut  off  from  the  general 
abdominal  cavity  by  adhesions.  There  was  no  peritonitis  and  no  sign  of 
intestinal  obstruction.  The  whole  gastro-intestinal  tract  was  nearly  empty. 
There  was  no  distention.  The  whole  of  the  abdominal  contents  were 
removed  in  one  block  without  disturbing  the  relations  any  more  than  possible. 
A  water-tap  was  fitted  on  to  the  gastric  end  of  the  resophagus,  and  water 
was  allowed  to  trickle  into  the  stomach.  A  small  quantity  oozed  out  of  the 
sutured  ends  of  both  stomach  and  duodenum  into  the  sinus,  which  had 
communicated  with  the  surface.  The  water  passed  readily  down  and  through 
the  whole  intestinal  tract.  Only  the  cardiac  end  of  the  stomach  was  left. 
More  than  half  of  it  had  been  removed.  The  anastomosis  between  the 
stomach  and  jejunum  was  perfect,  and  the  opening  good.  The  Murphy 
button  was  lying  free  in  the  remaining  portion  of  stomach.  There  was  no 
evidence  of  disease,  all  appeared  to  have  been  excised.  No  secondary 
deposits. 

REMARKS. — My  belief  is  that  this  patient  died  of  Murphy  button. 
About  the  time  that  this  instrument  might  be  expected  to  separate, 
vomiting  commenced,  and  persistent  vomiting  caused  her  death.  The 
only  thing  found  to  account  for  her  symptoms  was  the  loose  button 
lying  in  the  remnant  of  stomach  left. 

CASE  10. — Acute  appendicitis — Early  involvement  of  pelvic  peri- 
toneum— Diffuse  peritonitis — Drainage — Death. 

A  very  big,  stout  man,  age  42,  had  never  been  ill  before ;  but  two  days 
previous  to  the  sudden  and  severe  commencement  of  his  present  illness, 
he  had  felt  some  uneasiness  in  his  bowels.  There  was  no  bad  pain,  and 
he  went  about  his  duties  and  was  able  to  sleep. 

Early  on  the  morning  of  the  third  day  he  was  awakened  by  an  agonizing 
pain  all  over  the  bowels,  which  made  him  feel  sick  and  faint,  cold  and  sweat- 
ing. He  knew  he  was  very  ill,  and  sent  for  the  doctor.  After  a  hypodermic 
injection  of  morphia,  hot  applications,  etc.,  he  got  relief,  but  never  complete, 
for  he  was  unable  to  pass  flatus,  felt  his  bowels  swollen,  was  very  thirsty, 
and  occasionally  sick.  At  the  end  of  the  fourth  day  I  saw  him.  He  spoke 
cheerfully,  and  made  little  complaint,  except  of  having  to  lie  in  bed,  but 
his  grey,  pinched  face  and  dark-rimmed  eyes  told  a  different  story.  Every 
now  and  again  he  swallowed  forcibly,  as  if  to  dispose  of  a  rising  in  his  throat 
which  he  was  attempting  to  keep  back.  There  was  nothing  in  his  tempera- 
ture or  pulse  to  excite  suspicion.  His  abdomen  was  swollen,  and  more 
rigid  than  normal,  and  this  was  specially  marked  on  the  right  side,  low 
down,  where  there  was  also  some  tenderness.  On  examination  per  rectum, 
fullness  and  fluctuation  were  discovered  in  the  pelvis.  We  agreed  on  the 
diagnosis  of  acute  perforating  appendicitis,  with  extensive  pelvic  peritonitis 
and  fluid  in  the  pelvis,  and  made  a  very  gloomy  prognosis.  Operation  was 
discussed,  but  decided  against,  for  it  was  considered  too  late  to  attempt  a 
radical  operation  with  any  fair  chance  of  success,  and  too  early  to  deal  with 
a  possibly  localized  collection  of  fluid  deep  in  the  pelvis,  by  simple  drainage. 
The  progress  of  the  case  was  steadily  down  hill,  tympanitis  increased,  vomit- 
ing was  with  greatest  difficulty  restrained,  hiccough  became  a  troublesome 
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symptom,  and  it  was  evident  to  all  of  us  on  I  In-  <  -i-lith  day  that,  unless 
something  more  could  be  done,  the  patient  was  about  t<>  die.  In  consulta- 
tion on  the  eighth  day,  it  was  decided  to  <J\<-  th<  pittinit  what  chance 
drainage  of  the  collection  offered. 

On  July  23,  1895,  an  oblique  incision  was  made  over  the  caecum. 
which  was  exposed.  My  finger  pushed  over  to  the  inner  side  of  this,  allowed 
of  the  escape  of  a  little  fetid  pus  which  slowly  oo/cd  out,  and  I  could  feel 
the  firm  enlarged  appendix  dipping  over  the  pelvic  brim.  A  full-si/rd 
india-rubber  drainage  tube  was  left  in  position.  The  patient  soon  recovered 
from  the  anaesthetic  and  appeared  to  be  relieved,  but  six  hours  later  he 
suddenly  collapsed,  and  died  nine  hours  after  the  drainage  tube  was  intro- 
duced. A  limited  post-mortem  examination  showed  diffuse  peritonitis  due 
to  gangrenous  perforation  of  the  end  of  the  appendix.  A  faecal  concretion 
was  found  in  the  peritoneal  cavity,  close  to  the  appendix,  from  which  it 
had  escaped. 

CASE  11. — Acute  appendicitis — Gangrene  of  appendix  and  caecum 
—Remoual  of  appendix  and  suture  of  ccecum — Death  from  extension  of 
gangrene. 

A  woman,  age  30,  gave  the  following  history  :  On  Saturday,  June  29, 
abdominal  pain  commenced  after  returning  from  a  walk  about  7  p.m. 
Hot  fomentations  and  brandy  were  tried,  but  no  relief  was  obtained.  At 
1  a.m.  the  doctor  found  the  patient  in  severe  pain,  referred  to  the  lower 
part  of  the  abdomen,  but  especially  to  the  right  inguinal  region.  The 
temperature  was  normal.  The  bowels  had  been  moved  the.  previous  day, 
and  there  was  no  vomiting.  Morphia  was  given  hypodermically.  Later  on 
Sunday  morning  the  patient  was  easy  and  seemed  better.  An  enema  was 
administered  in  the  afternoon  and  opened  her  bowels.  On  Sunday  evening 
vomiting  commenced,  and  some  abdominal  distention  was  noticed.  Her 
temperature  was  elevated.  From  this  time  her  progress  was  steadily  down- 
wards. The  abdominal  distention  increased,  and  temperature  remained 
high,  and  vomiting  became  more  frequent. 

Three  days  after  the  attack  I  saw  her,  and  agreed  with  her  medical 
attendant's  opinion  that  the  appendix  should  be  removed  without  delay. 

Operation  (July  2,  1895). — The  abdomen,  a  fat  one,  was  opened  in 
the  linea  semilunaris,  and  the  caecum  exposed.  It  was  red,  roughened,  and 
adherent  on  its  outer  side  to  the  parietal  peritoneum.  A  second  incision 
was  now  carried  from  the  centre  of  the  first,  obliquely  backwards  and  out- 
wards to  the  posterior  surface  of  the  iliocostal  space.  The  abdomen  on 
the  inner  side  of  and  below  the  caecum  was  thoroughly  packed  with  sponges. 
The  adhesions  on  the  outer  side  of  the  caecum  were  next  separated  (they  were 
very  feeble),  and  a  cavity  with  stinking  fluid  contents  was  opened.  On 
drying  and  exposing  this,  a  yellow  sausage-shaped  swelling  was  seen  lying 
in  the  groove  between  the  caecum  and  ascending  colon  on  the  inner  side, 
and  the  peritoneum  lining  the  parietes  on  the  outer.  This  was  easily 
detached,  and  turned  out  to  be  the  appendix.  No  cutting  was  needed  to 
separate  it  from  the  caecum,  to  which  it  was  only  attached  by  a  small 
gangrenous  thread  of  tissue.  A  gangrenous  ulcer,  perforating  the  caecum, 
the  size  of  sixpence,  representing  the  place  of  attachment  of  the  appendix. 
The  gangrenous  ulcer  was  dried,  then  swabbed  with  pure  carbolic  acid, 
dried  again,  inverted  into  the  caecum,  and  retained  by  Lembert's  sutures. 
The  cavity  on  the  outer  side  of  caecum  and  colon  was  packed  with  iodoform 
gauze,  and  drained  by  a  large  india-rubber  tube  from  the  loin.  The  abdom- 
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inal  wound  was  entirely  closed,  except  the  portion  behind,  where  the  tube 
and  gauze  were  left  protruding.  The  appendix  was  nearly  4  in.  long,  looked 
as  if  it  was  filled  with  pus,  the  colour  of  which  could  be  seen  shining  through, 
and  the  thickness  of  an  ordinary  middle  finger.  On  slitting  it  up,  the  whole 
interior  was  occupied  by  a  dark,  foetid  slough,  but  there  was  no  pus.  Only 
the  peritoneal  coat  remained. 

The  patient  recovered  satisfactorily  from  the  operation,  and  for  the  first 
four  days  promised  well. 

On  the  fifth  day  the  discharge  from  the  tube,  previously  sweet,  became 
abominably  foetid,  and  on  the  sixth  day  the  patient  died. 

There  was  no  post-mortem,  but  her  doctor's  belief,  in  which  I  share, 
was  that  death  resulted  from  an  extension  of  the  gangrenous  ulceration  of 
the  caecum. 

CASE  12. — Pelvic  abscess  reaching  to  umbilicus — Incision  and 
drainage  from  abdomen  and  vagina. 

A  girl,  age  18,  with  a  history  of  abdominal  pain  and  illness  of  a 
fortnight's  duration.  The  history  was  suggestive  of  ruptured  appendix,  and 
to  this  the  pelvic  peritonitis  present  was  ascribed. 

When  I  saw  her  she  was  delirious,  and  could  not  be  properly  aroused ; 
her  pupils  were  dilated,  and  pulse  quick,  but  of  fair  strength.  How  far  her 
mental  condition  might  be  due  to  the  drugs  she  had  taken  in  her  illness  I 
was  unable  to  determine.  Her  abdomen  was  swollen  and  hard  below  the 
umbilicus,  and  dull  on  percussion. 

Per  Vaginam. — The  whole  pelvis  was  blocked  with  exudate. 

On  May  12,  1895,  the  abdomen  was  opened  above  the  pubis,  and 
over  a  quart  of  stinking  pus  escaped.  The  patient  was  then  placed  in  the 
lithotomy  posture,  and  an  opening  made  behind  the  uterine  cervix  into 
Douglas's  pouch.  A  tube  was  passed  from  above  and  through  the  vaginal 
opening  for  irrigation  purposes.  The  patient  never  recovered  consciousness, 
and  died  on  the  following  day.  There  was  no  post-mortem. 

In  this  series  the  absence  of  deaths  following  gynaecological 
abdominal  cases  will  be  noticed.  The  operations  for  disease  of 
ovaries,  tubes,  and  uterus  make  up  75  per  cent  of  the  whole  number 
of  abdominal  operations  ;  but  the  mortality  from  ovariotomy  and 
hysterectomy  has  been  reduced  to  almost  vanishing  point. 


A    CASE    OF    DECIDUOMA    MALTGNUM    OCCURRING 
IN    ENGLAND. 

COMMUNICATED  BY  ALBAN  DORAN. 
(Transactions  of  the  Obstetrical  Society  of  London,  1896.) 

[In  submitting  these  clinical  notes  of  Mr.  Morison's  to  the  con- 
sideration of  the  Society,  I  may  state  that  the  author  was  struck  by 
the  fact  noted  in  my  recent  contribution  on  "  Placental  Polypus." 
that  no  case  of  malignant  change  in  the  uterus  directly  associated 
with  a  recent  pregnancy  had  been  reported  in  England.  Yet  this 
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remarkable  disease,  "  deeiduoma  nuili«;mim/'  has  been  repeatedly 
observed  on  the  Continent,  of  Kurope.  In  the  discussion  on  the 
above-mentioned  memoir,  Dr.  Herbert  Spenerr  expn-ssed  a  belief 
that  a  case  once  under  his  observation  was  really  an  iristanee  of  this 
interesting  disease. 


Fig.  1. 

I  also  exhibit  for  the  author,  Mr.  Rutherford  Morison,  assistant 
surgeon  to  the  Newcastle-on-Tyne  Royal  Infirmary,  the  uterus  which 
he  removed  (Museum  R.C.S.,  4672  D.a),  and  two  microscopic  sections 
of  the  growth  discovered  in  its  cavity  (Fig.  1).  It  seems  possible 
that  the  growth  was  originally  a  submucous  uterine  myoma,  and 
that  it  became  invaded  by  so-called  decidual  cells.  This  invasion 
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is  shown  very  clearly  in  one  section.  In  the  other  the  greater  part 
is  plain  muscle-fibre  seen  in  full  length  and  in  section,  but  there  is  a 
distinct  area  of  cell  invasion. — A.  DORAN.] 

M.  G.,  age  35,  sent  to  me  by  Dr.  Harrison,  of  North  Shields,  in 
November,  1892,  gave  the  following  history  : — 

She  felt  quite  well  till  her  confinement,  nine  weeks  ago.  Labour  was 
difficult,  for  the  presentation  was  transverse  ;  she  was  delivered  by  turning. 
In  less  than  a  fortnight  she  was  up  and  going  about,  feeling  as  well  as  after 
previous  confinements.  The  lochial  discharge  did  not  entirely  cease,  but 
was  light-coloured  and  insignificant  in  amount.  Six  weeks  after  her  con- 
finement she  began  to  bleed  seriously,  and  at  once  went  to  bed.  The  bleed- 
ing only  lasted  a  few  hours,  and  it  ceased  when  she  fainted  and  became 
unconscious.  Twice  during  the  succeeding  fortnight  she  had  similar  attacks, 
though  she  kept  quiet  and  remained  in  bed.  On  each  occasion  the  loss  of 
blood  was  so  sudden  and  severe  that  she  lost  consciousness. 

Her  previous  health  had  been  excellent.  She  had  nine  children  born 
at  full  time  ;  the  eldest  was  twelve  years  of  age.  The  puerperia  had  always 
previously  been  normal.  She  never  menstruated  between  her  pregnancies. 
Previous  to  marriage  she  had  no  menstrual  trouble.  The  family  history 
was  unimportant. 

The  patient  was  admitted  to  a  private  hospital  under  my  care.  She 
was  a  very  stout,  easy-going,  dark-complexioned  woman,  profoundly  anaemic, 
with  waxy  skin  and  pale  mucous  membranes.  Her  thoracic  and  abdominal 
organs,  so  far  as  could  be  ascertained,  were  healthy. 

Per  Vaginam. — Os  patulous  ;    uterus  considerably  enlarged. 

On  November  1,  1894,  the  uterus  was  explored,  curetted,  and  swabbed 
out  with  chloride  of  zinc  under  an  anaesthetic.  On  introducing  the  finger, 
the  enlarged  cavity  of  the  uterus  was  found  to  be  occupied  by  a  soft  friable 
structure,  and  the  amount  removed  with  a  curette  half  filled  a  saucer.  The 
scraping  examined  microscopically  was  found  to  consist  chiefly  of  changed 
blood-clot,  though  it  was  thought  that  in  one  specimen  placental  tissue 
could  be  recognized.  On  November  6,  1894,  the  patient  returned  home. 

On  arriving  at  home  she  went  to  bed,  where  she  remained  till  her 
re-admission  to  the  private  hospital.  She  felt  quite  well  till  November  10, 
when  she  began  to  have  bearing-down  pains. 

These  continued  more  or  less  till  November  23,  when  a  violent  haemor- 
rhage commenced.  A  variety  of  remedies  were  tried,  but  the  bleeding 
continued  till  the  following  day,  when  the  uterus  was  plugged,  and  the 
condition  of  the  patient  had  become  very  serious.  Next  day  the  plug 
was  removed,  and  there  was  no  further  haemorrhage. 

On  November  25,  1894,  she  was  re-admitted  to  the  private  hospital, 
very  ill.  Her  whole  body  was  swollen  (anaemic  dropsy),  and  the  pallor  was 
extreme. 

On  November  26  the  uterus  was  again  explored  under  an  anaesthetic. 
The  same  conditions  were  present  as  on  the  previous  occasion.  After 
thorough  curetting  the  cavity  was  swabbed  out  with  iodized  phenol  and 
plugged  with  iodoform  gauze.  No  haemorrhage  followed  the  operation  or 
the  removal  of  the  plug  three  days  later.  Some  of  the  material  removed, 
which  looked  like  changed  blood-clot,  was  sent  for  examination  to  the 
Clinical  Research  Association,  and  the  report  on  it  was,  "  The  scrapings 
show  abundant  evidences  of  squamous-celled  epithelioma.  The  growth  has 
a  thick  coating  of  blood-clot,  and  the  processes  embedded  in  the  clot  have 
undergone  degenerative  changes." 
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On  December  11,  1894,  in  consequence  of  this  report,  the  uterus  and 
both  ovaries  and  tubes  were  removed  by  the  vagina. 

(In  the  specimen  now  exhibited,  one  ovary  and  tube  have  been  since 
cut  off  for  histological  purposes.) 

The  uterus  and  the  broad  ligaments  were  secured  by  four  pairs  of  large 
and  eight  pairs  of  small  haemostatic  forceps,  and  the  peritoneum  drain*  «i 
through  the  vagina  by  a  strand  of  iodoform  gauze.  Not  more  than  half  an 
ounce  of  blood  was  lost  during  the  operation,  and  tin  patient  was  put  t<> 
bed,  apparently  no  worse.  Her  recovery  was  somewhat  interrupted  by  an 
attack  of  phlebitis  of  the  internal  saphena  vein,  but  she  went  home  on 
December  29  in  a  much  improved  condition,  and  soon  recovered  her  usual 
health  and  energy.  The  extirpated  uterus  was  about  double  its  normal 
size,  and  soft  and  flabby.  Externally  a  small  vascular  nodule  was  seen  at 
the  fundus,  about  the  size  of  a  split  marble,  pushing  the  peritoneum  out- 
wards, but  apparently  not  involving  it.  On  opening  the  uterus,  a  growth 
about  the  size  of  a  Tangerine  orange  occupied  the  upper  part  of  the  enlarged 
uterine  cavity.  It  infiltrated  the  upper  and  posterior  walls  of  the  uterus, 
and  was  continuous  with  the  nodule  outside,  and  had  a  distinct  broad  pedicle 
half  the  circumference  of  its  body. 

For  the  after-history  of  this  case  I  am  indebted  to  Dr.  Harrison,  who 
says,  "  Four  months  after  the  last  operation  haemoptysis  came  on.  It  only 
occurred  at  intervals  at  first,  but  soon  dyspnoea  set  in,  and  oedema  of  both 
legs.  There  was  no  doubt  of  the  lung  tumour,  the  bulging  of  the  scapula 
being  most  marked,  and  dullness  gradually  extending  up  the  back  on  the 
left  side.  Dr.  Philipson  saw  the  case  with  me,  and  had  no  hesitation  in 
agreeing  with  my  opinion." 

Death  occurred  on  July  11,  1895.  I  could  get  no  post-mortem.  There 
was  no  sign  of  recurrence  of  the  disease  in  the  abdomen  or  vagina. 


DISCUSSION    ON    INVERTED    UTERUS. 

(Northumberland  and  Durham  Medical  Journal,  Jan.  1896,  p.  11.) 

Mr.  Morison  had  treated  one  case  about  fifteen  years  ago.  The 
patient  was  a  girl  of  16,  confined  three  months  before,  and  bleeding 
ever  since  her  confinement.  She  was  blanched  from  anaemia  and  very 
irritable.  Aveling's  repositor  was  used,  but  had  to  be  abandoned  after  a 
short  trial  on  several  occasions  from  the  pain  it  caused.  The  last  time  it 
was  introduced  it  was  retained  for  twenty-four  hours  with  the  help  of  hypo- 
dermic injection  of  morphia.  At  the  end  of  this  time  the  temperature  of 
the  patient  had  risen  to  over  102°,  and  the  instrument  was  removed  under 
chloroform.  The  fundus  was  found  to  be  well  within  the  cervix,  but  the 
reduction  was  incomplete.  An  endeavour  to  complete  it  by  digital  pressure 
resulted  in  its  sudden  disappearance,  attended  by  an  uncomfortable  feeling 
of  something  having  given  way.  In  four  days  the  patient  was  dead  from 
acute  peritonitis,  doubtless  due  to  some  laceration  of  the  uterus.  The  point 
raised  by  Dr.  Hume  with  regard  to  the  removal  of  the  ovaries — when  it  was 
necessary  to  extirpate  the  uterus  in  a  young  woman — was  an  interesting 
one.  In  two  cases,  the  after-histories  of  which  he  knew,  Mr.  Morison  had 
removed  the  entire  uterus  from  young  patients,  and,  guided  by  the  surgical 
principle  of  excising  no  more  than  was  necessary,  had  left  the  ovaries.  In 
neither  had  any  disagreeable  symptoms  followed  the  operation,  so  that  possibly 
the  illness  at  the  menstrual  period  in  Dr.  Hume's  case  was  a  coincidence. 
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DISCUSSION    ON    GALL-STONE    OPERATIONS. 

(Northumberland  and  Durham  Medical  Journal,  Jan.  1896,  p.  43.) 

Mr.  Morison  in  gall-stone  operations  attached  the  greatest  importance 
to  thorough  drainage.  He  did  not  think  that  normal  bile  from  a  healthy 
liver  and  ducts  could  be  allowed  to  escape  into  the  peritoneal  cavity 
with  impunity,  and  it  must  not  be  forgotten  that  in  the  conditions  which 
they  were  discussing,  the  bile  was  not  healthy,  but  often  a  highly  infective 
fluid  charged  with  pathogenic  organisms.  He  had  seen  death  from 
peritonitis  follow  the  escape  of  bile  into  the  peritoneal  cavity,  and  in  three 
cases  had  seen  abdominal  section  performed  for  peritonitis  due  to  escape  of 
bile  after  faulty  suturing  of  gall-bladder  and  ducts.  There  was,  therefore, 
no  doubt  left  in  his  mind  that  if  bile  did  escape  into  the  peritoneal  cavity, 
the  patient  was  in  grave  danger.  In  Mr.  Page's  case  apparently  very  little, 
if  any,  bile  escaped  from  the  opening  in  the  duct,  and  this  occurred  in  a  small 
percentage  of  cases.  It  was  interesting  to  know  that  it  could  occur  after 
the  excision  of  such  a  large  stone  as  the  specimen  exhibited.  The  rule, 
however,  was  that  a  large  quantity  of  bile  would  escape  for  some  days  after 
an  opening,  left  unclosed,  was  made  in  the  gall-bladder  or  ducts,  and  it  was 
a  rare  exception  to  meet  with  no  after-flow.  It  was  difficult,  too,  as  in 
Dr.  Gowans's  case,  to  insure  by  any  form  of  suture  absolute  and  permanent 
closure  of  the  gall-bladder  or  ducts.  Even  the  best  suture  was  powerless  if 
the  ducts  were  not  free  from  obstruction,  and  this  could  not  always  be 
satisfactorily  ascertained.  Mr.  Morison  thought  that  the  secret  of  success 
in  gall-stone  operation  was  thorough  drainage,  and  would  be  sorry  to  let 
such  an  important  opportunity  pass  for  saying  so. 


CASES    OF    APPENDICITIS,    WITH    REMARKS. 

(Northumberland  and  Durham  Medical  Journal,  1896,  p.  667; 
also  Edinburgh  Medical  Journal,  same  year.) 

A  classification  of  cases  of  appendicitis  with  our  present  limited 
knowledge  is  difficult,  and  one  that  will  satisfy  all  requirements — 
impossible.  For  surgical  purposes  the  best  classification  will  be 
based  on  the  clinical  characteristics,  and  I  think  three  varieties  may 
be  recognized — each  of  which  is  represented  in  the  following  series. 

1.  Appendicitis   with   a   localized   and   dry   form   of  peritonitis. 
Such  may  be  simple,  recurrent,  or  relapsing. 

2.  Appendicitis  with  a  localized  collection  of  pus  or  inflamma- 
tory products.     The  fluid  in  these  cases  may  be  localized  by  adhesion, 
or  by  the  retrocaecal  position  of  the  appendix,  and  the  condition  may 
be  acute,  or  chronic. 

3.  Appendicitis    with    perforation    into    the    general    peritoneal 
cavity  and  diffuse  peritonitis. 

Many  of  the  observations  I  have  to  record  on  etiology,  diagnosis, 
prognosis,  and  treatment  are  based  on  and  illustrated  by  the  cases 
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about  to  be  related.     It,  thrnTmv.   srrms   to   UK    a<l\  isablr   to  leave 
any  remarks  to  the  end  of  my  paj><  i •. 

CASE  1. — Simple  relapsing  appendicitis  in  <i  boy — Diarrhoea  a 
fii/niptom — Operation  after  second  tittark. 

A  delicate  boy,  age  11,  subject  to  chronic  bronchitis,  and  with  a  \\i-.\k 
heart,  a  patient  of  Dr.  Coley's,  had  two  attacks  similar  to  that  described, 
with  a  few  months'  interval.  The  last  attack  occurred  on  February  1  .">. 
1894,  between  5  and  6  in  the  evening.  He  Mas  Iran  ing  over  a  table  when 
he  felt  an  uncomfortable  sensation  inside.  Towards  9  o'clock  the  same 
evening  the  pain  became  very  severe  ;  he  was  doubled-up,  and  vomited  a 
quantity  of  greenish  fluid.  The  pain  and  vomiting  continued  all  night. 
and  he  never  rested,  in  spite  of  hot  applications,  poultices,  etc.  On  Friday 
morning  he  was  purged,  and  the  diarrhoea  continued  all  day  and  during 
Friday  night.  The  vomiting  ceased  when  the  purging  commenced,  but 
severe  pain  was  still  present.  He  was  easiest  when  lying  on  one  or  other 
side,  with  his  legs  drawn  up,  but  got  no  respite  till  Dr.  Coley  administered 
an  opiate  on  Saturday  morning  after  discovering  a  swelling  in  his  right  iliac 
fossa.  All  his  symptoms  disappeared  immediately  after  the  opiate,  and 
in  a  few  days  he  was  well. 

On  March  30,  1894,  we  removed  his  appendix  by  an  incision  in  the 
linea  semilunaris.  It  was  found  on  the  outer  side  of  and  behind  the  caecum, 
adherent  by  easily  torn  adhesions.  His  abdomen  was  entirely  closed  in 
three  layers.  The  appendix  was  thick-walled,  red,  and  shaggy.  On  passing 
a  probe  into  it,  the  instrument  passed  readily  to  within  half  an  inch  of  the 
end,  when  it  was  arrested.  A  cicatrix  on  the  outside  marked  this  spot.  On 
slitting  it  up  an  annular  stricture  was  found  beyond  which  the  cavity  was 
dilated,  and  contained  a  grumous  mucus.  Uneventful  recovery.  No  hernia. 

CASE  2. — Relapsing  appendicitis  of  severe  character — Tender  indur- 
ated spot  remained  in  right  iliac  fossa  after  first  attack — Operation  after 
fourth  attack — No  drainage. 

A  patient  of  Dr.  Andrew  Smith's,  Whickham,  a  man  age  58,  was 
suddenly  seized,  while  at  work  and  apparently  in  good  health,  with  severe 
pain  in  the  right  iliac  fossa,  and  had  to  be  carried  home  feeble,  cold,  and 
vomiting.  Signs  of  peritonitis  followed,  and  in  the  course  of  a  few  days 
a  large,  round,  tender  swelling  was  found  in  the  right  iliac  fossa.  For  a 
few  days  there  was  complete  constipation,  with  inability  to  pass  flatus. 
After  a  month  of  illness  his  recovery  seemed  complete,  and  he  returned  to 
work.  In  a  few  weeks  he  was  again  similarly  attacked,  and  since  his  first 
illness  and  during  the  last  eight  months  he  has  had  three  severe  attacks 
and  has  been  laid  up  for  four  months.  An  indurated  tender  spot  has  always 
been  felt  in  his  right  iliac  fossa  since  the  first  attack.  The  operation  for 
removal  of  the  appendix  was  performed  in  September,  1892.  On  opening 
the  abdomen  through  the  linea  semilunaris,  the  tender  indurated  spot  was 
found  to  be  a  portion  of  thickened  inflamed  omentum,  adherent  to  the 
caecum  and  parietes.  The  appendix  lay  on  the  outer  side  of  the  caecum, 
between  the  adherent  caecum  and  parietal  peritoneum.  The  cavity  in  which 
it  lay  was  thoroughly  cleansed  and  dried,  and  the  abdomen  completely  closed 
after  the  removal  of  the  appendix.  The  appendix  was  thickened.  At  a 
spot  adjoining  the  distal  third,  and  proximal  two. thirds,  there  was  a  circular 
perforation  the  size  of  a  large  pin-head.  Uneventful  recovery.  No  hernia. 
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CASE  3. — Severe  relapsing  and  recurrent  appendicitis — Large  mass 
remained  in  right  iliac  fossa — Operation  after  fourth  attack — Cavity 
outside  of  ccecum  packed  with  gauze  and  drained. 

/Mrs.  D.,  age  54,  sent  to  me  by  Dr.  Thompson,  Gateshead.  During 
the  last  eleven  months  the  patient  has  had  four  attacks  of  severe  abdominal 
pain,  terminating  in  an  illness  of  some  days'  duration. 

The  first  attack  began  on  a  Wednesday  evening  in  April  of  last  year 
(1894),  while  the  patient  was  in  church,  with  pain  chiefly  round  the  navel. 
She  was  able  to  sit  out  the  service  and  walk  home  alone,  though  with 
difficulty.  Soon  after  getting  home  she  went  to  bed  and  vomited,  was  in 
pain,  and  slept  very  little  all  night.  The  matter  vomited  was  dark-coloured, 
and  the  doctor  said  it  was  blood.  The  pain  increased  during  the  next  day, 
and  lasted  for  a  week,  after  which  it  gradually  subsided.  During  the  first 
few  days  the  pain  was  all  over  the  bowels,  after  which  it  settled  in  the  right 
side.  The  bowels  were  much  constipated,  but  no  swelling  was  noticed  till 
Dr.  Thompson  discovered  it  last  December.  The  second  attack  began  in 
July,  the  third  in  November,  and  the  fourth  in  December,  1894.  Each  was 
similar  to  the  first,  with  this  exception,  that  the  vomited  matter  was  never 
dark  except  the  first  time. 

After  the  first  attack  in  December  the  patient  did  not  regain  her  strength, 
and  never  became  entirely  free  from  pain  as  she  had  usually  done.  After 
six  weeks'  rest  in  bed  she  still  continued  ill,  and  the  lump  remained  tender. 
On  February  5  her  condition  was  as  follows  : — The  abdomen  was  not 
distended.  In  the  right  iliac  fossa  there  was  a  distinct  feeling  of  resistance. 
One  third  of  the  distance  between  the  anterior  superior  spine  of  the  ileum 
and  the  umbilicus,  a  hard,  rounded,  tender  mass,  the  size  of  a  large  filbert, 
was  felt,  extending  upwards  from  it  there  was  a  less  firm,  less  tender  mass 
for  about  2  in.,  the  upper  end  of  which  was  gradually  lost  above.  The  harder 
nodule  seemed  to  be  fixed  on  a  less-defined  underlying  mass,  the  lower  end 
of  which  ended  abruptly,  opposite  the  centre  of  Poupart's  ligament. 

Operation  (Feb.  6,  1895). — An  incision  was  made  in  the  right  linea 
semilunaris,  extending  from  the  right  umbilical  level  to  immediately  above 
Poupart's  ligament.  The  caecum  was  adherent  to  the  parietal  peritoneum 
and  omentum,  and  a  doubled-up  inflamed  portion  of  the  omentum  had 
caused  the  knob  felt  before  operation.  A  second  incision  was  now  made, 
commencing  at  the  centre  of  the  first  and  running  obliquely  back  in 
the  middle  of  the  iliocostal  space.  The  abdominal  cavity  was  packed  off 
with  sponges,  and  the  outer  side  of  the  caecum  stripped  from  the  parietal 
peritoneum.  A  small  quantity  of  purulent  fluid,  and  a  considerable  quantity 
of  dirty  granulation  tissue  was  found  locked  up  between  the  two,  and  at 
the  bottom  of  the  cavity  the  appendix  firmly  bound  down  by  adhesions. 
It  was  separated  up  to  its  caecal  attachment,  when  a  small  perforation  was 
exposed  at  the  junction  of  the  caecum  and  appendix.  The  latter  was 
ligatured  and  cut  off,  and  the  stump  burned  with  the  thermocautery.  The 
former  was  carefully  sutured  with  silk  after  tucking  into  it  the  charred 
ligatured  stump  of  the  appendix.  After  draining  the  cavity,  it  was  packed 
with  iodoform  gauze,  and  a  full-sized  india-rubber  drainage  tube  inserted. 
The  abdominal  wound  was  closed  with  three  layers  of  specially  prepared 
catgut  sutures,  except  at  the  posterior  and  dependent  end  of  the  oblique 
incision,  where  the  ends  of  the  gauze  and  drainage  tube  projected  into  the 
loin.  Here  the  wound  was  temporarily  closed  by  two  silk-worm  gut  sutures 
tied  in  a  bow  knot,  to  be  untied  for  the  removal  of  the  gauze  plug  and 
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permanently  tied  afterwards,  as  desrril.ed  in  a  paper  of  mine  on  tin-  use  ni 
the  tampon  and  temporary  suture  in  abdominal  lUIgery,  published  in  the 
Xorthinnhcrfditd  and  Durham  Mfilh-ul  .Itmnnil  (see  page  ll:i  this  volume). 
The  operation  lasted  one  hour  and  a  quarter,  and  the  patient  was  put  to 
bed  in  good  condition. 

rnthology. — The  appendix  removed  was  •_'  in.  |<,ntr  and  thickened.  Near 
the  centre,  where  it  had  been  specially  adherent,  the  thiekenin.tr  was  most 
marked;  there  was  a  small  perforation.  On  slitting  it  up  the  mucous 
membrane  lining  it  nearly  filled  the  lumen,  in  which  was  some  IIHK us. 
Two  perforations  had  occurred,  one  at  the  junction  of  appendix  and  caecum, 
the  second  in  the  middle  of  the  appendix. 

After-progress. — On  February  8  (forty-eight  hours  after  operation),  the 
gauze  strip  was  removed  and  the  silk-worm  gut  sutures  were  permanently 
tied.  February  10:  wound  dressed  for  second  time  and  tube  removed. 
February  16  :  wound  dressed  for  third  time,  was  healed,  except  where 
drainage  tube  had  been,  and  the  silk-worm  gut  sutures  were  removed.  Four 
days  later  she  went  home  healed.  There  is  no  weakness  and  no  bulging  of 
the  scar,  though  a  segment  of  the  lower  end  of  the  rectus  muscle  is  paralyzed. 

CASE  4. — Second  attack  of  appendicitis  eleven  months  after  the 
first — Commenced  after  sprain — Appendical  abscess  burst  into  perito- 
neum, causing  diffuse  peritonitis — Drainage — Death. 

A  man,  age  46,  patient  of  Dr.  Russell,  of  Heaton,  an  engine-driver, 
pulled  the  brake  of  his  engine  sharply  on  the  morning  of  December  19, 
1893,  and  immediately  succeeding  the  strain  felt  a  sudden  pain  in  his 
right  abdomen.  It  was  very  severe.  Some  brandy  was  procured  for  him, 
which  he  took  and  vomited.  He  stuck  to  his  work,  but  in  great  pain,  all 
day.  When  he  came  home  at  7-15  at  night,  he  was  very  ill,  and  his  wife 
knew  from  his  appearance  that  something  very  serious  had  occurred  to  him. 
His  pain  was  soon  relieved  by  opium,  but  the  abdomen  became  gradually 
more  distended,  and  on  the  sixth  day  of  his  attack  he  vomited  for  the  first 
time  since  the  brandy  was.  administered  on  the  morning  of  December  19, 
and  I  saw  him  then.  With  the  exception  of  a  similar  attack  eleven  months 
before,  for  which  Dr.  Russell  attended  him  and  discovered  in  his  right  iliac 
fossa  a  lump,  which  kept  him  in  bed  for  ten  days,  he  had  always  enjoyed 
excellent  health.  When  I  saw  him  six  days  after  his  present  attack  com- 
menced, his  abdomen  was  uniformly  distended  and  tympanitic  over  the 
front.  He  was  an  exceptionally  well-developed  man,  with  an  anxious 
muddy  face,  skin  slightly  yellow  and  conjunctiva  jaundiced,  with  a  pulse 
of  a  hundred  (full  and  regular),  and  temperature  98-6.  His  bowels  had 
not  been  moved  since  the  attack  had  commenced,  nor  had  he  passed  flatus. 
His  abdomen  was  dull  at  the  sides  and  in  the  flanks,  obviously  owing  to 
the  presence  of  fluid,  for  the  dullness  varied  with  his  position.  His  abdomen 
was  not  tender  anywhere  except  slightly  in  the  right  iliac  fossa,  where  the 
pain  had  been  from  the  first. 

In  the  afternoon,  at  3.30,  I  opened  his  abdomen  in  the  right  linea  semi- 
lunaris,  under  chloroform.  About  one  pint  and  a  half  of  horribly  offensive 
pus  escaped.  After  carefully  drying  the  cavity,  it  was  packed  with  iodoform 
gauze.  The  appendix  was  not  sought  for.  Shortly  after  being  put  to  bed, 
on  recovering  from  the  chloroform,  he  became  wildly  delirious.  Next 
morning,  at  5.30  he  died,  after  vomiting  a  quantity  of  offensive  black 
fluid. 

A 13 
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CASE  5. — A  case  of  appendicitis,  commencing  mildly — Symptoms 
aggravated  after  an  aperient — Abdomen  distended  with  pus,  though 
pulse  and  temperature  normal — Drainage — Death. 

A  man,  age  45,  was  admitted  to  Dr.  Hume's  ward  in  the  Infirmary, 
on  January  10,  1894,  and  came  under  my  care.  Nine  days  before,  whilst 
at  work,  he  felt  a  sudden  pain  in  the  right  side  of  his  abdomen,  but  con- 
tinued at  work  all  that  day  and  the  next.  On  the  following  day  he  visited 
the  Dispensary,  and  got  some  medicine,  but  no  relief.  Four  days  after 
the  commencement  of  his  illness  he  vomited  a  little  yellow  fluid,  and  took 
a  dose  of  salts,  which  did  not  act.  Two  days  later  another  dose  of  salts 
moved  his  bowels  freely,  but  increased  his  pain,  and  he  became  much 
weaker.  He  never  had  anything  wrong  with  his  bowels  before.  The  patient, 
on  admission,  looked  ill,  with  a  pinched  face.  His  temperature  was  101°  ; 
pulse  96.  His  abdomen  was  distended,  tympanitic  all  over  the  front,  dull  in 
both  flanks.  The  abdominal  muscles  were  very  rigid  all  over,  no  localized 
tenderness,  and  the  patient  was  unwilling  to  consent  to  operation,  for  he 
thought  he  was  much  better,  as  he  had  no  vomiting,  and  his  bowels  were 
well  moved  spontaneously  in  the  morning.  On  January  11  (day  after 
admission)  he  had  more  pain  in  the  abdomen  ;  his  pulse  was  84  ;  tempera- 
ture 98-4°.  He  had  had  a  bad  night,  but  still  thought  he  was  doing  well. 
Bowels  well  moved  during  the  day,  but  the  pain  became  more  severe,  and 
he  was  very  restless.  In  the  evening,  at  8  o'clock,  he  was  very  ill,  pulse  140, 
and  he  seemed  to  be  sinking.  An  hour  afterwards  I  made  a  small  incision 
through  the  abdominal  wall,  in  the  right  iliac  fossa,  under  cocaine,  and 
inserted  a  large-sized  india-rubber  drainage  tube.  About  a  quart  of  stinking 
purulent  fluid  escaped.  The  patient  died  at  midnight. 

Post-mortem. — The  appendix  was  found  with  great  difficulty.  It  would 
have  been  impossible  to  find  it  during  life,  for  it  was  densely  adherent,  and 
lying  buried  on  the  inner  side  of  the  caecum.  It  was  perforated  about  its 
middle ;  there  was  diffuse  purulent  peritonitis  of  the  whole  abdominal  cavity. 

CASE  6. — Acute  appendicitis,  large  localized  collection  of  fluid  in 
peritoneal  cavity,  simulating  diffuse  peritonitis — Drainage — Recovery. 

Miss  G.  M.  C.,  age  11,  a  patient  of  Dr.  Macaulay's.  On  Thursday 
morning,  February  21,  1895  (six  days  before  operation),  the  patient  was 
slightly  sick  after  taking  some  tea.  Again,  on  the  following  morning  (Friday) 
she  was  sick,  but  got  up,  and  then  complained  of  some  pain  and  feeling 
sick.  A  little  brandy  was  administered,  but  she  vomited  it  and  complained 
of  feeling  alternately  hot  and  cold.  On  Saturday  morning  an  aperient 
was  given,  which  she  vomited  two  hours  afterwards.  At  2  p.m.,  some 
senna  was  administered,  after  which  she  slept  for  two  hours  but  woke 
screaming  with  pain  in  her  bowels,  which  was  so  acute  that  she  became 
unconscious  for  five  minutes.  For  the  first  time  her  illness  was  now 
recognized  as  serious,  and  the  doctor  sent  for.  At  6  p.m.  she  vomited.  She 
passed  a  restless  night,  and  on  Sunday  morning  her  abdomen  was  swollen 
and  tender.  She  had  an  easy  day  after  5  p.m.,  when  she  vomited  and  com- 
plained of  pain.  Another  restless  night  was  followed  by  no  improvement. 
On  Monday  afternoon  I  saw  the  patient  with  Dr.  Macaulay.  She  was  the 
most  philosophical  young  person  I  have  ever  known,  for  though  desperately 
ill  she  made  no  complaint,  and  took  everything  as  it  came.  Her  face  was 
pinched  and  grey,  with  large  black  rings  round  her  eyes.  Temperature  100°  ; 
pulse  128.  Abdomen  considerably  distended  and  there  was  some  tenderness, 


SURGICAL     CONTRIBUTIONS—  ABDOMINAL  195 

best  marked  on  the  right  side  and  in  the  right  iliac  fossa.  Doth  flanks  were 
dull  on  percussion,  especially  the  right.  The  dullness  of  the  left  side  receded 
with  change  of  posture,  but  not  so  that  on  the  right.  Dr.  Ma<  •aulav  :md  1 
took  the  most  unfavourable  view  of  the  case,  for  we  made  a  diagnosis  of 
acute  perforating  appendicitis  with  general  peritonitis,  and  thought  an 
operation  might  only  hasten  the  end.  The  measurement  of  the  abdomen 
round  the  umbilicus  was  23£  inches,  and  the  following  morning.  February 
26,  1895,  we  met  again,  and  the  only  change  recogni/able  was  that  the 
abdominal  girth  had  now  increased  to  25  in.  In  a  few  hours,  1£  in.  of 
increase  was  recorded.  The  same  afternoon  we  had  the  advantage  of  a 
consultation  with  Dr.  Drummond,  who  urged  operation  as  offering  the  only 
chance,  though  a  very  poor  one.  At  3.15  p.m.  operation.  An  incision  \\.i- 
made  in  the  right  linea  semilunaris,  opening  the  abdomen,  and  about  half  a 
pint  of  stinking  purulent  fluid  gushed  out.  My  finger  introduced  into  the 
cavity  and  gently  run  round  led  me  to  believe  that  the  cavity  might  be 
shut  off  from  the  general  peritoneum  by  surrounding  soft  intestinal 
adhesions.  From  the  upper  end  of  the  first  incision,  a  second  was  made 
back  into  the  iliocostal  space  to  the  loin.  The  cavity  was  sponged  dry,  and 
the  appendix  looked  for,  but  without  disturbing  any  adhesions.  It  was  not 
seen.  The  dry  cavity  was  lightly  dusted  with  iodoform  and  drained  by  a 
large  india-rubber  tube  coming  out  at  loin  end  of  wound.  The  remainder 
of  the  wound  was  closed  in  three  layers  with  specially  prepared  catgut. 

After-progress.  —  With  the  exception  of  some  suppuration  in  and  faecal 
discharge  from  the  wound,  which  caused  an  occasional  rise  of  temperature, 
recovery  was  uninterrupted,  and  the  wound  healed  entirely  by  April  11. 
No  yielding  of  scar  or  hernia. 


CASE  7.  —  Appendicitis  with  abscess  behind  ccecum,   and 
psoas  muscle  —  Flexion  of  thigh  —  Removal  of  appendix  —  Gauze  packing 
and  drainage. 

J.  R.,  age  44,  was  admitted  to  the  Royal  Infirmary,  Newcastle,  on 
October  13,  1894,  under  my  care. 

History.  —  Nine  weeks  ago  he  first  felt  trouble  in  his  bowels.  After  an 
attack  of  constipation  of  some  days'  duration,  he  had  diarrhoea  for  two 
days,  but  then  got  well  and  remained  so  for  nearly  a  week. 

Eight  weeks  ago  he  got  up  and  started  for  work  at  5  o'clock  in  the 
morning,  feeling  quite  well.  After  walking  about  a  quarter  of  a  mile  he  was 
suddenly  seized  with  severe  pain  in  his  abdomen,  which  curled  him  up,  made 
him  perspire  and  feel  faint,  but  not  vomit.  He  was  helped  back  home  and 
got  some  medicine,  which  relieved  him  in  the  course  of  the  morning.  Next 
day  he  felt  quite  well,  but  two  days  later  he  had  pain  in  his  groin,  which 
was  relieved  by  a  blister.  Then  he  felt  pain  in  his  right  iliac  region,  which 
had  continued  till  the  present  time.  Three  weeks  before  admission  his  right 
leg  began  to  get  stiff  and  drawn  up,  and  this  condition  increased  till  he  could 
scarcely  walk.  His  bowels  had  continued  irregular.  Since  the  commence- 
ment of  his  illness  he  had  perspired  a  good  deal  at  nights,  had  had  occasional 
shiverings,  and  had  lost  a  lot  of  flesh.  His  previous  health  had  been  good. 

The  patient  appeared  ill  and  thin  and  to  be  suffering  ;  his  pulse  was 
regular,  quiet,  and  of  low  tension.  Temperature  a  little  raised  (99-8°  when 
taken).  His  abdomen  looked  normal.  In  the  right  iliac  region  there  -was 
increased  resistance  on  pressure.  A  hard  sausage-shaped  swelling  was  felt 
in  the  right  side,  extending  between  the  anterior  superior  spine  of  the  ileum 
and  the  umbilicus.  It  was  tender  on  pressure,  but  not  dull  on  percussion. 
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Over  it  gurgling  was  discovered.     The  right  leg  was  flexed  on  the  abdomen 
to  nearly  a  right  angle,  and  could  not  be  extended. 

Operation  (Oct.  16,  1894).  —  An  incision  in  right  linea  semilunaris 
below  umbilicus,  about  4  in.  long,  opened  the  abdomen  and  exposed  the 
caecum,  which  was  raised  and  pushed  forward  by  a  mass  behind  it  and 
adherent  to  the  parietal  peritoneum  outside.  From  the  middle  of  the  first 
incision  a  second  transverse  cut  was  made  directly  across,  reaching  well  into 
the  loin.  The  abdomen  was  then  thoroughly  packed  with  sponges  all  round 
the  wound,  except  on  its  outer  side.  One  was  pushed  in  above,  a  second 
towards  the  middle  line,  and  a  third  downwards  and  towards  the  pelvis, 
and  the  whole  was  protected  further  by  antiseptic  gauze  pads.  The  caecum 
was  then  separated  from  the  parietal  peritoneum  on  the  outer  side,  and  a 
pus  cavity  was  opened,  in  which  the  appendix  was  found  firmly  adherent 
and  lying  directly  upwards  behind  the  caecum  and  ascending  colon,  with  its 
bulbous  end  buried  in  the  perirenal  fat.  It  was  separated,  and  looked 
exactly  like  a  long,  thin  penis,  the  glans  being  represented  by  the  portion 
pulled  out  of  the  renal  fat.  The  base  of  the  appendix  was  ligatured  with 
catgut,  the  stump  touched  with  the  actual  cautery,  the  abscess  sac  thoroughly 
dried  and  packed  with  iodoform  gauze,  and  the  wound  completely  closed 
with  silkworm  sutures,  except  where  the  gauze  was  left  protruding  after 
the  sponges  were  removed  from  the  abdomen.  The  appendix  measured 
32  in.,  and  was  bulbous  at  the  extremity.  When  it  was  cut  open  it  contained 
a  jelly-like  material.  There  was  a  well-marked  stricture  between  the 
bulbous  extremity  and  the  rest  of  the  organ. 

After-progress. — The  wound  was  dressed  for  the  first  time  on  October 
19 — three  days  after  operation — and  the  gauze  plug  removed.  A  drainage 
tube  was  left  in  its  place.  At  the  end  of  a  week  the  leg  could  be  fully 
extended  without  pain.  On  October  23  the  tubing  was  removed,  and  the 
whole  of  the  wound  appeared  to  have  healed  by  primary  union,  except 
where  the  tube  and  gauze  had  been.  The  patient  had  been  better  ever 
since  the  operation,  and  was  now  practically  well.  Whether  the  tube  had 
been  taken  out  too  early,  or  his  wound  had  become  infected  at  the  last 
dressing,  cannot  be  determined,  but  a  hard  lump  formed  ;  the  drainage 
tube  was  re-inserted,  and  gave  exit  to  some  foetid  pus,  and  the  sinus  left 
from  this  took  several  months  to  heal. 

CASE  8. — Appendicitis  in  female  with  pelvic  peritonitis — Dermoid 
ovarian  and  parovarian  cyst — Appendix  abscess  drained  through  loin 
— Ovariotomy — Pelvis  drained  per  vaginam. 

Mrs.  M.  P.,  age  31,  patient  of  Dr.  Davies,  Sunderland,  on  the  evening 
of  April  4,  1895,  felt  a  pain  in  the  abdomen,  but  not  severe.  She  took 
a  pill,  and  at  2.30  a.m.  was  wakened  with  severe  pain.  A  dose  of  saline 
aperient  and  hot  flannels  relieved  her.  In  the  morning  she  took  a  cup  of 
tea,  which  she  vomited.  She  had  hiccough.  Her  bowels  were  not  moved. 
On  April  5,  at  10  a.m.,  she  was  seen  by  Dr.  Davies,  who  found  her  with  a 
pulse  of  80,  and  temperature  100°,  complaining  of  general  abdominal  pain. 
Her  cheeks  were  flushed,  feet  cold,  knees  drawn  up,  mouth  dry,  and  she 
had  thirst.  Abdomen  generally  tender,  but  mostly  in  hypogastrium. 
Enema  given  in  evening  had  no  aperient  effect,  but  was  followed  by  intense 
pain,  and  feeling  of  faintness  ;  vomited  once.  Temperature  101-2°,  pulse  90. 
Feels  occasional  chills.  On  April  6  the  pain  became  more  distinctly 
referred  to  the  right  side  of  her  abdomen,  which  was  swollen.  On  April  14 
Dr.  Davies  found  a  lump  in  the  right  iliac  fossa.  On  April  18  a  consulta- 
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tion  with  Dr.  Drummond  was  held,  and  a  pelvic  ->  \\rllinn  \\as  found  in 
addition  to  the  tumour  in  right  iliac  fossa.  I  saw  the  patient  first  «.n  April 
19  (fifteen  days  after  the  illness  mmmrnrrd ).  Previous  to  her  present 
illness  she  had  always  been  in  good  health.  She  was  now  pale  and  ill- 
looking.  Her  tongue  was  red  and  moist.  Pulse  KM),  temperature  100°. 
In  the  right  lumbar  region,  and  extending  into  the  ri«Mil  ill  a  tender, 

resisting,  ill-defined  swelling  was  felt. 

Per  Vaginam.—rn\e  pelvis  was  filled  with  firm  exudate,  fixing  the 
uterus.  Her  temperature  chart,  kept  since  the  commencement  of  her 
illness,  was  strongly  suggestive  of  the  presence  of  pus. 

Operation  (April  20,  1895). — The  abdomen  was  opened  by  an  oblique 
incision  in  the  direction  of  the  external  oblique  fibres,  over  the  caecum. 
The  caecum  was  found  glued  down  over  a  mass  in  the  right  iliac  fossa.  In 
the  pelvis,  and  filling  the  pouch  of  Douglas,  and  covered  by  adherent 
intestines,  a  fluctuating  swelling  was  felt.  The  intestines  above  the  pelvis, 
with  the  exception  of  the  caecum,  were  free  from  adhesions.  The  abdominal 
wound  was  packed  with  sponges,  and  covered  with  an  antiseptic  towel, 
and  the  patient  was  placed  in  the  lithotomy  position.  After  vigorous 
cleansing  of  vulva  and  vagina,  an  incision  was  made  in  the  posterior  vaginal 
fornix,  close  behind  the  cervix  uteri.  About  1  drachm  of  purulent  fluid 
escaped.  A  pair  of  forceps  pushed  closed  into  the  opening  and  drawn  out 
open  led  to  no  further  result.  Between  one  hand  in  the  abdomen  above,  nnd 
a  finger  in  the  vaginal  opening  below,  a  cystic  swelling  could  be  distinctly 
felt.  The  patient  was  now  replaced  on  her  back,  with  an  antiseptic  towel 
over  the  vulva,  and  the  abdominal  wound  was  prolonged  backwards  to  the 
loin  and  forwards  to  the  middle  line,  the  deep  epigastric  artery  being  secured 
before  its  division.  After  separating  the  adherent  intestine,  the  cystic 
swelling  in  the  pelvis  was  now  seen  to  be  ovarian.  It  was  turned  out  whole, 
and  the  oozing  bed  in  which  is  had  been  adherent  was  immediately  packed 
with  sponges.  The  remainder  of  the  abdominal  cavity  was  also  packed  off 
with  sponges,  and  the  separation  of  the  caecum  from  the  parietes  on  the 
outer  side  undertaken.  On  separating  the  outer  layer  of  the  mesocolon, 
an  abscess  containing  at  least  two  ounces  of  stinking  pus  was  evacuated. 
The  appendix  was  searched  for  by  raising  the  whole  caecum  from  the  outer 
side.  It  was  seen  and  felt  firmly  adherent  to  and  flattened  on  the  under 
surface  of  the  exposed  caecum,  where  it  was  left,  after  an  attempt  to  separate 
it  had  shown  that  this  could  not  be  done  without  tearing  the  intestine. 
The  appendix  cavity  was  sponged  dry  and  carefully  packed  with  iodoform 
gauze  strips,  the  ends  of  which  were  left  hanging  out  from  the  loin  end  of 
the  wound  behind.  The  abdominal  and  pelvic  sponges  were  next  removed, 
and  all  oozing  found  to  have  ceased.  A  second  cyst,  the  size  of  a  turkey's 
egg,  was  now  found  in  the  pelvis,  and  was  removed. 

The  left  ovary  and  tube  were  found  in  their  normal  position,  and 
seemed  healthy,  though  adherent.  They  were  left.  A  pair  of  long  clamp 
forceps  were  introduced  from  the  abdominal  wound  down  to  the  opening  in 
the  upper  part  of  the  vagina,  and,  guided  by  Dr.  Davies'  finger  in  the  vagina, 
were  led  outside  of  the  vulva,  where  they  were  opened  and  made  to  seize 
a  thick  strand  of  iodoform  gauze,  the  upper  end  of  which  just  reached  into 
the  pelvis,  the  lower  lying  within  the  vulva.  The  entire  abdominal  wound 
was  closed  with  silk,  except  where  the  gauze  drain  and  an  india-rubber 
drainage  tube  were  left  projecting  at  the  loin.  The  vulva  and  the  wound 
were  dressed  with  antiseptic  dressings. 

The  first  cyst  removed  was  an  ovarian  dermoid,  the  size  of  a  cocoa-nut  ; 
the  second,  a  parovarian  cyst,  the  size  of  a  turkey's  egg. 
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After-progress. — April  24,  1895  (ninety-six  hours  after  operation),  the 
gauze  was  removed  from  both  vaginal  and  lumbar  wounds.  April  26. — The 
vaginal  discharge  was  noticed  to  be  offensive,  and  irrigation  with  iodine 
water  brought  away  a  quantity  of  foetid  matter.  All  the  stitches  were 
removed  on  the  fifteenth  day  ;  the  wounds  were  entirely  healed  in  the  early 
part  of  June.  Convalescence  was  uninterrupted,  and  the  immense  cicatrix 
had  been  so  carefully  looked  after  that  it  has  shown  no  tendency  to  bulge.* 

CASE  9. — Acute  peritonitis  due  to  perforated  appendicitis  following 
a  strain — Fcecal  vomiting. 

A  man,  38  years  of  age,  a  patient  of  Dr.  Munro,  Barnard  Castle,  was 
playing  golf  on  October  12,  1893,  and  missing  his  stroke,  strained  his  inside. 
On  the  13th,  some  discomfort  remained,  but  he  was  able  to  attend  to 
his  duties.  On  the  evening  of  this  day  he  took  a  saline  purgative  and  went 
to  bed  early.  During  the  night  he  was  seized  with  an  "  agonizing  "  pain 
inside,  and  a  trained  nurse,  who  was  in  the  house,  thought  he  was  going  to 
die.  After  half  a  grain  of  morphia,  hypodermically,  he  was  relieved,  and  on 
the  14th  seemed  fairly  well.  On  the  15th  he  was  still  better  ;  but  on  the 
morning  of  the  16th  he  vomited  5  pints  of  bad  smelling  fluid.  He  had 
passed  no  wind,  nor  had  his  bowels  moved  since  the  attack  began. 

His  previous  health  had  been  good.  A  year  ago  he  had  a  slight  attack 
of  illness  attended  by  abdominal  pain.  He  had  a  hernia  till  twelve  years 
of  age,  for  which  he  wore  a  truss.  He  was  a  famous  athlete. 

When  I  saw  him  on  the  evening  of  October  17,  he  looked  pale  and 
depressed,  and  his  voice  was  feeble.  His  tongue  was  moist  and  clean. 
Pulse  80,  of  good  volume,  and  he  was  free  from  pain  since  the  morphia. 

His  abdomen  was  much  distended  and  tympanitic  all  over.  It  was 
not  markedly  tender  and  had  a  doughy  feel,  but  nothing  definite  was  dis- 
covered. An  examination  of  the  hernial  sites  revealed  nothing. 

The  same  evening  I  opened  his  abdomen  by  a  3-in.  incision,  and 
explored  the  hernial  rings  from  inside.  Some  clear  serous  fluid  escaped. 
The  small  intestines  were  red,  inflamed,  and  much  distended.  A  distended 
loop  was  drawn  forward  and  opened,  then  sutured  to  the  abdominal  wall 
and  drained. 

The  patient  died  next  day  after  having  brought  up  several  mouthfuls 
of  faecal  matter. 

Post-mortem  (Oct.  19,  1893). — The  small  intestines  were  still  enormously 
distended  and  filled  with  fluid  to  within  one  foot  of  the  enterostomy  open- 
ing which  had  been  made  in  the  lower  jejunum.  There  was  acute  general 
peritonitis,  but  very  little  fluid,  and  only  a  small  quantity  of  purulent  lymph 
in  the  neighbourhood  of  the  caecum. 

The  appendix  was  inflamed  and  large,  and  a  quarter  of  an  inch  from  its  end 
had  a  perforation  in  it  which  admitted  the  tip  of  my  little  finger.  Lying  at 
the  bottom  of  the  pelvis  was  an  entrolith  of  the  size  of  a  cherry  stone, 
which  had  evidently  come  through,  for  it  fitted  the  appendical  opening. 

CASE  10. — Acute  appendicitis  with  perforation  and  peritonitis — 
Removal  of  appendix. 

G.  C.,  age  17,  seen  with  Drs.  Brown  and  Drummond  on  board  H.M.S. 
Castor,  North  Shields. 


*This  patient  is  still  (1915)  alive  and  well,  but  three  years  after  the 
operation  again  developed  appendicitis,  and  had  his  appendix  removed. 
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Six  days  earlier  the  patient  was  attacked  by  abdominal  pain,  and 
vomited.  He  was  treated  by  purgatives  and  enemata,  which  failed  to 
produce  action  of  the  bowels.  The  pain,  at  first  general,  on  the  third  day 
became  localized  in  the  right  side,  where  it  had  remained.  When  I  saw 
him  his  general  aspect  was  bad,  he  was  much  troubled  with  hiccough,  and 
was  frequently  sick,  bringing  up  mouthfuls  of  coffee-ground  fluid.  His 
temperature  was  elevated  ;  pulse  130  and  feeble  ;  abdomen  distended  and 
tender,  especially  on  the  right  side.  In  both  flanks  there  was  dullness  on 
percussion,  but  more  marked  in  the  right.  He  was  too  ill  to  move,  and 
the  operation  was  performed  on  his  bed  in  the  ship,  and  was  encumbered  by 
all  the  difficulties  of  such  a  situation. 

Operation  (Nov.  23,  1893). — The  abdomen  was  opened  in  the  right 
linea  semilunaris.  About  three  ounces  of  foetid  pus  gurgled  out.  The 
appendix  was  found  without  difficulty  ;  its  base  was  ligatured  and  it  was 
removed.  All  visible  intestinal  coils  were  red  and  inflamed.  The  appendix 
had  a  faecal  concretion  in  it,  and  opposite  the  concretion  a  gangrenous  per- 
foration which  allowed  of  its  escape  when  the  appendix  was  drawn  forward. 
The  patient  died  early  next  morning. 

An  interesting  point  in  the  family  history  is  that  his  sister,  age  11, 
had  died  previously  of  the  same  complaint. 

CASE  11. — Case  of  acute  appendicitis,  with  peritonitis — Re-m'i-,,1 
of  appendix  within  forty-eight  hours — Recovery. 

Thomas  A.,  patient  of  Dr.  Martin,  North  Shields,  age  25. 

History. — On  February  15,  1894,  at  9.45  p.m.,  when  in  the  shop,  the 
patient  was  suddenly  seized  with  an  acute  abdominal  pain,  chiefly  round 
the  umbilicus.  He  at  once  gave  up  work  and  walked  home  without 
assistance,  and  was  not  bent  up.  On  arriving  there  he  went  to  bed,  but 
could  not  rest  for  the  pain,  so  he  got  up  and  walked  about.  On  February 
16,  at  3  in  the  morning,  his  bowels  were  moved,  and  he  passed  a  large 
quantity  of  urine,  after  which  he  felt  sick  and  exhausted.  At  4  a.m.  he 
sent  for  Dr.  Martin,  who  gave  opium,  and  ordered  poultices  to  be  applied 
continually.  (These  were  continued  till  the  operation.)  Relief,  however, 
only  slowly  followed.  During  the  day  he  took  small  quantities  of  milk 
and  soda  every  two  hours.  On  February  17,  at  10  a.m.,  as  he  had  not 
passed  any  water  since  4  a.m.  on  the  16th,  and  was  now  unable  to  do  so, 
Dr.  Martin  passed  a  catheter  and  withdrew  2  pints  of  urine.  The  pain, 
which  had  previously  been  diffuse,  now  appeared  to  settle  in  the  right  side  ; 
the  belly  became  tender  and  swollen.  He  was  unable  to  pass  flatus,  and 
felt  sick.  His  health  had  always  been  very  good,  and  he  never  had  pain 
or  trouble  in  his  bowels  before.  He  had  an  injury  to  his  right  ribs  seven 
years  ago.  The  only  point  to  notice  in  his  family  history  is  that  two  brothers 
had  large  abscesses  ;  one  died  from  an  abscess  in  the  side. 

Present  Condition  (Feb.  16,  1894). — Patient  was  a  robust  looking  man, 
who  appeared  very  acutely  ill.  The  pulse  was  80  per  minute,  and  tempera- 
ture 100°  F.  The  tongue  was  furred.  He  could  turn  in  bed  without  help. 
The  various  systems  were  normal. 

Local  Examination. — On  palpation  the  abdomen  was  universally  disten- 
ded and  tense,  but  no  pain  was  caused  on  manipulating  it.  The  right  side 
was  rigid  up  to  the  middle  line  ;  this  was  very  marked  when  comparing  it 
to  the  left  side,  which  was  quite  pliable.  The  whole  right  side  was  so  rigid 
that  it  felt  like  a  board.  Tenderness  was  complained  of  about  MacBurney's 
spot. 
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Treatment. — Removal  of  appendix,  February  17,  1894.  The  abdomen 
was  opened  by  an  incision  in  the  right  linea  semilunaris  of  about  4  in.  in 
length.  The  caecum  was  thus  found  and  drawn  out  of  the  wound  along 
with  some  coils  of  the  small  intestine  lying  near  it  ;  all  were  red  and  lymphy. 
The  appendix  felt  quite  firm,  and  looked  like  a  small  erected  penis.  Its 
mesentery  was  first  clipped  in  forceps,  divided,  then  ligatured.  The 
peritoneal  covering  of  the  appendix  was  cut  by  a  knife  circularly  and  stripped 
back  to  the  base  of  the  appendix.  A  catgut  ligature  was  applied  at  this 
spot  round  the  remaining  walls  of  the  appendix,  and  the  latter  cut  off.  After 
disinfection  of  the  stump  by  actual  cautery,  the  peritoneal  coat  was  stitched 
over  the  whole,  and  the  stump  of  the  appendix  was  depressed  into  the  caecum, 
the  walls  of  which  were  stitched  over  it  by  means  of  Lembert's  sutures, 
The  abdominal  wound  was  then  closed  by  three  tiers  of  specially  prepared 
thick  catgut  sutures,  separate  sutures  being  used  for  each  layer — peritoneum, 
muscles,  aponeurosis  and  skin. 

Pathology. — The  appendix  was  hard,  red,  and  swollen.  On  opening  it, 
in  its  whole  length,  there  was  no  perforation,  but  close  to  the  base  the  mucous 
membrane,  elsewhere  much  swollen,  had  a  gangrenous  spot  on  it  the  size 
of  a  split  pea. 

After-progress. — Five  hours  after  the  operation  flatus  was  passed,  and 
borborygmi  were  heard  in  the  abdomen.  The  patient  passed  a  restless 
evening,  and  at  10  p.m.  6  oz.  of  urine  were  withdrawn  by  means  of  a  catheter. 
On  February  20,  some  symptoms  of  cystitis  were  present,  which  passed 
off  in  a  few  days  under  appropriate  treatment.  The  bowels  were  moved 
for  the  first  time  since  the  operation  on  February  24,  and  the  same  evening 
the  wound  was  dressed  for  the  first  time  and  found  to  be  healed.  After 
this  recovery  was  uninterrupted,  and  by  March  3  the  patient  was  able  to 
to  move  about  the  house.  He  has  no  hernia. 

CASE  12. — Acute  appendicitis — Early  involvement  of  pelvic  perito- 
neum— Diffuse  peritonitis — Drainage — Death. 

W.  K.,  age  42.  A  very  big,  stout  man,  was  seen  with  Dr.  Duke,  of 
Tynemouth.  He  had  never  been  ill  before,  but  two  days  previous  to  the 
sudden  and  severe  commencement  of  his  present  illness,  he  had  felt  some 
uneasiness  in  his  bowels.  There  was  no  bad  pain,  and  he  went  about 
his  duties  and  was  able  to  sleep. 

Early  on  the  morning  of  the  third  day  he  was  awakened  by  an  agonizing 
pain  all  over  the  bowels,  which  made  him  feel  sick  and  faint,  cold  and  sweat- 
ing. He  knew  he  was  very  ill,  and  sent  for  the  doctor.  After  a  hypodermic 
injection  of  morphia,  hot  applications,  etc.,  he  got  relief,  but  never  complete, 
for  he  was  unable  to  pass  flatus,  felt  his  bowels  swollen,  was  very  thirsty, 
and  occasionally  sick.  At  the  end  of  the  fourth  day,  I  saw  him  with  Dr. 
Duke.  He  spoke  cheerfully  and  made  little  complaint,  except  of  having  to 
lie  in  bed,  but  his  grey,  pinched  face  and  dark-rimmed  eyes  told  a  different 
story.  Every  now  and  again  he  swallowed  forcibly,  as  if  to  dispose  of  a 
rising  in  his  throat  which  he  was  attempting  to  keep  back.  There  was 
nothing  in  his  temperature  or  pulse  to  excite  suspicion.  His  abdomen  was 
swollen,  and  more  rigid  than  normal,  and  this  was  specially  marked  on  the 
right  side,  low  down,  where  there  was  also  some  tenderness.  On  examination 
per  rectum,  fullness  and  fluctuation  were  discovered  in  the  pelvis.  We 
agreed  on  the  diagnosis  of  acute  perforating  appendicitis,  with  extensive 
pelvic  peritonitis  and  fluid  in  the  pelvis,  and  made  a  very  gloomy  prognosis. 
Operation  was  discussed,  but  decided  against,  for  it  was  considered  too  late 
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to  attempt  a  radical  operation  with  any  fair  chance  <>l  success,  and  too  early 
to  deal  with  a  possibly  localized  collection  of  fluid,  deep  in  the  pHvis. 
by  simple  drainage.  The  progress  of  the  ease  was  steadily  down  hill. 
tympanitis  increased,  vomiting  was  with  great « -si  diHieulty  restrained,  and 
hiccough  became  a  troublesome  symptom,  and  it  was  evident  to  all  of  us  on 
the  eighth  day,  that  unless  something  more  could  be  done,  the  patient  was 
about  to  die.  Dr.  Duke,  Dr.  Drummond,  and  myself  nut  in  consultation 
on  the  eighth  day,  and  decided  to  give  the  patient  what  chance  drainage  of 
the  collection  offered. 

On  July  23,  1895,  an  oblique  incision  was  made  over  the  caecum, 
which  was  exposed.  My  finger  pushed  over  to  the  inner  side  of  this,  allowed 
of  the  escape  of  a  little  foetid  pus,  which  slowly  oozed  out,  and  I  could  feel 
the  firm,  enlarged  appendix  dipping  over  the  pelvic  brim.  A  full-sized 
india-rubber  drainage  tube  was  left  in  position.  The  patient  soon  recovered 
from  the  anaesthetic  and  appeared  to  be  relieved,  but  six  hours  later  he 
suddenly  collapsed  and  died,  nine  hours  after  the  drainage  tube  was  intro- 
duced. A  limited  post-mortem  examination,  made  by  Dr.  Duke,  showed 
diffuse  peritonitis  due  to  gangrenous  perforation  of  the  end  of  the  appendix. 
A  faecal  concretion  was  found  in  the  peritoneal  cavity,  close  to  the  appendix, 
from  which  it  had  escaped. 

CASE  13. — -Acute  appendicitis  with  peritonitis — Removal  of  appen- 
dix fifty-two  hours  after  commencement — Recovery. 

A  farmer,  29  years  of  age,  patient  of  Dr.  Buttercase,  Forest  Hall, 
was  seized  whilst  at  work  on  the  morning  of  June  16,  1894,  with  a  pain 
in  his  abdomen.  It  began  in  the  left  epigastric  region,  and  was  attended 
with  rumblings  of  wind.  He  stuck  to  work  and  went  out  again  in  the 
afternoon,  though  the  pain  was  no  better.  In  the  evening,  he  took  a  dose 
of  pyretic  saline,  which  increased  the  pain  so  much  that  he  could  not 
rest  all  night,  and  towards  morning  vomited  twice.  His  bowels  were  moved 
several  times.  He  was  unable  to  get  up  the  next  morning,  and  the  doctor 
found  him  with  a  pulse  of  100  and  temp.  99°.  The  second  night  he  was 
still  restless.  On  the  morning  of  the  third  day,  the  pain  and  tenderness 
had  become  localized  to  a  spot  in  the  right  iliac  region.  This  morning  he 
complained  most  of  bladder  symptoms — frequent  and  urgent  desire  to  pass 
water,  and  ability  to  pass  only  a  little  at  a  time.  His  pulse  was  100  ;  temp. 
102°.  On  the  evening  of  this  day,  I  saw  him  with  Dr.  Buttercase.  He 
looked  pinched  and  ill.  His  temp,  was  103-5°  ;  his  pulse  100.  Abdomen 
swollen,  tender,  and  hard  all  over.  His  pain  came  on  in  paroxysms  and 
was  attended  by  rumblings,  but  he  could  pass  no  wind. 

The  operation  was  performed  on  June  18,  1894,  fifty-two  hours  after 
the  beginning  of  the  attack.  On  opening  the  abdomen,  a  small  quantity 
of  flaky,  straw-coloured  fluid  escaped.  The  caecum  was  intensely  red  and 
had  spots  of  lymph  on  it.  On  passing  my  finger  down  on  the  outside  of 
the  caecum,  I  at  once  felt  the  swollen,  hard  appendix,  and  drawing  it  forward 
without  difficulty  removed  it.  The  abdomen  was  entirely  closed  after  the 
caecum  and  outer  pouch  had  been  sponged  dry.  The  appendix  externally, 
as  well  as  being  enlarged  and  hard,  looked  as  if  its  central  portion  was  dis- 
tended by  pus.  On  slitting  it  open  a  sloughing  ulcer  was  found  opposite 
the  yellow-stained  peritoneum,  which  was  the  only  coat  left  between  its 
dirty  contents  and  the  peritoneal  cavity.  There  was  no  enterolith.  The 
patient  made  an  uninterrupted  recovery.  His  wound  healed  by  first 
intention.  He  has  no  hernia. 
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CASE  14. — Acute  appendicitis — Gangrene  of  appendix  and  ccecum — 
Removal  of  appendix — Death. 

M.  R.  T.,  age  30.  Seen  with  Dr.  Percy  Blumer,  of  Sunderland.  On 
Saturday,  June  29,  1895,  abdominal  pain  commenced  after  returning 
from  a  walk  about  7  p.m.  Hot  fomentations  and  brandy  were  tried, 
without  relief.  On  Sunday  morning,  1  a.m.,  the  doctor  was  telephoned 
for.  On  his  arrival,  he  found  the  patient  in  severe  pain,  referred  to  the 
lower  part  of  the  abdomen,  but  especially  the  right  inguinal  region.  Nothing 
was  discovered  by  palpating  the  abdomen.  Morphia  was  given  hypo- 
dermically.  The  temperature  was  normal.  Bowels  had  been  moved  the 
previous  day,  and  there  was  no  vomiting.  Later,  on  Sunday  morning, 
the  patient  was  easy,  and  seemed  better.  An  enema  was  given  in  the  after- 
noon, and  moved  the  bowels.  On  Sunday  evening  she  commenced  vomiting, 
and  some  abdominal  distention  was  noticed.  Her  temperature  was  elevated. 
From  this  time  her  progress  was  steadily  downwards,  temperature  increased, 
abdominal  distention  appeared,  and  vomiting  became  more  frequent. 
On  July  2  (three  days  after  the  attack  commenced)  I  saw  her  with 
Dr.  Blumer,  and  agreed  with  his  opinion  that  the  appendix  ought  to  be 
removed  without  delay.  The  abdominal  distention  and  a  distinct  swelling 
felt  on  the  right  side  were  the  most  important  physical  signs. 

Operation  (July  2,  1895).  —  The  abdomen  was  opened  in  the  linea 
semilunaris,  and  the  caecum  exposed.  It  was  red  and  roughened,  and 
adherent  on  the  outer  side  to  the  parietal  peritoneum.  A  second  incision 
was  carried  from  the  centre  of  the  first  well  back  into  the  iliocostal  space, 
and  the  abdomen  on  the  inner  side  of  and  below  the  caecum  was  thoroughly 
packed  with  sponges.  The  adhesions  on  the  outer  side  were  then  separated 
(they  were  very  feeble),  and  a  cavity  with  stinking  fluid  contents  opened. 
On  drying  and  exposing  this,  a  yellow  sausage-shaped  swelling  was  seen 
lying  in  the  groove  between  the  caecum  and  ascending  colon  on  the  inner 
side,  and  the  peritoneum  lining  the  parietes  on  the  outer.  This  was  easily 
detached,  and  turned  out  to  be  the  appendix.  No  cutting  was  needed  to 
separate  it  from  the  caecum,  to  which  it  was  only  attached  by  a  small  gan- 
grenous thread  of  tissue.  A  gangrenous  ulcer,  perforating  the  caecum,  and 
the  size  of  a  sixpence,  occupied  the  place  of  attachment  of  the  appendix  to 
the  caecum.  The  gangrenous  ulcer  was  dried,  then  swabbed  with  pure 
carbolic  acid,  dried  again,  and  inverted  into  the  caecum  by  Lembert's 
sutures.  The  cavity  on  the  outer  side  of  caecum  and  colon  was  packed 
with  iodoform  gauze,  and  drained  by  a  large  india-rubber  tube.  The 
abdominal  wound  was  entirely  closed,  except  the  portion  behind  where  the 
tube  and  gauze  were  left  protruding. 

The  appendix  was  nearly  4  in.  long,  looked  as  if  it  was  filled  with  pus, 
the  colour  of  which  could  be  seen  shining  through,  and  the  thickness  of  an 
ordinary  middle  finger.  On  slitting  it  up,  the  whole  interior  was  occupied 
by  a  dark  foetid  slough,  but  there  was  no  pus.  Only  the  peritoneal  coat 
remained. 

The  patient  recovered  well  from  the  operation,  and  for  the  first  four 
days  promised  well.  On  the  fifth  day  the  discharge  from  the  tube,  previously 
sweet,  became  abominably  foetid,  and  on  the  sixth  day  the  patient  died. 
There  was  no  post-mortem  ;  but  Dr.  Blumer's  view  is  that  death  resulted 
from  an  extension  of  the  gangrenous  ulceration  of  the  caecum. 

CASE  15. — A  man,  age  23,  over  6  feet  high,  broad  and  strong  in 
proportion,  seen  with  Dr.  Russell,  of  Heaton,  gave  the  following  history  of 
his  illness  : — 
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On  December  17  and  18,  1895,  he  was  troubled  by  diarrlm-a  and  pain 
in  his  abdomen,  but  was  able  to  attend  to  business.  iir  went  to  bed  at 
10  p.m.  on  December  20,  and  slept  soundly  till  II,  when  IK-  was  awakened 
by  a  severe  pain  on  the  right  side  of  his  abdomen.  The  pain  was  so  acute 
that  he  felt  faint,  and  sweated  profusely,  and  for  the  remainder  of  the 
night  got  no  rest.  Dr.  Russell  saw  him  on  the  morning  of  the  liM. 
and  diagnosed  acute  appendicitis.  A  hypodermic  injection  of  morphia 
relieved  the  pain  for  that  day.  It  commenced  again  towards  evening,  and 
he  had  another  bad  night.  On  the  evening  of  the  22nd  I  saw  him.  and 
agreed  with  Dr.  Russell  that  the  case  was  one  of  acute  perforation  of  the 
appendix,  and  required  immediate  operation.  The  muscles  on  the  right 
side  of  the  abdomen  were  markedly  rigid  ;  there  was  great  tenderness  ,  i . 
the  right  iliac  fossa,  with  a  feeling  of  an  indefinite  mass  there  ;  his  tempera- 
ture was  fluctuating  between  101  and  104°,  and  his  pale  appearance,  with 
profuse  sweating,  pointed  to  a  very  serious  illness. 

Operation  (Dec.  23,  1895). — The  abdomen  was  opened  by  an  incision 
in  the  right  linea  semilunaris,  and  the  outer  side  of  the  caecum  was  seen 
to  be  adherent  to  the  parietal  peritoneum.  The  general  abdominal  cavity 
was  packed  with  sponges,  and  a  second  incision  started  from  the  centre 
of  the  first  and  carried  well  back  into  the  iliocostal  space.  The  friable 
adhesions  attaching  the  outer  side  of  the  caecum  to  the  parietal  peri- 
toneum were  then  torn  through,  and  a  horribly  foetid,  dark  fluid  escaped. 
The  appendix  was  lying  pointing  upwards  between  the  caecum  and  ascending 
colon  on  the  inside  and  the  parietal  peritoneum  on  the  outside.  It  was 
ligatured  at  its  base  and  excised.  The  stump  was  seared  with  the  thermo- 
cautery,  and  inverted  into  the  caecum  by  Lembert's  sutures.  The  cavity 
in  which  it  lay  was  cleased,  dried,  packed  with  iodoform  gauze,  and  drained. 
The  wound  was  closed  except  at  the  back,  where  the  drainage  tube  and 
gauze  were  left  protruding.  The  appendix  had  a  gangrenous  perforation 
near  its  centre  as  large  as  the  tip  of  my  little  finger,  and  in  the  lumen  of  it 
opposite  this  spot  an  enterolith  the  size  of  a  cherry  stone. 

After -progress  was  satisfactory  till  December  31,  when  the  patient  com- 
plained of  severe  pain  in  his  left  thigh.  A  severe  attack  of  phlebitis  in  his 
left  femoral  vein  developed,  and  the  swelling  consequent  on  this  had  not 
subsided  when  he  went  to  the  south  of  England,  six  weeks  after  the  operation. 

CASE  16. — A  boy  of  13,  and  a  patient  of  Dr.  Don,  to  whom  I  am 
indebted  for  the  excellent  history  of  his  case. 

The  patient  was  in  perfect  health  up  to  Wednesday,  February  12, 
1896,  when  he  felt  slight  pain  in  his  abdomen  more  or  less  all  day.  The 
pain  did  not  interfere  with  his  appetite.  He  played  football  in  the  after- 
noon and  slept  all  night.  On  the  forenoon  of  February  13  he  had  slight 
twinges  of  pain  in  his  abdomen,  but  was  otherwise  well,  and  played  foot- 
ball energetically  from  12  a.m.  to  1  p.m.  He  then  bolted  a  good  dinner, 
consisting  of  meat  pie  and  date  pudding,  and  ran  out.  About  two  hours 
later  he  began  to  feel  acute  pain  all  over  his  belly,  but  most  on  the  right 
side,  and  soon  had  to  go  to  bed,  when  he  vomited.  Hot  bottles  were  applied 
to  his  belly,  and  a  dose  of  liquorice  powder  administered,  and  early  on 
Friday,  February  14,  his  bowels  acted  four  times.  This  gave  him  no  relief, 
and  pain  and  tenderness  were  marked  in  the  right  iliac  region.  The  muscles 
on  the  right  side  of  the  abdomen  were  rigid  and  contracted  with  the  slightest 
touch.  An  area  about  2  in.  in  diameter  over  the  caecum  had  an  impaired 
percussion  note. 

Saturday,  Feb.  15. — He  had  slept  more  during  the  night,   as  opium 
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had  been  given,  but  he  often  woke  complaining  of  pain.  Except  that 
the  area  of  impaired  percussion  note  had  increased  all  round,  there  was  no 
change  in  his  condition. 

Sunday,  Feb.  16. — Feels  much  better.  Pain  less  severe,  and  handling 
is  better  borne. 

Monday,  Feb.  17. — A  much  easier  day  ;   seems  to  be  getting  well. 

Tuesday,  Feb.  18. — Had  a  fair  night  ;  felt  pain  sometimes  acutely  ; 
slept  for  two  hours  at  a  time  ;  micturition  painful  ;  abdomen  distended ; 
muscles  on  right  side  rigid  ;  percussion  cannot  be  tolerated.  Suppuration 
strongly  suspected.  Evening,  8.40  p.m.,  had  a  rigor  ;  fifteen  minutes  later 
temperature  104-60  ;  breathing  quick  and  irregular  ;  perspired  a  great  deal. 

Wednesday,  Feb.  19. — 3.15  a.m.,  rigor,  temperature  103°.  6.30  a.m., 
rigor  ;  an  hour  afterwards  temperature  105-6°  ;  delirious. 

Operation  (11  a.m). — A  distinct  mass  was  felt  under  chloroform.  An 
oblique  incision  was  made  over  the  caecum,  extending  from  the  iliocostal 
space  behind  to  the  line  of  the  deep  epigastric  artery  in  front,  and  the  caecum 
was  exposed.  The  pelvis  and  the  abdominal  cavity  were  packed  with 
sponges,  and  the  lower  end  of  the  caecum  raised.  Three  or  four  ounces  of 
foetid  pus  escaped,  and  the  appendix  was  seen  lying  curled  up  and  adherent 
in  the  subcaecal  pouch.  On  separating  it  a  small  hole  close  to  its  base 
became  evident,  through  a  gush  of  fluid  faeces  from  it.  The  appendix  was 
excised  and  the  hole  in  the  caecum  closed  by  a  continuous  suture  of  catgut 
through  all  its  coats.  A  further  attempt  to  close  the  opening  by  super- 
imposed Lembert's  sutures  of  silk  was  abandoned  because  the  walls  of  the 
inflamed  caecum  were  too  brittle  to  hold  fine  silk.  The  abscess  cavity  was 
cleansed,  dried  out,  packed  with  iodoform  gauze,  and  drained  through  the 
back.  The  whole  of  the  abdominal  wound  was  closed  by  three  tiers  of 
catgut  sutures,  except  at  the  most  anterior  part,  where  the  gauze  and 
drainage  tube  emerged. 

After-progress. — On  February  21  the  dressing  was  noticed  to  have  a 
faecal  stain  on  it.  The  pus  had  a  faecal  odour,  and  the  dressing  was  stained 
with  faeces  until  February  27.  There  was  suppuration  at  the  lower  four 
sutures,  otherwise  progress  was  satisfactory  and  recovery  uneventful. 

REMARKS. 

ANATOMY. 

The  anatomy  of  the  appendix  has  attracted  a  large  amount  of 
attention  in  recent  years.  Its  position,  its  length,  its  vascular  and 
lymphatic  supply,  and  its  structure,  have  all  received  an  amount  of 
attention  serving  to  show,  at  least,  the  importance  attached  to  it. 

The  position  of  the  appendix  is  of  moment  in  the  prognosis  of  cases 
of  appendicitis,  probably  of  more  importance  than  has  been  generally 
admitted.  An  appendix  lying  between  the  caecum  and  ascending 
colon  on  the  inside,  and  the  parietal  peritoneum  on  the  outside,  or 
lying  covered  up  behind  the  caecum  and  ascending  colon,  when  diseased, 
should  cause  a  different  set  of  symptoms  to  one  lying  in  what  has  been 
described  as  the  normal  position.  (All  observers  are  agreed  that  the 
usual  situation  is  one  inside  of  the  caecum,  the  tip  of  the  appendix  point- 
ing towards  the  spleen.)  A  perforation  in  this  normal  position,  unless 
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small,  with  slow  escape  of  not  very  virulent  contents,  or  preceded  by 
some   inflammatory   matting   of  the   surroundings   of  the   appendix, 
could  scarcely  fail  to  produce,  and  at  once,  a  diffuse  peritonitis.     A 
perforated  appendix  lying  in  either  of  the  first-named  positions,  leaks 
into  a  fairly  localized  space,  and  the  rapidity  with  which  adhesions 
form  tends  still  further  to  localize  the  escaping  contents.     Operation 
on  an  appendix  lying  inside  of  the  caecum  is  attended  by  considerably 
greater  risk  of  septic  contamination  of  the  general  peritoneal  cavity— 
the  greatest  danger  of  the  operation — than  operation  on  one  lying 
outside  of  or  behind  the  caecum  would  be.     If  the  normal  position  of 
the  appendix  was  the  common  one  in  cases  of  appendicitis,  the  pro- 
gnosis of  appendicitis  would  be  worse  than  it  is  ;    but  my  operations 
lead  me  to  believe  that  the  appendix,  in  its  normal  situation,  on  the 
inner  side  of  the  caecum,  is  more  rarely  diseased  than  when  it  lies 
either  outside  of  or  behind  the  caecum.     Why  this  may  be  I  cannot, 
as  yet,  explain,  but  I  venture  to  record  the  observation.     Another 
point  of  practical  importance  in  the  position  of  the  appendix,  which 
has  constantly  to  be  borne  in  mind,  is  that  it  may  hang  over  the  pelvic 
brim  and,  when  diseased,  cause  pelvic  peritonitis.     In  men,  the  true 
cause  is  not  likely  to  be  overlooked  ;    but  in  women,  the  appendix 
may  be  forgotten.     One  other  point  of  practical  importance  in  connec- 
tion with  the  anatomy  of  the  appendix  must  be  mentioned.     Since 
Lockwood  described  the  subcaecal  pouch  (a  pouch  to  be  seen  by  draw- 
ing the  caecum  upwards  and  forwards,  and  which  runs  up  behind  the 
caecum  and  colon,   often  for  several  inches),  many  anatomists  and 
surgeons  have  denied  that  there  is  such  a  thing  as  a  true  retrocaecal 
appendix.     Mr.   Gilbert  Barling,  for  example,  in  his  recent  lectures 
on  appendicitis,   says    that    the  appendix  is  always  intraperitoneal, 
that  it  never  lies  in  the  cellular  tissue  of  the  mesocolon,  and  that  what 
has  led  to  this  error  was  the  presence  of  a  deep  and  overlooked  sub- 
caecal pouch,  in  which  the  appendix  was  hidden.     This  is  a  decided 
fallacy,  for  I  have  dissected  the  appendix  out  of  the  cellular  tissue 
lying  between  the  layers  of  the  ascending  mesocolon  in  at  least  three 
bodies  in   the   post-mortem   room,   when   no   previous   inflammatory 
attacks  had  obliterated  the  landmarks,  and  I  believe  that  the  sym- 
ptoms in  Case  7,  in  which  the  psoas  muscle  was  involved,  and  of  which 
I  have  had  two  others,  the  same  in  every  particular,  depended  upon 
this  anatomical  position. 

The  length  of  the  appendix  has  to  be  remembered,  for  it  some- 
times is  long  enough  to  reach  to  the  bottom  of  Douglas's  pouch,  to 
the  right  kidney,  or  even  to  the  left  iliac  fossa,  and  peritonitis  starting 
in  any  of  these  distant  spots  may  fail  to  be  recognized  as  of  appendical 
origin,  if  the  occasional  and  exceptional  length  of  it  be  forgotten. 

Its  vascular  supply  is  said  to  be  derived  from  a  small  branch  of 
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the  ileocolic  artery,  which  runs  along  the  free  edge  of  its  mesentery, 
and  by  Treves,  and  others,  considerable  importance  is  attached 
to  this  anatomical  point.  Obliteration  of  this  vessel  of  supply  is 
regarded  as  one  of  the  causes,  if  not  the  chief,  of  acute  gangrenous  appen- 
dicitis. This  view  I  regard  as  erroneous,  for  not  only  are  many  small 
arterial  branches  present  in  the  mesentery  beside  the  main  artery  of 
supply,  but  a  fairly  active  circulation  is  carried  on  between  the  caecum 
and  the  appendix.  Of  this  fact  anyone  can  satisfy  himself  if,  after 
dividing  and  ligaturing  the  meso-appendix,  he  cuts  through  the 
appendix  before  the  application  of  a  ligature  to  its  base. 

The  lymphatic  supply,  abundant  as  it  is,  explains  those  cases  of 
peritonitis  due  to  appendicitis  in  which  no  perforation  of  the  appendix 
is  to  be  found.  The  most  common  result  of  lymphatic  contamination 
from  the  appendix  is  the  ordinary  form  of  plastic  peritonitis  ;  an 
abscess  or  a  diffuse  peritonitis  having  this  origin  is  very  rare.  That 
it  may  occur  can  scarcely  be  disputed,  several  careful  and  accurate 
observers  having  described  it ;  but  I  think  that  too  much  importance 
has  been  attached  to  the  few  recorded  examples  of  this  condition.  A 
diffuse  peritonitis  or  an  abscess  are  usually  the  result  of  a  gross  lesion. 

The  structure  of  the  mucous  membrane  of  the  appendix  has  been 
shown  by  Bland-Sutton  and  others  to  closely  resemble  that  of  the 
tonsil,  and  specimens  which  I  have  seen  in  Dr.  Drummond's  possession 
certainly  bear  out  the  analogy.  The  comparison  of  the  histological 
structure  of  the  appendix  with  that  of  the  tonsil  has  been  carried  into 
the  pathology  of  these  organs.  The  sudden  onset  of  acute  inflamma- 
tion in  the  appendix,  without  any  sufficiently  evident  exciting  cause, 
and  the  marked  tendency  to  recurrence  of  such  attacks,  have  thus 
been  compared  to  tonsillitis. 

ETIOLOGY. 

The  cause  or  causes  of  appendicitis  remain  yet  to  be  discovered. 
Of  the  predisposing  causes  we  know  practically  nothing.  A  strong 
claim  has  been  put  in  for  rheumatism  as  predisposing  to  both  tonsil- 
litis and  appendicitis  ;  but  it  would  be  strange  if  this  were  not  so, 
when  for  any  other  form  of  disturbance  attended  by  the  symptoms 
and  signs  of  inflammation  which  cannot  be  understood  or  explained, 
rheumatism  or  gout  are  claimed  as  causes.  A  view  which  more  strongly 
appeals  to  our  present-day  conceptions  is  that  appendicitis,  like  tonsil- 
litis, is  an  infective  inflammation,  and  that  the  infective  agent,  in  the 
case  of  the  appendix,  is  the  bacterium  coli,  a  constant  inhabitant  of 
the  gastro-intestinal  tract.  The  reason  why  the  bacterium  coli  has 
become  specially  vicious,  or  the  appendix  suddenly  vulnerable,  or 
both,  requires  to  be  demonstrated  before  this  explanation  can  be 
accepted  as  proved  ;  and  for  this  confirmation  we  wait. 
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The  mechanical  explanation,  that  the  attack  is  due  to  an  entero- 
lith is  no  longer  tenable.  It  seems  to  me,  however,  that  too  much 
against  this  view  has  been  made  of  the  fact  that  cnteroliths  and  faecal 
concretions  are  so  commonly  found  in  the  appendix,  post  mortem, 
without  having  caused  trouble,  that  they  can  be  of  no  importance. 
The  same  arguments  could  be  used  against  gall,  kidney,  or  even  bladder- 
stones,  and  a  variety  of  other  foreign  bodies.  The  presence  of  a 
foreign  body  alone  will  not  set  up  an  acute  inflammation,  and  the 
most  acute  form  of  appendicitis  may  occur  without  any  enterolith. 
These  things  we  know,  and  knowing  them,  cannot  believe  that  the 
presence  of  an  enterolith  is  the  sole  cause  of  the  inflammation,  but 
that  the  faecal  concretion  deserves  more  consideration  than  has  lately 
been  given  to  it,  I  believe.  That  it  should  be  so  often  met  with  in 
severe  cases  of  appendicitis  if  no  relation  existed  between  the  two 
would  appear  to  be  very  unlikely.  The  frequency  with  which  a  per- 
foration of  the  exact  size  and  shape  of,  and  limited  to  the  bed  of,  the 
enterolith  may  be  observed,  strongly  suggests  that  the  enterolith  in 
many  cases  determines  the  site  of  the  perforation,  if  it  does  not  occa- 
sion it.  Under  the  head  of  causes,  a  question  which  may  be  of  con- 
siderable medico-legal  importance  requires  consideration.  Can  appen- 
dicitis be  caused  by  a  strain  ?  In  three  of  my  cases  the  history  pointed 
so  clearly  to  strain  as  the  cause  of  the  illness  that  it  was  impossible 
to  avoid  the  conclusion  that  the  one  was  produced  by  the  other.  Two 
of  the  cases  (4  and  9)  are  already  recorded.  The  third  case,  a  patient 
of  Dr.  Macaulay's,  had  a  first  attack  immediately  following  the  lifting 
of  a  heavy  box,  and  a  second  attack  some  months  after  whilst  lifting 
a  heavy  sack.  On  the  second  occasion  he  felt  something  "  give  way  " 
in  his  inside,  said  so  to  his  companions,  and  was  at  once  laid  up  with 
a  severe  attack  of  what  was  conclusively  proved  to  be  appendicitis 
by  the  operation  which  followed.  My  brother,  Dr.  A.  E.  Morison, 
has  collected  more  evidence  on  this  point,  and  has  told  me  of  four 
cases  in  which  no  reasonable  doubt  could  be  entertained  as  to  the 
influence  of  strain  in  bringing  on  an  attack.  An  already  damaged 
appendix  appears  to  be  more  susceptible  to  such  injury,  but  a  first 
attack  may  follow  strain.  That  the  appendix  may  be  distended  by 
the  normally  fluid  contents  of  a  caecum  squeezed  hard  by  contraction 
of  the  abdominal  muscles  and  diaphragm,  and  those  contents  not 
always  of  the  least  noxious  character,  possibly  explains  the  occurrence  ; 
but  whether  this  explanation  be  satisfactory  or  not,  the  relation  of 
strain  and  appendicitis  as  cause  and  effect  cannot,  I  think,  be  doubted. 
A  fact  which  I  have  noted  in  the  relation  of  some  of  my  cases, 
and  have  observed  in  others,  is  that  so  many  acute  attacks  of  appendi- 
citis commence  during  sleep,  that  sleep  may  almost  deserve  to  be 
mentioned  under  etiology.  It  seems  probable  that  the  colon  in  its 
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physiological  condition  is  active  during  sleep,  for  the  majority  of 
healthy  individuals  soon  after  getting  out  of  bed  have  to  relieve  them- 
selves of  its  effete  products,  and  this  activity  with  a  damaged  appendix 
may  be  the  explanation  of  the  sudden  rupture  during  sleep.  The 
evidence  I  have  is  not  sufficient  to  allow  of  too  definite  statements, 
but  I  think  the  majority  of  night  attacks  commence  during  the  earlier 
hours  of  sleep,  i.e.,  when  it  is  soundest.  We  know  that  the  amount  of 
carbonic  acid  in  the  tissues  is  increased  during  sleep  ;  we  also  know 
that  carbonic  acid  is  a  stimulant  to  intestinal  movements.  Possibly, 
in  this  way  the  connection  between  sleep  and  the  physiological  and 
pathological  results  mentioned  may  be  regarded  as  more  than  a  coinci- 
dence. 

PATHOLOGY. 

The  condition  of  the  diseased  appendix  has  been  thoroughly 
investigated,  in  hundreds  of  instances,  from  the  most  simple  cases 
of  appendicitis  to  the  most  severe,  and  the  find  has  been  the  effects 
of  inflammation  and  its  results — swelling  and  thickening  ;  ulceration  ; 
cicatrization  and  obliteration ;  abscess  and  perforation ;  gangrene 
and  separation.  The  mildest  form  of  inflammation  is  called  catarrhal, 
the  most  severe,  acute  infective  inflammation.  Between  two  such 
widely  different  conditions  there  are  innumerable  grades,  we  are  told, 
but  each  one  liable  to  overlap,  run  into,  and  become  the  other.  But 
as  to  how  the  inflammation  is  brought  about  we  are  still  in  the  dark. 
After  all,  surgeons  have  probably  less  to  do  with  appendicitis  than 
with  its  results.  It  is  the  form  of  peritonitis  set  up  that  mostly  deter- 
mines the  result  and  the  action  taken.  Hence  the  classification  offered 
at  the  commencement  of  my  paper,  is  based  not  so  much  on  the  condi- 
tion of  the  appendix  as  on  the  direction  taken  by  the  accompanying 
peritonitis.  Like  most  clinical  classifications,  the  one  I  have  made 
serves  best  to  show  the  imperfections  of  dogmatic  divisions,  and  the 
relation  of  my  cases,  up  to  Case  11,  was  so  ordered  as  to  demonstrate 
how  one  class  merged  into  the  other,  and  that  the  distinction  I  have 
endeavoured  to  make  has  no  really  well-defined  existence.  The 
same  is  true  of  what  I  am  about  to  say  concerning  the  appendix  and 
its  relation  to  these  three  classes. 

Three  gross  pathological  conditions  of  the  appendix  have  specially 
interested  me.  The  first  is  a  thick  long  appendix  with  a  lumen  more 
or  less  obliterated.  If  the  obliteration  is  limited  a  stricture  results, 
and  if  the  obliteration  is  on  the  proximal  side  of  the  appendix,  the 
unobliterated  distal  end  is  apt  to  be  dilated  and  cystic.  This  lesion 
appears  to  be  the  result  of  recurring  attacks  of  inflammation,  for  it  is 
found  in  recurring  cases  and  associated  with  plastic  peritonitis.  The 
second  form  is  an  appendix,  with  a  small  punched-out  hole  in  it,  found 
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in  a  dense-walled  abscess.  The  probable  explanation  of  this  is  that 
given  by  Dr.  Drummond  in  the  Northumberland  and  Durliam  Medical 
Journal  for  1894,  p.  126.  He  ascribes  it  to  follicular  abscess  of  the 
appendix,  and  perforation.  In  an  appendix  removed  during  the 
acute  attack,  I  found  precisely  such  a  small  abscess  without  other 
lesion,  as  described  by  Dr.  Drummond.  In  the  third  series,  diffuse 
peritonitis  has  resulted  from  a  gangrenous  perforation  of  the  appendix. 
The  only  satisfactory  suggestion  that  I  have  seen  as  to  the  cause  of 
the  gangrene  is  one  offered  by  Mr.  C.  W.  Cathcart  in  the  Edinburgh 
Medical  Journal  for  November,  1895.  He  there  compares  the  in- 
flamed appendix  to  a  penis  affected  by  acute  balanitis,  and  ascribes 
the  sloughing  of  the  appendix  in  the  one  case,  and  of  the  prepuce  in 
the  other,  to  inflammation  and  pent-up  secretion.  Torsion  of  the 
appendix  and  disease  of  the  artery  of  supply,  given  as  causes  of  acute 
gangrene  by  Treves,  and  other  writers,  verge  on  the  fanciful  in 
pathology. 

Associated  with  a  condition  diagnosed  as  acute  appendicitis,  I 
have  observed  in  two  operation  cases  a  small  perforation  in  the 
caecum  from  a  quarter  to  half  an  inch  from  the  base  of  the  appendix, 
which  was  not  perforated.  What  the  pathology  of  such  a  lesion  may 
be  has  puzzled  me  completely. 

DIAGNOSIS. 

The  diagnosis  of  cases  of  appendicitis  is  difficult,  if  one  may  judge 
by  recorded  cases,  for  every  disease  capable  of  producing  abdominal 
pain  seems  to  have  been  the  cause  of  mistakes.  A  careful  study  of 
the  symptoms  and  signs  will,  however,  in  the  majority  of  instances, 
lead  to  a  sufficiently  characteristic  grouping,  and  present  a  clinical 
picture  distinct  enough  for  the  formation  of  a  reasonable  judgment. 
During  the  first  twenty-four  hours  of  the  illness  all  that  can  be  ven- 
tured on  is  a  diagnosis  of  appendicitis,  for  the  mildest  case  may  have  a 
furious  commencement,  and  the  gravest  case  look  most  benign.  There 
are  certain  signs  and  symptoms  to  which  attention  must  be  directed. 

Pain  is  generally  diffuse  at  first,  but  on  the  second  or  third  day 
becomes  localized  on  the  right  side.  It  is  often  a  misleading  symptom, 
unless  the  sudden  onset  of  it,  and  its  severity,  are  prominent  features, 
as  they  not  infrequently  are. 

Tenderness  is  a  more  definite  symptom,  and  can  usually  be  elicited 
by  making  pressure  with  the  finger  tips  not  far  from,  and  internal  to, 
the  anterior  superior  spine  of  the  ilium  on  the  right  side  (McBurney's 
point). 

Rigidity  is  present  as  a  general  rule  :  early  in  the  most  acute 
cases  the  abdominal  muscles  of  the  right  side,  either  in  whole  or  in 
part,  become  hard  and  resisting,  and  it  is  rare  in  any  case  to  find 
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rigidity  of  these  muscles  absent  during  the  whole  course  of  the  illness. 
Attending  this  rigidity  there  is,  of  course,  more  or  less  interference 
with  the  respiratory  movements  of  the  abdominal  wall. 

The  Presence  of  a  Tumour. — At  the  end  of  the  second  or  third 
day  a  more  or  less  distinct  mass  is  usually  to  be  discerned  in  the  right 
iliac  fossa,  and  chloroform  greatly  aids  the  search.  In  the  early 
stages  this  indefinite  mass  consists  of  intestines  and  omentum  glued 
together,  the  adhesions  often  confining  a  highly  infectious  fluid.  At 
a  later  stage  a  well-defined,  considerable,  and  tender  tumour,  with 
impaired  percussion  note  over  it,  may  safely  be  regarded  as  a  localized 
collection  of  pus.  At  a  still  later  stage  a  well  localized  swelling,  some- 
times closely  resembling  a  kidney  tumour  and  attended  by  flexion  of 
the  corresponding  thigh,  may  be  found.  The  diseased  appendix  is 
then  retrocaecal,  and  the  abscess  surrounding  it  has  involved  the  psoas 
muscle. 

A  hard  and  tender  nodule,  or  any  sort  of  tumour,  remaining  after 
recovery,  suggests  the  probability  of  another  attack,  readily  to  be 
induced  by  active  exercise. 

In  the  worst  cases  a  large  and  sudden  perforation  at  once  causes 
general  peritonitis,  and  no  tumour  is  present. 

Condition  of  the  Bowels. — Either  constipation  or  diarrhoea  may  be 
present  at  first,  though  constipation  and  inability  to  pass  flatus  are 
certainly  the  rule.  Diarrhoea  is  more  common  as  an  early  symptom 
in  children  than  in  adults.  Borborygmi  are  often  to  be  heard  in  the 
early  stages.  In  bad  cases  they  are  not  present  after  the  second  or 
third  day,  but  reappear  later  if  the  paretic  intestines  recover  their  tone. 

Vomiting. — Vomiting  is  usually  a  troublesome  symptom,  but  in 
robust  men  with  abundant  will-power  it  may  be  long  deferred  and 
even  absent.  It  is  not  of  the  same  pumping  character  as  that  attend- 
ing the  ordinary  purely  mechanical  forms  of  intestinal  obstruction, 
and  is  more  readily  arrested  by  opium  and  abstinence  from  food. 
The  vomited  matter  may  be  faecal,  but  this  usually  occurs  later  in  the 
illness,  and  in  smaller  quantities  than  in  cases  of  ordinary  intestinal 
obstruction.  Vomiting,  or  rather  regurgitation  of  coffee-ground 
liquid,  also  occurs  later,  and  is  a  most  unfavourable  sign.  Early 
coffee-ground  vomiting  is  only  noted  in  one  of  my  cases  (Case  3), 
and  is  certainly  rare  in  appendicitis.  It  probably  means  abdominal 
shock  from  perforation  of  the  appendix,  for  it  sometimes  occurs  after 
abdominal  or  pelvic  operations  which  have  caused  severe  shock,  and 
in  such  cases  recovery  frequently  follows. 

Rigors  are  rare  even  when  pus  is  present,  but  repeated  rigors  (as 
in  Case  15)  are  very  strong  evidence  in  support  of  the  presence  of  pus.* 

*  Daily  repeated  rigors  suggest  pyelophlebitis. 
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Distention  of  the  abdomen  may  or  may  not  be  a  serious  sign. 
Early  in  the  illness,  and  unaccompanied  by  peristaltic  intestinal 
action,  it  means  intestinal  paralysis,  due  to  peritonitis,  and  is  of  grave 
significance.  In  doubtful  cases,  which  are  being  watched,  measure- 
ment of  the  abdomen  round  the  umbilicus  is  of  great  value,  for  a 
grave  prognosis  must  always  be  maintained  in  any  case  where  this 
measurement  is  progressively  increasing,  even  though  all  other 
symptoms  and  signs  point  to  amelioration.  Distention  later  in  the 
illness,  when  recovery  seems  assured,  accompanied  by  peristaltic 
intestinal  movements  and  preceded  by  constipation,  may  mean  only 
that  an  action  of  the  bowels  is  demanded. 

Pulse  and  temperature,  unless  a  complete  record  is  presented,  are 
unreliable  guides  to  diagnosis.  In  the  early  stages  a  rise  in  tempera- 
ture is  usually  present,  and  this  is  of  some  diagnostic  importance.  A 
steadily  rising  pulse  points  to  an  increasing  abdominal  lesion.  It  is 
possible,  however,  for  a  patient  to  have  a  good  volumed  pulse  of  80 
and  a  normal  temperature  with  only  a  few  hours  to  live,  and  an  abdo- 
men so  full  of  pus  that  the  ordinary  signs  of  free  fluid  in  the  belly  are 
present. 

The  facial  expression  is,  perhaps,  in  this,  as  in  other  abdominal 
diseases,  of  greatest  importance  as  an  index  of  the  patient's  condition. 
The  pinched,  anxious,  grey  face  of  general  peritonitis  leaves  no  ray  of 
hope  to  the  surgeon,  though  everything  else  seems  fairly  satisfactory. 

Frequent  desire  to  micturate,  with  some  difficulty  in  emptying 
the  bladder,  may  lead  to  a  mistaken  diagnosis.  It  occurs  in  cases  in 
which  the  pelvic  peritoneum  is  inflamed  from  this  or  any  other  cause. 

The  most  difficult  cases  for  diagnosis  are  those  in  which  a  tuber- 
culous or  malignant  infiltration  of  the  caecum  has  caused  a  definite 
tumour,  and  a  correct  opinion  may  then  be  impossible.  On  two 
occasions  I  have  opened  perityphlytic  abscesses  due  to  malignant 
ulceration  of  the  caecum,  believing  that  the  cause  of  the  suppuration 
was  appendicitis.  More  than  once  on  opening  the  abdomen  expecting 
to  find  chronic  abscess  due  to  appendicitis,  I  have  found  a  caecum  infil- 
trated with  tubercle.  On  several  occasions  attention  to  the  following 
points  has  led  me  to  a  right  estimate  of  the  condition. 

In  tuberculous  cases  the  onset  is  not  usually  abrupt  or  definite  ; 
the  course  is  chronic  ;  diarrhoea  is  a  frequent  symptom  ;  the  appear- 
ance of  the  patient,  and  the  history  of  profuse  night  sweats,  are  sugges- 
tive. The  tumour  bears  handling  better  than  that  due  to  appendicitis. 

In  malignant  cases  the  first  symptoms  have  usually  been,  from 
involvement  of  the  ileocaecal  valve,  constipation  and  rumbling  pains, 
the  latter  increased  by  purgatives.  The  course  is  chronic.  Blood  in 
the  evacuations  strongly  suggests  malignant  growth.  Such  a  hard, 
well-defined  tumour  is  occasionally  present  as  to  make  a  diagnosis 
definite. 
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An  accurate  diagnosis  is  in  many  cases  impossible ;  but  for 
practical  purposes  it  is  safe  to  regard  appendicitis  as  the  most  frequent 
cause  of  acute  peritonitis  and  c  inflammation  of  the  bowels,'  and 
always  to  remember  the  appendix  in  any  case  of  sudden,  severe  abdo- 
minal pain,  attended  by  a  rise  in  temperature.* 

PROGNOSIS. 

It  is  the  difficulties  of  prognosis  that  have  caused  the  irreconcil- 
able differences  of  opinion  on  the  question  of  operation.  The  most 
recent,  and  a  very  concise  statistical,  statement  relating  to  prognosis 
that  I  have  seen  is  one  made  by  Hale  White  in  the  Clinical  Journal 
of  March  18,  1896.  He  there  says  :  "  More  than  80  per  cent  of  all 
cases  neither  develop  general  peritonitis  nor  abscess,  and  get  over 
their  attack  without  much  difficulty.  Acute  general  peritonitis  occurs 
in  less  than  10  per  cent  of  all  cases  ;  abscess  also  occurs  in  less  than 
10  per  cent. 

"  Taking  all  these  80  per  cent  (the  first  series  mentioned)  of  the 
cases  together,  at  least  one  in  every  four — I  think  the  proportion 
is  probably  much  higher — will  have  one  or  more  other  attacks,  in 
each  of  which  he  may  be  one  of  the  10  per  cent  who  get  acute  general 
peritonitis,  which  is  almost  certainly  fatal  if  suppurative,  and  prob- 
ably fatal  if  plastic,  or  one  of  the  10  per  cent  who  get  an  abscess,  and 
nearly  half  the  cases  of  abscess  die.  Further,  each  attack  is  painful, 
and  then  compels  the  patient  to  stop  away  from  his  work — a  matter 
of  great  importance  if  he  is  a  wage-earner.  Against  these  facts  you 
have  to  balance  the  fact  that  each  attack  gets  less  and  less  severe  as  a 
rule  (the  italics  are  mine),  and  in  each  attack  there  is  less  chance  of 
general  peritonitis  than  in  a  previous  attack,  for  in  each  attack  the 
local  peritonitis  shuts  the  appendix  off  more  completely  from  the 
general  peritoneal  cavity.  Then,  too,  the  appendix  is  so  variable  in 
position  that  the  surgeon  may  fail  to  find  it — I  have  seen  an  instance 
of  this  quite  recently — or  it  may  be  so  bound  down  by  adhesions  that 
it  cannot  be  removed.  Lastly,  although  the  operation  is  now  so  per- 
fected as  to  be  one  of  the  safest  in  surgery,  yet  no  laparotomy  is  quite 
free  from  risk." 

Hawkins,  in  a  recent  work  on  diseases  of  the  vermiform  appendix, 
so  far  as  I  know  the  best  written  and  most  helpful  book  on  this 
subject,  gives  statistics,  from  which  probably  these  are  taken,  in 
entire  agreement  with  this  quotation. 

The  uncertainty  of  prognosis,  for  it  is  admitted  by  everyone  com- 
petent to  judge,  that  at  the  commencement  of  an  attack  it  is  impos- 
sible to  foretell  the  result,  has  induced  many  excellent  surgeons  to 
advise  early  operation.  McBurney,  Senn,  and  others  in  America 

*  This  is  still  the  most  important  hint. 
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recommend  operation  in  every  acute  case  of  appendicitis  in  which  the 
symptoms  show  no  sign  of  abatement  in  twenty-four  hours.  Dr.  Hume 
goes  further  than  this,  for  at  the  March  meeting  of  the  Northumberland 
and  Durham  Medical  Society,  he  said  :  "  The  surgical  rule  will  become 
—operate  in  all  cases  as  soon  as  you  can."  On  the  other  side  are 
most  physicians,  and  many,  especially  English,  surgeons,  who  are 
opposed  to  operation  in  the  majority  of  cases,  and  base  that  opposition 
on  the  statistics  quoted.  Before  quitting  the  subject  of  these  statis- 
tics, I  would  just  say  that,  taken  as  they  probably  were — Dr.  Hawkins's 
are — from  hospital  records,  they  put  too  favourable  a  complexion  on 
the  prognosis.  In  this  district,  at  any  rate,  the  most  severe  cases 
are  considered  to  be  too  ill  to  be  moved  to  hospital,  and,  anticipating 
death,  prefer  to  stay  at  home  for  the  few  days  of  life  remaining. 

Conflict  of  opinion  is  essential  to  progress,  as  by  it  new  facts  are 
quickly  brought  to  light,  and  fresh  workers  are  induced  to  record 
their  work  and  views. 

In  considering  the  prognosis,  we  have  to  deal  with  two  questions 
— (1)  The  immediate,  and  (2)  The  remote  results,  and  to  remember 
that  a  reasonable  opinion  on  either  can  only  be  based  on  a  knowledge 
of  the  pathological  conditions  likely  to  be  present  in  the  appendix 
itself,  and  in  its  neighbourhood. 

By  following  up  my  own  classification,  it  will  be  easiest  for  me  to 
indicate  the  views  I  hold  at  present. 

The  immediate  prognosis  of  the  simple  cases  is  admittedly  good. 
With  careful  treatment  the  attack  will  pass  off  in  a  few  days.  It  is 
necessary  to  lay  special  stress  on  the  somewhat  stereotyped  phrase 
4  careful  treatment,'  for  is  it  not  possible,  by  the  reverse,  to 
convert  a  simple  into  a  fatal  condition  ?  Would  Case  5,  for  instance, 
have  died  or  even  been  serious  if  the  man  had  stayed  in  bed  and 
avoided  purgatives  ?  A  simple  catarrh  of  the  appendix  should  get 
well,  and  need  not  necessarily  return  ;  but  a  patient  who  has  had  one 
attack  should  be  fully  warned  of  the  possibilities  and  urged  not  to 
neglect  or  treat  himself  for  even  trifling  abdominal  symptoms.  A 
patient  who  has  completely  recovered  and  is  not  going  to  have  another 
attack,  should  regain  entirely  his  previous  condition.  If  he  does  not, 
there  are  various  signs  and  symptoms  which  point  to  the  possibility 
of  further  trouble,  and  I  am  disposed  to  lay  some  stress  on  them.  A 
sensitive  lump  remaining  in  the  right  iliac  fossa,  however  small,  is 
significant  of  danger.  Unusual  tenderness  over  McBurney's  spot 
after  the  attack  has  passed  off  is  an  indication  that  all  is  not  right. 
Dyspeptic  symptoms,*  with  irregular  bowel  action  and  a  certain  amount 

*  Many  years  later  this  was  rediscovered  in  ////.v  cmintnj  and 
America,  and  called  appendix  dyspepsia. 
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of  anaemia  and  malaise,  are  often  present  after  the  first  or  subsequent 
attacks,  and  seem  to  mean  chronic  mischief  in  the  appendix,  for  they 
are  not  unusual  accompaniments  of  the  relapsing  form,  and  only 
disappear  with  the  removal  of  the  appendix.  Patients  have  variously 
described  to  me  the  sensations  preceding  another  attack  as  a  "  weak- 
ness," "  a  deep  uneasy  itching,"  "  an  occasional  pricking,"  "  a  short, 
sharp  stab  on  making  sudden  exertion,"  and  as  these  symptoms  have 
disappeared  after  operation,  it  seems  reasonable  to  attribute  them  to 
a  still  sensitive  appendix  and  to  anticipate  further  trouble.  If  this 
expectation  be  realized,  will  the  second  attack  be  more  mild  or  more 
severe  than  the  first  ?  In  answer  to  this,  I  believe  that  all  that  possibly 
can  be  said  is  that  the  most  sudden  and  severe  forms  due  to  a  large 
perforation  and  general  peritonitis  are  uncommon  after  a  previous 
attack,  and  that  the  first  attack  is  in  some  measure  a  guarantee  against 
the  most  virulent  type  of  the  disease,  but  there  are  exceptions. 

My  notes  remind  me  of  the  case  of  a  strong  young  servant  girl 
who  was  sent  to  the  Infirmary  by  Dr.  Coley,  six  years  ago,  under 
Dr.  Drummond's  care,  with  a  mild  attack  of  appendicitis.  I  saw 
her  then,  but  the  attack  was  so  mild,  and  so  quickly  passed  off,  that 
the  question  of  operation  was  never  raised.  Eleven  months  later  the 
same  girl  was  readmitted  to  the  Infirmary  moribund  from  acute 
peritonitis,  and  I  opened  and  drained  her  abdomen.  The  following 
day  she  died,  and  on  post-mortem  examination  a  perforated  appendix 
with  diffuse  septic  peritonitis  was  found  to  be  the  cause  of  death. 
Many  similar  experiences  have  led  me  to  entertain  fears  for  the  future 
safety  of  a  patient  who  has  had  one  attack  of  appendicitis. 

After  a  second  or  a  third  attack,  the  prognosis,  so  far  as  life  is 
concerned,  all  recent  authors  are  agreed,  is  improved,  and  with  this  view 
I  entirely  concur.  It  is  comparatively  rare  to  have  either  abscess  or 
general  peritonitis  after  many  attacks.  The  adhesions  resulting  from 
old  attacks,  the  thickening  of  the  appendix,  its  gradual  obliteration, 
and  its  increased  vascular  supply  may  be  given  as  explanations  of 
what  is  an  admitted  fact.  A  frequent  recurrence  of  small  attacks 
may,  I  believe,  lead  to  natural  cure.  As  to  the  statement  usually 
made  of  relapsing  cases,  as  by  the  author  quoted,  that  "  each  attack 
gets  less  and  less  severe  as  a  rule,"  my  own  experience  has  not  been  so 
satisfactory.  A  medical  student,  whose  appendix  I  removed  after 
the  third  attack,  and  saw  with  Dr.  Bennington,  gave  the  following 
history : — His  first  attack  of  abdominal  pain  occurred  suddenly 
during  the  night  of  Easter  Monday,  1892.  He  was  in  bed  one  day 
and  out  the  next.  The  second  attack  occurred  in  September,  1892. 
It  also  commenced  during  the  night.  The  pain  was  more  severe,  and 
was  attended  by  vomiting,  and  though  he  only  stayed  in  bed  a  day, 
the  attack  "  took  greater  hold  of  him."  The  third  attack,  in  March, 


SURGICAL     CONTRIBUTIONS— ABDOMINAL  -j  i  , 

1893,  lasted  for  six  days,  was  attended  by  a  high  temperature,  tender- 
ness, and  swelling  of  the  bowels,  and  caused  a  recognizable  lump  in 
his  right  iliac  fossa.  A  boy,  age  nine  years,  seen  with  Dr.  W.  G. 
Richardson,  and  whose  appendix  I  removed  on  November  10,  1894, 
gave  the  following  history  : — For  the  last  three  years  he  had  frequently 
been  troubled  with  abdominal  pain.  It  came  on  generally  after 
laughing  heartily,  or  pulling  or  lifting.  The  first  bad  seizure  com- 
menced in  the  morning  after  lifting  a  heavy  stone  in  the  garden.  He 
went  to  bed  for  the  rest  of  the  day,  and  was  better  next  morning. 
The  second  attack  occurred  six  months  previous  to  the  operation, 
and  was  similar  to  the  earlier  one  ;  but  he  vomited.  The  third  attack 
was  a  fortnight  before  operation.  It  came  on  in  the  night,  and  the 
pain  was  very  severe.  He  could  only  lie  curled  up  on  his  right  side, 
and  his  abdomen  was  very  tender  to  the  touch.  After  vomiting 
towards  morning  he  fell  asleep.  In  half  an  hour  he  was  awakened 
by  violent  pain,  and  vomited  again.  In  the  course  of  the  day  he 
improved,  and  next  day  .was  well. 

The  intervals  between  attacks  may  be  several  years.  The  longest 
I  have  known  was  that  of  a  lady  of  72  years,  seen  with  Dr.  Munro, 
of  Barnard  Castle.  She  gave  a  clear  history  of  an  attack  of  appendicitis 
thirty-six  years  before,  which  had  incapacitated  her  for  six  months, 
and  from  which  she  eventually  recovered.  No  trouble  of  the  same  sort 
had  been  felt  from  that  time  till  the  last  illness  in  which  we  saw  her. 
She  died  of  septicaemia,  due  to  a  large  abscess  extending  from  the 
right  iliac  region  to  the  loin.  Post-mortem  examination  showed  that 
this  was  due  to  a  perforated  retrocaecal  appendix. 

The  prognosis  of  the  second  class  of  case. — Those  in  which  an  abscess 
or  a  localized  collection  of  fluid  is  present,  is  more  immediately  serious 
than  that  of  the  first.  A  more  severe  lesion  of  the  appendix  is  present, 
usually  a  perforation,  and  the  localization  of  the  accompanying  peri- 
tonitis is  dependent  on  several  factors.  The  most  important  would 
appear  to  be  : — (1)  The  condition  of  the  contents  of  the  appendix, 
whether  noxious,  i.e.,  highly  infective,  or  comparatively  harmless ; 
(2)  The  position  of  the  appendix  ;  (3)  The  size  of  the  perforation  ; 
and  (4)  The  presence  or  absence  of  limiting  adhesions  from  old  attacks. 

Before  making  a  prognosis,  these  several  points  require  consider- 
ation first,  and  the  difficulties,  in  the  early  days  of  the  attack  at  least, 
appear  to  be  at  present  insurmountable.  Before  opening  the  abdo- 
men in  some  of  the  most  acute  cases  (as  Case  6),  it  may  be  impossible 
to  say  whether  the  peritonitis  is  localized  or  diffuse ;  and  even  after 
operation  doubts  may  still  linger.  The  only  test  that  I  have  found 
to  be  of  service  is  a  knowledge  of  the  tension  of  the  fluid.  If  it  is  pent 
up  a  free  gush  follows  the  incision  into  the  abdomen,  and  the  pro- 
gnosis is  hopeful ;  if  on  the  other  hand  the  fluid  wells  out  with  diffi- 
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culty,  the  probabilities  are  that  it  is  diffused  throughout  the  intestinal 
coils.  The  prognosis  of  these  acute  cases,  if  left  alone,  is  very  bad. 
Only  the  flimsiest  of  adhesions  are  separating  a  highly  noxious  fluid 
from  the  general  peritoneal  cavity,  and  a  few  hours  delay  in  operating 
or  rough  handling  of  the  patient  may  decide  his  fate.  When  the  pro- 
cess is  less  acute,  time  is  left  for  the  formation  of  stronger  adhesions 
and  the  development  of  pus.  So  much  in  the  prognosis  is  determined 
by  a  knowledge  of  the  presence  of  pus,  that  no  excuse  is  needed  for  a 
short  mention  here  of  some  points  in  the  diagnosis.  The  cases  in 
which  abscess  formation  may  be  anticipated  are  those  which  com- 
mence acutely,  with  high  temperature  and  steadily  get  worse  during 
the  first  few  days.  The  pain  may  be  described  as  severe,  but  is  seldom 
agonizing.  A  swelling  is  felt  in  the  right  iliac  fossa  on  the  second  day, 
and  by  the  fourth  day  the  swelling  has  become  a  tender,  firm  lump.* 
Rigidity  and  swelling  are  limited  to  the  right  side  of  the  abdomen. 
Vomiting  has  ceased  after  the  second  day  or  is  inconsiderable.  The 
patient,  though  feverish  and  ill,  is  not  dangerously  depressed.  At 
the  end  of  a  week  of  careful  treatment,  if  a  definite  tender  lump  is 
still  present  the  diagnosis  of  pus  may  be  made  with  considerable  confi- 
dence, even  though  no  rise  of  temperature  is  present  and  no  rigors 
have  been  experienced.  The  prognosis  can  now  be  considered.  Some 
of  these  cases  get  well  if  left  alone,  and  it  has  been  suggested  that  the 
pus  in  such  instances  has  been  absorbed.  In  operating  on  cases  in  the 
interval  between  attacks,  I  have  several  times  found  whilst  separating 
adhesions  round  the  appendix  a  firmly  adherent  yellowish,  granular- 
looking  deposit,  which  could  scarcely  be  anything  but  the  remains  of 
an  abscess,  and  the  same  condition  has  been  met  with  by  others  also. 
Though  this  is  evidence,  so  far  as  it  goes,  in  favour  of  the  disappearance 
of  an  abscess,  it  does  not  follow  that  the  pus  has  been  absorbed,  and  I 
cannot  help  thinking  that  this  must  be  a  rare  event.  In  three  of  such 
cases,  on  separating  the  diseased  appendix  from  the  caecum,  I  found 
a  hard  patch  on  the  latter,  and  in  two  instances,  in  the  area  of  the  hard 
patch,  was  able  to  demonstrate  with  a  probe  a  small  opening  into 
the  caecum.  The  obvious  conclusion  for  these  cases,  at  least,  was 
that  an  appendix  abscess  had  relieved  itself  by  perforating  the  caecum, 
and  this  explanation  would,  I  believe,  be  found  more  often  if  carefully 
sought  for.  That  pus,  unless  in  large  quantity,  would  be  recognized 
as  such  after  traversing  the  whole  colon  is  most  unlikely  ;  so  that 
this  method  of  evacuation  may  frequently  have  been  overlooked.  It 
may  be  that  this  explains  the  stercoral  ulcers  of  the  older  pathologists, 
who  must  have  had  some  foundation  for  their  observations  on  this 

*  This  is  scarcely  yet  sufficiently  known — leucocytosis  is  an  impor- 
tant sign  in  addition. 
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point.  The  resistance  which  peritoneal  adhesions  may  offer  to  pus 
was  well  demonstrated  in  a  post-mortem  I  recently  saw  with  Dr. 
Beattie,  and  as  it  is  necessary  for  my  contention  that  the  adhesions 
should  resist  the  advance  of  pus  more  strongly  than  the  walls  of  the 
viscera,  and  as  the  case  is  an  interesting  one,  of  widespread  lesions 
due  to  appendix  perforation,  short  notes  of  it  are  of  interest  in  this 
connection.  The  patient  was  a  young  man,  admitted  to  the  Infirmary 
in  very  bad  condition,  with  a  history  of  abdominal  illness  which  had 
commenced  acutely  two  months  previously.  The  appendix  was 
thought  to  be  the  cause  of  his  illness,  but  as  he  was  obviously  too  ill 
for  operation  nothing  was  done,  and  he  died  three  days  after  admis- 
sion. On  opening  the  abdomen,  the  parietes  were  found  to  be  infil- 
trated with  pus.  On  exposing  the  intestines,  they  appeared  to  be 
matted  together  by  a  plastic  peritonitis,  and  no  pus  was  seen  on  the 
outside  of  them.  On  separating  the  adherent  coils  of  intestines, 
pockets  of  pus  were  met  with  at  several  places,  each  containing  from 
half  an  ounce  to  two  ounces.  In  some  of  them  fluid  faeces  were  also 
found.  On  particular  examination  of  these  pockets  an  ulcer  was 
observed  on  the  outer  surface  of  the  intestine,  and  on  slitting  open 
the  bowel  opposite  to  this  spot,  a  perforation  into  the  intestine  could 
be  seen.  The  larger  size  of  the  ulcer  on  the  outside,  and  the  clean  cut 
hole,  without  ulceration,  on  the  inner,  made  it  clear  that  the  perfora- 
tion was  from  without  inwards.  The  right  pleura  contained  fully  a 
pint  of  pus,  and  an  examination  of  the  cavity  showed  that  the  dia- 
phragm covering  the  convex  surface  of  the  liver  was  perforated  by  a 
sloughing  ulcer  large  enough  to  admit  an  index  finger  into  an  abscess 
sac  between  the  upper  surface  of  the  liver  and  the  diaphragm.  The 
whole  of  the  upper  convex  surface  of  the  liver  round  the  abscess  was 
firmly  adherent  to  the  diaphragm,  and  the  pus  shut  in  by  adhesions 
between  the  liver  and  the  diaphragm  had  found  its  way  through  the 
latter  into  the  pleura.  The  capsule  of  the  liver  forming  the  lower 
wall  of  the  abscess  was  much  thickened.  The  liver  itself  was  health  v 
throughout.  The  inflammatory  matting  was  well  marked  in  the 
right  iliac  fossa,  and  the  appendix,  buried  in  adhesions,  had  a  large 
perforation  in  it. 

That  a  large  abscess  may  empty  itself  through  the  intestine  with 
a  satisfactory  result  is  clearly  proved  by  the  case  of  a  boy,  12  years  of 
age,  whom  I  saw  with  Dr.  L.  Eastwood,  at  Darlington.  The  patient 
was  very  ill,  gave  a  graphic  history  of  an  acute  attack  of  appendicitis, 
and  had  a  large  abdominal  swelling,  which  we  diagnosed  as  an 
appendical  abscess.  Operation  was  arranged  for  next  day.  On  the 
evening  of  my  visit  he  evacuated  by  the  rectum,  along  with  some 
ordinary  motion,  about  a  pint  of  offensive  pus.  The  swelling  and 
tenderness  rapidly  subsided,  and  he  soon  recovered. 
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Or  an  abscess  may  burst  into  the  bladder  and  recovery  follow. 

A  girl  of  16  was  attended  by  Dr.  Smith,  of  Ryton,  for  an  attack 
of  appendicitis.  A  tender  swelling  formed  in  her  right  iliac  fossa, 
and  in  spite  of  careful  treatment,  showed  no  sign  of  lessening.  She 
was  sent  to  see  me,  and  admitted  to  the  Infirmary  under  Dr.  Arnison's 
care.  Whilst  waiting  for  operation  the  abscess  burst  into  her  bladder, 
and  abundance  of  pus  passed  with  the  urine.  The  swelling  and  tender- 
ness gradually  diminished,  and  for  some  weeks  she  continued  to  pass 
pus  with  her  urine,  but  eventually  recovered. 

Or  an  abscess  may  burst  externally,  a  not  uncommon  result 
formerly,  and  leave  a  faecal  fistula.  The  longest  time  I  have  known  a 
fistula  from  this  cause  to  remain  open  has  been  for  five  months.  As 
a  rule  the  faecal  discharge  ceases  in  a  few  days,  and  the  fistula  appears 
always  to  close  spontaneously  if  kept  clean. 

Probably  the  most  common  course  of  the  abscess  is  to  spread  and 
cause  a  gradually  extending  infection  of  the  peritoneum,  as  in  some 
of  the  cases  I  have  recorded  ;  but  the  rupture  may  occur  suddenly, 
as  in  the  case  of  a  young  man  of  18,  on  whom  I  made  a  post-mortem 
examination  with  Dr.  Smith,  of  Ryton.  His  history  was  that  the 
illness  commenced  suddenly  a  week  previously  with  abdominal  pain, 
recognized  as  being  due  to  appendicitis.  The  first  alarming  symptoms 
were  all  favourably  influenced  by  morphia  and  rest ;  and  though  he 
did  not  get  well,  and  the  swelling  in  his  iliac  fossa  remained  tender, 
no  symptoms  to  cause  anxiety  developed  till  the  eighth  day.  At 
one  o'clock  in  the  afternoon  of  this  day  he  was  suddenly  seized  with 
severe  pain  ;  frequent  desire  to  micturate,  and,  becoming  seriously 
collapsed,  died  in  about  two  hours.  Post-mortem  examination  showed 
that  his  pelvis  was  full  of  creamy  pus,  evidently  recently  poured  into 
it,  for  the  coils  of  intestine  lying  loose  there,  and  floating  in  the  pus, 
were  little  changed.  There  was  a  large  abscess  in  the  right  iliac  fossa, 
the  walls  of  which  were  largely  made  up  of  matted  intestine.  In  the 
centre  of  the  abscess,  and  on  the  inner  side  of  the  caecum,  lay  the 
appendix,  the  distal  half  of  which  was  gangrenous  and  nearly  separated. 

I  attach  great  importance  to  regular  measurements  of  the 
abdomen  round  the  umbilicus  in  all  severe  cases.  A  gradually  in- 
creasing girth  points  to  a  spreading  peritonitis. 

An  equally  important  prognostic  sign  is  the  condition  of  the  pulse. 
A  steadily  rising  pulse  means  an  extension  of  the  peritonitis. 

In  the  cases  where  an  abscess  has  burst,  or  has  been  opened,  the 
prognosis  as  to  future  attacks,  in  the  majority  of  instances,  must 
remain  uncertain.  It  has  been  assumed,  too  readily,  I  imagine,  that 
when  suppuration  has  taken  place  the  appendix  has  been  destroyed 
to  such  an  extent  that  it  will  cause  no  further  trouble.  That  this  is 
so  in  some  cases  is  perfectly  certain,  for  in  one  patient  sent  to  me  by 
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Dr.  Biittercase,  of  Forest  Hall,  and  admitted  to  the  Infirmary  under 
Dr.  Arnison's  care,  the  whole  gangrenous  appendix  escaped  with  the 
pus  through  an  incision  made  for  the  evacuation  of  the  abscess.  Such 
complete  evidence  of  destruction  of  the  appendix  is  seldom  available, 
and  future  trouble  from  the  appendix  is  in  store  for  a  fair  percentage 
of  the  patients  who  have  suffered  from  abscess.  In  the  Roosvelt 
Hospital,  in  New  York,  Dr.  Hartley  showed  me  a  boy  convalescent 
after  removal  of  his  appendix.  During  the  two  preceding  years  he 
had  two  attacks  of  appendicitis,  and  on  each  occasion  an  abscess  was 
opened.  During  the  third  attack  his  perforated  appendix  was  excised. 
Dr.  Hartley  then  told  me  that  Dr.  McBurney  and  he  had  had 
several  similar  experiences.  A  medical  student  I  operated  on  for 
Dr.  Drummond  gave  a  history  of  a  previous  attack,  with  suppuration 
followed  by  a  faecal  fistula  which  took  some  months  to  heal,  five  years 
before  the  attack  of  appendicitis  he  had  in  Newcastle.  Since  publish- 
ing the  first  portion  of  my  present  paper,  I  have  had  to  open  a  second 
acute  appendical  abscess  in  Case  8,  ten  months  after  the  first  operation. 

The  prognosis  of  cases  of  perforated  appendix  with  diffuse  peri- 
tonitis is  one  of  the  most  hopeless  in  surgery. l  Without  operation,  it 
is  safe  to  say  that  all  cases  die  ;  but  it  must  also  be  recognized  that  in 
many  cases  operation  has  only  added  to  the  patient's  misery  and 
hastened  the  end.  Prognosis  must  be  based  on  an  accurate  diagnosis, 
and  the  difficulty  of  saying,  in  these  cases,  that  the  peritonitis  is 
diffuse,  is  so  great  as  to  be  practically  insurmountable.  A  reasonable 
prognosis  can  only  be  arrived  at  after  operation  ;  hence  this  class  will 
be  more  fully  considered  later,  under  the  heading  of  treatment.  Many 
of  the  most  acute  cases  in  this  class  give  a  history  of  great  value  for 
diagnosis  and  prognosis.  Abdominal  uneasiness  or  bearable  pain  for 
a  few  days  is  suddenly  followed  by  what  is  usually  described  as  "  acute 
agony."  In  every  case  of  this  sort  that  I  have  seen,  either  at  operation 
or  post  mortem,  a  large  recent  hole  has  been  found  in  the  appendix, 
and  the  only  hope  lies  in  operation  at  the  earliest  convenient  hour. 

Perhaps  the  most  hopeless  cases  are  those  in  which  an  abscess 
has  burst  into  the  peritoneum. 

Only  two  other  points  bearing  upon  prognosis  will  be  considered 
here.  The  first  is  the  duration  of  the  disease  at  the  time  when  opera- 
tion is  undertaken.  It  has  long  been  recognized  for  all  cases  of  perito- 
nitis, that  the  longer  the  patient  survives  the  more  hopeful  the  prognosis 
becomes,  and  that  when  well-developed  pus  is  found  in  the  peritoneum, 
the  prognosis  should  not  be  altogether  bad.  The  two  statements 
amount  to  the  same  thing,  for  a  patient  with  the  most  virulent  form 
of  peritonitis  does  not  live  long  enough  to  admit  of  genuine  pus  forma- 


1  See  Halifax  Address  for  correction  of  this  statement. 
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tion,  and  dies  soon,  either  because  the  cause  of  the  peritonitis  has  been 
specially  active,  or  because  the  tissues  have  offered  a  feeble  resistance. 
The  second  point  concerns  the  actual  cause  of  death,  in  the  form 
of  peritonitis,  which  we  are  considering,  for  the  prognosis  must 
depend  upon  whether  that  can  be  treated  surgically  or  otherwise 
with  any  chance  of  success.  The  actual  cause  of  death  in  any  form  of 
peritonitis,  as  pointed  out  most  forcibly  by  Mr.  Treves,  is  not  the 
amount  of  inflammation,  not  the  mechanical  effect  of  interference 
with  important  structures,  not  anything  else  but  absorption  of  the 
causes  or  products  of  the  peritonitis.  No  form  of  antitoxin  has  yet 
been  discovered  to  have  any  influence  on  such  causes  and  products, 
so  that  our  present  reliance  has  to  be  placed  entirely  on  surgical 
measures,  hence  the  importance  of  considering  whether  these  are 
likely  to  hold  out  any  prospect  of  success.  It  has  for  some  time  been 
recognized  by  abdominal  surgeons  that  certain  forms  of  pus  found  in 
the  peritoneal  cavity  are  much  more  virulent  than  others  apparently 
the  same,  and  that  the  peritonitis  resulting  from — for  example,  a  pyo- 
salpinx  due  to  gonorrhoea — is  amenable  to  simple  drainage,  whilst 
that  form  resulting  from  a  burst  pyosalpinx  due  to  puerperal  infection, 
is  apt  to  cause  death  in  spite  of  the  most  energetic  treatment.  Bac- 
teriologists have  explained  this,  and  may  be  expected  to  clear  up 
many  other  of  the  difficulties  arising  in  connection  with  abdominal 
surgery.  Already  it  seems  probable  that  the  common8;  form  of  acute 
peritonitis,  due  to  ruptured  appendix,  is  the  result  of  infection  with 
the  bacterium  coli  alone,  and  is  amenable  to  surgical  measures,  the 
more  virulent  forms,  fortunately  rare,  being  due  to  a  mixed  infection 
by  staphylococci  and  streptococci  as  well.  I  think  it  may  be  accepted 
that  the  cause  of  death  in  the  majority  of  cases  of  peritonitis  following 
appendicitis  is  septic  intoxication,  and  that  if  the  products  of  inflam- 
mation can  be  satisfactorily  removed,  the  prognosis  will  be  considerably 
brightened. 

TREATMENT. 

No  subject  of  late  years  has  caused  so  much  discussion  and  con- 
tention 'as  the  treatment  of  appendicitis,  and  there  are  still  a  large 
number  of  questions  in  connection  with  it  which  will  continue  to  be 
for  some  time  unsettled.  The  consequence  of  such  differences  of 
opinion  is  that  no  conscientious  and  intelligent  practitioner  can  feel 
satisfied  with  the  dogmatic  assurance  of  any  physician  that  "  opera- 
tion is  seldom  if  ever  required,"  or  with  that  of  the  up-to-date  surgeon 
who  says  "  every  case  as  soon  as  diagnosed  should  be  operated  upon." 
To  say  that  the  truth  lies  between  the  two  extremes  may  be,  and 
probably  is,  correct,  but  such  a  general  view  is  not  very  helpful.  The 
whole  circumstances  and  surroundings  in  connection  with  each 
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individual  case  must  be  carefully  considered  before  a  reasonable  judg- 
ment can  be  given  as  to  the  course  to  be  pursued  in  the  particular 
instance  brought  under  notice,  and  nothing  could  be  more  dill i< -nil 
occasionally  than  to  decide  for  the  best.  Such  decision  obviou six- 
depends  chiefly  upon  a  correct  diagnosis  and  a  knowledge  of  the  pro- 
gnosis based  upon  pathology.  Much  of  what  I  have  to  say  upon 
treatment  has  doubtless  been  better  said  before,  but  a  careful  study 
of  this  subject  and  considerable  experience  in  it  induces  me  to  record 
my  own  views,  with  the  reasons  for  them,  with  the  object  of  helping 
others  who  have  not  yet  had  the  opportunity  of  testing  opinions  l>\ 
their  own  knowledge. 

The  statement  has  been  gravely  made  that  opium  should  not  be 
administered  in  any  case  of  appendicitis ;  but  in  nineteen  cases  out  of 
every  twenty  the  practitioner's  services  are  primarily  requested  for 
the  relief  of  pain,  and  if  he  does  not  soon  relieve  this  urgent  sym- 
ptom, he  may  rest  assured  that  some  one  else  will.  Opium,  it  is  true, 
removes  the  pain  and  masks  all  the  symptoms  ;  but  if  the  dangers  of 
its  administration  were  many  times  greater  than  they  are,  it  would 
still  have  to  be  given.  Every  man  in  large  practice  knows  this,  so 
that  any  arguments  as  to  why  opium  should  not  be  used  are  thrown 
away  and  suggest  insufficient  knowledge  of  human  needs. 

On  seeing  a  case  of  appendicitis  then,  we  may  take  it  for  granted 
that  the  first  indication  is  to  relieve  pain  by  a  sufficient  dose  of  opium, 
and  for  this  purpose  I  prefer  that  it  be  administered  hypodermically. 
Three  minims  of  the  B.  P.  hypodermic  injection  of  morphia  (equal  to 
nearly  one-third  of  a  grain  of  morphia)  is  the  most  efficient  and  satis- 
factory means  of  giving  it.  The  immediate  effect  of  the  dose  is  to 
produce  an  improvement  little  short  of  miraculous  from  the  patient's 
and  friends'  point  of  view,  but  the  surgeon  should  not  be  so  easily  misled. 
Even  at  this  early  stage  certain  cases  which  I  have  previously  indi- 
cated, viz.,  those  preceded  by  a  day  or  two  of  indefinite  aching,  and 
brought  under  notice  by  4  agonizing  pain,'  require  immediate  opera- 
tion if  they  are  to  have  the  best  chance,  for  they  come  under  the  same 
category  as  ruptured  ulcer  of  the  stomach  or  rupture  of  any  other  of 
the  abdominal  viscera.  With  this  exception  the  case  will  be  treated 
by  rest  in  its  widest  acceptation.  A  good  bed,  a  trained  nurse,  and 
abstinence  from  food  are  the  ordinary  measures  in  use.  No  effort 
should  be  allowed  on  the  part  of  the  patient,  who  should  lie  as  quietly 
as  possible  in  one  position  in  bed.  To  get  up  even  for  purposes  of 
micturition  or  defaecation  is  to  be  strictly  forbidden.  A  large  hot 
linseed  meal  poultice  over  the  abdomen  for  an  hour,  followed  by  a 
thick  hot  layer  of  cotton-wool,  certainly  gives  relief,  and  can  do  no 
harm.  The  same  cannot  be  said  of  leeches,  the  bites  of  which  may 
complicate  the  wound  treatment  if  an  operation  should  be  necessary. 
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On  the  question  as  to  whether  purgatives  or  enemata  should  be 
administered  in  the  early  stages,  I  hold  strong  views.  That  benefit 
may  follow  their  use  in  certain  cases  I  do  not  care  to  deny,  but  that  a 
bad  attack  may  be  prevented  or  removed  by  a  purgative  or  an  enema 
my  pathological  information  will  not  allow  me  to  believe.  The  cases 
that  get  well  after  a  purgative  or  an  enema  are  those  which  would 
have  got  well,  possibly  more  slowly,  without  either  ;  whereas  a  purga- 
tive or  an  enema  has  so  frequently  been  the  precursor  of  urgent  sym- 
ptoms in  cases  I  have  seen,  that  no  doubt  is  left  in  my  mind  that  the 
aggravation  in  the  symptoms  was  the  result  of  this  form  of  treatment.* 
In  from  twelve  to  eighteen  hours  the  effect  of  the  first  dose  of  morphia 
has  in  great  part  worn  off,  and  the  patient  may  still  be  complaining  of 
pain.  If  the  facial  appearance  is  good,  sickness  not  urgent,  the  rigidity 
of  the  abdominal  muscles,  as  determined  by  palpation,  diminished 
or  absent,  and  the  abdominal  distention,  as  ascertained  by  accurate 
measurement  round  the  umbilicus,  not  increased,  it  will  be  safe  and 
good  practice  to  relieve  the  pain  by  a  further  injection  of  1J  minims 
of  the  morphia  solution.  A  little  hot  water  and  teaspoonful  doses  of 
milk  and  soda  water  in  equal  parts  may  also  be  given  by  the  mouth, 
and  the  poultice  renewed  every  eight  or  twelve  hours.  If  doubt  is 
felt  as  to  the  satisfactory  progress  of  the  case,  I  believe  it  to  be  the 
best  practice  to  withhold  opium  and  to  watch  further  developments 
of  the  disease  uncomplicated  by  the  administration  of  narcotics. 
Only  those  who  have  seen  it  can  believe  how  easily  a  patient  and  his 
friends,  or  even  an  unwary  practitioner,  may  be  deceived  by  the  con- 
tinuous administration  of  an  opiate  in  acute  abdominal  cases.  If 
satisfactory  progress  is  made  the  diet  is  steadily  increased,  but  up  to 
the  end  of  the  fourth  day  in  every  case  most  rigid  care  and  limitation 
of  the  diet  to  fluids  should  be  insisted  upon.  If  after  that  time  the 
temperature  is  normal  and  all  the  features  of  the  case  promising,  some 
relaxation  of  the  rules  is  permissible,  such  as  an  increase  in  the  diet 
and  changes  of  posture  in  bed.  If,  after  the  second  dose  of  morphia, 
some  uneasiness  is  still  experienced,  a  powder  consisting  of  one  grain 
of  hydrarg.  c.  creta,  with  three  grains  pulv.  ipecac,  co.,  every  six  hours, 
will  be  found  useful.  (The  doses  referred  to  are  those  suitable,  of 
course,  to  the  treatment  of  adults  ;  in  children  some  modification  is 
necessary.)  After  the  fourth  day,  if  the  bowels  have  been  constipated 
throughout,  as  is  usually  the  case,  a  certain  amount  of  abdominal 
distention,  with  increased  peristaltic  movements  of  the  intestines, 
may  be  observed.  If  the  abdomen  is  soft  and  free  from  special  tender- 
ness, the  indication  is  to  get  the  bowels  moved.  In  the  first  place  a 
pint  of  soap  and  water  gently  injected  into  the  rectum  should  be 

*  This  is  now  generally  recognized. 
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tried,  and  if  this  is  effectual  nothing  further  need  be  administered. 
If,  however,  unsatisfactory  relief  follows  the  enema,  live  grains  of 
calomel,  followed  in  six  hours  by  small  and  repeated  doses  of  white 
mixture,  should  be  given  till  the  bowels  have  been  freely  evacuated. 

Such  should  be  the  course  I  would  follow  in  a  case  promising  to 
do  well  at  the  end  of  forty-eight  hours.*  If,  on  the  other  hand,  at 
the  end  of  forty-eight  hours  it  was  clear  that  the  disease  showed  no 
sign  of  arrest,  especially  by  the  absence  of  composure  in  the  general 
aspect  of  the  patient  and  by  an  aggravation  of  the  abdominal  sym- 
ptoms, the  chief  of  which  would  be  an  increase  of  the  abdominal 
measurement  round  the  umbilicus,  I  would  recommend  operation  as 
offering  the  best  chance  of  a  speedy  and  safe  recovery,  because  the 
risks  and  discomforts  of  the  operation  are  less  than  those  of  the 
disease. 

In  dealing  with  the  subject  of  operation,  I  will  revert  to  the 
division  previously  made  into  three  classes — 

1.  Simple  and  relapsing  and  recurrent  forms  of  appendicitis   witJi 
plastic  peritonitis. 

2.  Appendicitis  with  localized  peritonitis  and  abscess. 

3.  Acute  appendicitis  with  perforation,  followed  by  general  peri- 
tonitis. 

In  the  first  form  the  question  of  operation  during  an  attack  is 
scarcely  likely  to  arise.  What  has  to  be  decided  is,  Must  the  appendix 
be  removed  after  the  attack  has  subsided  to  prevent  subsequent 
seizures  ?  If  after  a  first  attack  all  symptoms  and  signs  of  trouble 
had  disappeared,  the  advice  to  leave  well  alone  would  appear  to  me  to 
be  sound.  It  does  not  seem  unlikely  that  a  first  attack  may  be  the 
last,  for  it  may  have  been  brought  about  by  some  accidental  or  tempo- 
rary cause,  and  leave  no  organic  change  in  the  appendix. f  After 
a  second  attack  the  position  is  altered,  for  a  predisposition  to  the 
disease  or  some  organic  change  in  the  appendix  may  be  assumed  to 
exist,  and  the  indications  for  removal  of  the  offending  member  are 
based  upon  good  grounds.  If  any  of  the  symptoms  or  signs  previously 
mentioned  (pp.  209-212),  are  present  in  addition,  the  operation  should 
now  be  strongly  urged,  for  prolonged  incapacity  with  more  risk  to  life 
than  is  incurred  by  operation  are  likely  to  follow  an  expectant  course. 

The  removal  of  the  appendix  in  these  cases  is  usually  an  easy 
and  safe  operation,  but  may  be  so  difficult  that  it  cannot  or  should 
not  be  completed. { 

*  Now  I  would  advise  operation  in  every  case  but  the  mildest. 

t  /  still  believe  this  to  be  true. 

J  This  is  no  longer  true.     It  can  always  be  completed. 
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The  incision  I  employ  is  an  oblique  one,  from  two  to  three  inches 
long,  over  the  caecum,  running  in  the  same  direction  as  the  fibres  of 
the  external  oblique  muscle.  The  wound  is  opened  by  retractors  and 
the  caecum  exposed.  If  there  is  difficulty  in  doing  this,  the  incision  is 
enlarged  to  a  sufficient  extent  to  make  this  easy.  The  superior  longi- 
tudinal band  of  the  caecum  is  then  traced  downwards  into  the  right 
iliac  fossa,  and  leads  to  the  base  of  the  appendix.  The  condition  and 
surroundings  of  the  appendix  are  now  examined,  and  if  that  appendage 
can  be  caught  between  the  fingers,  it  is  drawn  forward  by  tearing 
through  the  elongated  adhesions  usually  binding  it  down.  If,  however, 
the  appendix  is  firmly  bound  down  by  short  adhesions,  before  these 
are  interfered  with  I  regard  it  as  essential  to  thoroughly  pack  round 
the  whole  csecal  area  with  sponges  before  commencing  the  separation, 
and  this  I  always  do  with  the  parts  brought  completely  into  view,  if 
necessary  extending  the  incision  to  such  an  extent  as  to  enable  me  to 
do  so.  The  object  of  sponge  packing  is  to  prevent  a  possible  infection 
of  the  general  peritoneal  cavity,  for  in  dealing  with  dense  adhesions  it 
is  no  uncommon  experience  to  meet  with  a  small  pocket  of  pent-up  pus. 
A  sponge  is  now  packed  against  the  surface  from  which  the  appendix 
has  been  detached  to  prevent  further  oozing  and  to  absorb  any  blood 
already  extra vasated,  and  the  mesentery  of  the  appendix  is  caught  in 
one  or  two  pairs  of  clip  forceps,  as  may  be  necessary,  and  divided 
between  the  forceps  and  the  appendix.  Then  the  peritoneal  and 
muscular  coats  of  the  appendix  are  incised,  and  by  a  combination  of 
traction  on  the  tip  and  pushing  back  of  the  divided  coats  of  the  appen- 
dix, a  sleeve  of  the  outer  coats  is  obtained.  The  inner  coat  of  the  tube 
is  now  surrounded  by  a  catgut  ligature,  beyond  which  the  appendix  is 
cut  off.  The  stump  is  rubbed  with  pure  carbolic  acid  and  dried,  and 
the  sleeve  of  the  outer  coat  drawn  over  it  and  retained  by  a  ligature 
or  sutures,  The  mesentery  of  the  appendix,  still  held  in  the  forceps, 
is  transfixed,  ligatured  with  catgut,  and  the  forceps  removed.  The 
stump  of  the  appendix  is  now  depressed  into  the  caecum,  where  it  is 
retained  in  a  depression  made  permanent  by  a  continuous  fine  silk 
Lembert  suture.  After  drying  and  cleansing  the  abdomen  in  the 
neighbourhood  of  the  caecum,  the  parietal  wound  is  closed  by  three 
tiers  of  catgut  sutures.  The  first  tier  includes  the  transversalis  muscle 
and  peritoneum,  and  is  continuous ;  the  next,  the  internal  and  external 
oblique  muscle,  is  interrupted ;  and  the  last,  consisting  of  a  deep— 
which  fixes  the  skin  and  subcutaneous  tissues  to  the  external  oblique 
— and  a  superficial,  which  bring  together  the  wound  edges,  completely 
and  accurately  closes  the  wound.*  No  drainage  is  necessary  ;  the 

*  /  always  now  use  two  or  three  silkworm-gut  supporting  sutures 
through  all  except  the  peritoneum. 


SIRGK'AL     rONTmm  Tl<»\-       \lilx  >MI\  \\.  ^-2:. 

dressing  is  not  touched  for  ten  days,  when  the  wound  should  have 
healed  without  more  constitutional  disturbance  or  cans*  for  anxiety 
than  is  inseparable  from  every  surgical  operation.  No  hernia  of  the 
cicatrix  will  result. 

In  the  second  class  of  case,  appendicitis  with  localized  abs< 
operation  at  the  earliest  possible  period  is  imperative.  The  risk  to 
life  from  the  expectant  plan  in  these  cases  is  at  least  three  tin 
greater  than  that  incurred  by  a  suitable  operation.  This  qualifica- 
tion is  essential,  because  I  feel  no  doubt  that  the  nature  of  the  opera- 
tion to  be  performed  in  this  class  requires  the  gravest  consideration, 
for,  if  the  appendix  has  to  be  removed,  in  every  case  the  operation 
becomes  a  formidable  one,  and  one  the  mortality  of  which  cannot  fail 
to  be  considerable.1  When  the  abscess  has  been  opened  and  at  the 
same  time  the  appendix  removed,  the  patient  is  rid  by  one  operation 
of  present  trouble  and  future  menace;  and  this,  of  course,  is  ideal 
surgery,  which  we  all  are  striving  to  reach.  We  cannot  always,  how- 
ever, live  up  to  an  ideal  with  impunity,  and  as  soon  as  a  single  interest 
of  the  patient  is  likely  to  suffer  by  it,  all  of  us  are  agreed  that  our  ideal 
must  be  neglected.  My  position  with  regard  to  the  question  of 
appendicitis  with  abscess  is  this — that  in  the  majority  of  instances 
the  appendix  should  be  removed  at  the  same  time  that  the  abscess  is 
evacuated,  and  that  this  can  be  done  without  risk  and  with  great 
advantage  to  the  patient,  but  that  in  a  minority  of  cases  the  operation 
should  be  confined  to  the  treatment  of  the  abscess. 

The  nature  of  the  operation  to  be  performed  depends  chiefly 
upon  the  anatomical  and  pathological  conditions  found  during  opera- 
tion, and  I  will  endeavour  to  indicate  how  these  are  chosen  as  guides 
by  me. 

It  is  rare  now  to  see  an  appendical  abscess  left  so  long  as  to  be 
the  cause  of  oedema  and  redness  of  the  skin  over  it ;  but,  if  such  a 
case  is  met  with,  an  incision  over  the  point  of  greatest  intensity  of 
mischief,  sufficiently  large  to  admit  of  the  introduction  of  a  full-sized 
drainage  tube,  meets  every  present  indication.  No  fingering,  no 
washing  out,  no  scraping  are  necessary,  for  the  abscess  will  heal  with 
certainty  and  safety  if  properly  drained,  and  any  further  manipula- 
tion only  adds  to  the  treatment  risks  that  should  be  no  part  of  it.  A 
fecal  fistula  may,  and  frequently  does,  prolong  convalescence,  but  if 
kept  clean  it  almost  invariably  closes  in  a  short  time  without  further 
interference.  As  a  consequence  of  the  unpreventable  infection  of  the 
abdominal  incision  in  such  cases,  special  care  must  be  taken  in  their 
after-treatment,  for  nothing  is  more  certain  than  that  suppuration  in 
an  abdominal  wound  predisposes  to  hernia  of  the  cicatrix.  A  well- 

1  See  later  as  to  this. 
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fitting  abdominal  belt  should  be  worn  for  at  least  a  year  ;  coughing 
should  be  avoided  or  promptly  attended  to,  and  all  forms  of  spasmodic 
exertion  are  to  be  strictly  forbidden. 

The  more  usual  form  met  with  is  a  tender,  rapidly-increasing 
swelling,  or,  at  all  events,  one  not  decreasing  under  rest  and  treat- 
ment. In  such  cases  the  plan  I  adopt  is  to  make  a  short  incision  in 
the  direction  of  the  fibres  of  the  external  oblique  muscle  over  the  swell- 
ing and  the  caecum.  If  the  muscles  about  to  be  divided,  or  when  cut, 
are  pale  and  cedematous,  parietal  adhesions  are  present,  shutting  off 
the  abscess  from  the  general  peritoneal  cavity,  and  a  steady  continua- 
tion of  the  incision  allows  pus  to  gurgle  out.  The  operation  will  then 
be  completed  by  the  introduction  of  a  full-sized  drainage  tube,  and 
recovery  will  follow  without  incident,  as  in  the  first  type  of  case  already 
mentioned.  So  far  as  my  experience  goes,  this  kind  of  abscess  is  most 
common  in  children,  and  usually  results  from  a  first  attack  of  appendi- 
citis. Case  6  is  an  example  of  the  acute  form  of  this  variety,  and  in 
such  a  case  I  cannot  too  strongly  urge  that  no  prolonged  or  rough 
search  should  be  made  for  the  appendix. 

If  no  cedema  of  the  abdominal  wall  is  present,  the  probabilities 
are  that  the  abscess  is  not  adherent  to  the  parietes,  and  the  peritoneum 
has  to  be  carefully  opened.  When  the  exact  conditions  have  been 
ascertained,  and  the  diagnosis  has  been  verified,  the  peritoneum  is 
divided  along  the  whole  length  of  the  incision.  The  lips  of  the  wound 
are  then  carefully  drawn  apart,  and  the  relations  of  the  caecum  and 
abscess  are  inspected.  For  my  own  use  I  have  made  a  division  of  this 
class  into  three  varieties : — 

1.  The  caecum  is  resting  on,  adherent  to,  and  pushed  forward  by 
a  collection  of  pus  behind  it,  which  may  extend  upwards  as  far  as  the 
diaphragm  behind  the  ascending  colon.     The  pus  may  be  confined  in 
the  subcaecal  pouch  or  be  truly  retrocaecal,   and  involve  the  psoas 
muscle,  causing  flexion  of  the  corresponding  thigh,  as  I  have  already 
pointed  out  (p.  210). 

2.  The  outer  surface  of  the  caecum  and  ascending  colon  are  glued 
by  adhesions  on  the  outer  side  to  the  opposing  portion  of  parietal 
peritoneum. 

3.  The  abscess  is  on  the  inner  side  of  the  caecum,  shut  off  by 
adherent  intestines  from  the  general  peritoneal  cavity,  or  below  the 
caecum,  in  the  pelvis,  similarly  isolated  by  adherent  intestines  covering 
the  brim  of  the  pelvis. 

In  the  first  two  varieties  the  appendix  should  be  removed  at  the 
same  time  as  the  abscess  is  drained,  for  the  operation  can  be  satisfac- 
torily and  safely  carried  out.  In  the  third  variety  the  operation 
should  mostly  be  limited  to  securing  satisfactory  drainage  of  the 
abscess,  not  always  easy,  and  the  appendix  in  most  of  them  left  alone. 


SURGICAL     CONTRIBUTIONS— ABDOMINAL  ->-rt 

So  much  depends  on  the  manner  in  which  the  operation  is  performed, 
that  some  details  as  to  my  method  of  procedure  may  not  be  out  of 
place.     I   will   not  occupy  space  by  describing  the  preparation   of 
patient,  instruments,  dressings,  etc.     Such  details  are  so  well  known 
that  they  require  no  repetition.     They  are  no  more  and  no  less  import- 
ant in  this  than  in  other  surgical  work  where,  if  there  is  a  secret  of 
success,  it  is  to  be  found  in  the  proper  understanding  of  antiseptic 
principles  and  a  capacity  to  apply  such  principles  in  the  practice  of 
surgery.     My  description  shall  be  limited  to  the  technique  of  the  opera- 
tion.    The  incision  is  to  be  of  sufficient  length  to  allow  of  thorough 
manipulation  of  the  abdominal  cavity.     I  have  already  indicated  my 
preference  for  an  oblique  one,  because  it  allows  of  drainage  at  the  most 
dependent  position  in  the  back,  because  it  divides  no  important  nerve 
trunks  in  the  abdominal  wall,  and  consequently  paralyses  no  segment 
of  the  rectus  muscle,  as  a  vertical  incision  must  necessarily  do,  and 
because  the  cicatrix  left  by  it  is  firmer  and  less  predisposed  to  hernia 
than  that  left  by  the  vertical  incision.*     The  advantage  of  drainage 
through  the  back  is  not,  I  may  mention,   limited  to  the  immediate 
advantage   of   a   dependent   opening,    important   as    this    is,    but    it 
allows   of   complete    closure   of   the   anterior   portion  of  the   wound 
and   avoids    contact    of  pus   with  it,    two    of   the    most    important 
preventives  of  hernia  through  the  cicatrix.     In  very  stout  or  mus- 
cular   subjects,    however,    the    longest    oblique    incision    may    give 
insufficient    access,    and    I    then    make    the    exploration   through    a 
vertical   incision  in   the    right   linea   semilunaris,   and  complete  the 
operation   through   an   incision    prolonged   from    the   first    outwards 
and   backwards   into   the   iliocostal   space.      This  incision  gives  the 
best  possible  access,  and  allows  of  complete  closure  of  the  wound 
anteriorly    and    of    drainage    behind.       The  abdomen    having    been 
opened,  as  described,  except  when  the  pus  is   limited  to  the   pelvis, 
the  caecum  and  swelling  must  be  thoroughly  surrounded  by  sponges 
— inside,   to  protect  the  general  peritoneum;   below,  to  protect  the 
pelvis ;   and   above,  to   protect  the  pouch   under   the  liver.     If  the 
appendix  and  abscess  are  either  on  the  outer  side  of  or  behind  the 
caecum,  they  are  exposed  from  the  outer  side  by  turning  the  caecum 
inwards.      Any  pus  which  escapes  must  be  quickly  mopped  away 
with   sponges  and   the   abscess   cavity  completely   exposed.    Except 
when  the  abscess  is  retroperitoneal,  this  is  done  by  the  separation  of 
adhesions  only,  but  when  the  abscess  is  retroperitoneal  the  outer  layer 
of  the  mesocolon  has  to  be  torn  through.     The  exposed  abscess  cavity 
is  cleansed  and  dried,  and  the  appendix,  to  be  found  somewhere  in  it, 
isolated  and  removed,  after  ligatures  have  been  applied  to  its  base 

*  More  strongly  than  ever  I  believe  this  to  be  true. 
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and  vessels  of  supply.  As  a  rule  no  refinements  of  treatment  are 
applicable  to  the  stump,  and  all  that  is  essential  is  the  ligature,  with 
disinfection  of  its  cut  surface.  A  large-sized  drainage  tube  is  now 
introduced  into  the  cavity  of  the  abscess,  and  any  oozing  from  it 
arrested  by  packing  round  this  with  iodoform  gauze.  The  gauze  and 
drainage  tubes  both  project  into  the  loin,  and  the  operation  has  been 
practically  an  extraperitoneal  one.  The  wound  and  its  surroundings 
are  next  thoroughly  cleansed,  the  sponges  removed  from  the  abdominal 
cavity,  and  the  wound  closed,  except  behind,  by  three  tiers  of  catgut 
sutures.* 

At  the  end  of  seventy- two  hours  the  gauze  is  withdrawn,  whilst 
the  drainage  tube  is  steadied,  and  its  position  not  disturbed.  The 
drainage  tube  should  be  left  for  a  few  days  longer,  and  gradually 
shortened  before  its  final  removal.  These  manipulations  are  easily 
performed  if  the  drainage  tube  has  been  left  lying  at  the  most  dependent 
part  of  the  cavity,  and  the  gauze  strip  has  been  packed  over  it  methodi- 
cally, with  a  view  to  its  comfortable  withdrawal. t  Certain  abscesses 
on  the  inner  side  of  the  caecum,  and  belonging  to  the  third  variety, 
may  be  treated  in  a  similar  manner,  and  the  appendix  safely 
removed,  if  it  should  present  in  the  suppurating  cavity  and  no 
dangerous  separation  of  adhesions  is  necessary  for  its  discovery  ;  but 
such  cases  require  great  care  and  judgment.  The  general  principle 
applicable  to  them  is  to  open  and  empty  the  abscess,  without  letting 
any  of  its  contents  escape  into  the  general  peritoneum,  and  to  secure 
satisfactory  drainage  of  the  abscess  cavity.  One  of  the  methods  of 
doing  this  I  will  illustrate  by  the  relation  of  a  case  seen  with  Dr. 
Marshall,  of  Ebchester. 

A  young  woman  of  16  years,  on  the  tenth  day  of  her  illness,  gave 
a  history  typical  of  an  acute  attack  of  appendicitis  from  which  she 
had  not  recovered.  She  had  a  large,  very  tender  swelling  in  the  right 
iliac  fossa,  a  high  temperature,  a  quick  pulse,  profuse  night  sweats, 
and  looked  very  ill.  An  oblique  incision  over  the  caecum  opened  the 
abdomen  and  exposed  a  swelling  fixed  to  the  posterior  abdominal 
wall,  just  above  the  pelvic  brim  and  on  the  inner  side  of  the  caecum. 
The  parietal  incision  was  now  prolonged  anteriorly  to  the  edge  of  the 
rectus  muscle,  posteriorly  to  the  back  of  the  iliocostal  space,  and  the 
edges  of  the  wound  were  separated  by  retractors.  The  pelvis  was 
first  packed  with  a  large  sponge,  then  the  swelling,  which  was  covered 
up  by  adherent  omentum,  was  everywhere  surrounded  by  sponges 
packed  into  the  abdomen.  The  adherent  omentum  was  separated  on 

*  This  is  not  safe.     They  should  be  supported  by  silk  or  fishing  gut. 
t  The  gauze  should  be  put  through  the  drainage  tube. 
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its  outer  side,  and  a  quantity  of  horribly  Id  fid  pus  -nulled  up.  This 
was  mopped  quickly  away,  and  the  abscess  cavity  and  wound  were 
cleansed  and  dried.  The  walls  of  the  abscesfl  consisted  of  adherent 
coils  of  small  intestine,  its  roof  of  omentum  ;  its  floor  was  covered 
by  adherent  dark  coloured  stinking  slough.  The  appendix  was  not 
seen.  A  large  drainage  tube  was  introduced,  the  inner  cud  of  it  lyin.u' 
in  the  abscess  cavity,  the  outer  in  the  lower  and  posterior  angle  of  tin- 
wound  behind.  The  remains  of  the  abscess  were  packed  with  iodo- 
form  gauze  in  such  a  manner  as  to  push  the  omentum  covering  it,  and 
adherent  below,  forward  into  contact  with  the  peritoneum  lining  the 
front  abdominal  wall,  and  the  caecum  upwards  and  forwards,  to  shut 
off  the  cavity  above  and  to  allow  of  direct  drainage  through  the  back. 
The  gauze  was  removed  in  seventy-two  hours,  the  drainage  tube  a  few 
days  later,  and  the  entire  wound,  except  where  the  gauze  and  tube 
had  protruded,  healed  by  first  intention,  the  patient  making  an  unevent- 
ful recovery. 

If  the  abscess  is  in  the  pelvis,  a  dependent  opening,  in  females, 
at  all  events,  is  easily  secured  through  the  vagina,  by  making  an 
incision  into  and  draining  Douglas's  pouch.  Abdominal  section  in 
the  middle  line  below  the  umbilicus  has  usually  first  to  be  performed, 
but  when  the  true  state  of  affairs  is  discovered  the  patient  should  be 
placed  in  the  lithotomy  posture,  as  in  Case  8,  to  have  the  vaginal 
incision  made  after  thorough  cleansing  of  the  parts  involved.  I  have 
seen  a  pint  of  pus  escape  by  this  route  after  a  drainage  tube,  which 
was  supposed  to  have  emptied  the  collection,  had  been  inserted  above 
the  pubis.  More  than  once  I  have  been  tempted  to  empty  such  collec- 
tions in  men  by  the  rectum  ;  but  it  is  difficult  to  overcome  the  obvious 
objections  to  this  method,  though  possibly  fhe  advantages  outweigh 
the  disadvantages.*  If  the  abscess  must  be  drained  against  gravity— 
and  from  its  position  this  is  occasionally  the  only  course  open — I 
prefer  to  use  a  glass  drainage  tube,  and  to  leave  a  competent  nurse 
in  charge  of  it,  whose  chief  duty  it  is  to  keep  the  cavity  dry  by 
frequent  pumping.  Gauze  packing  of  the  abscess  and  a  careful 
arrangement  of  the  omentum  round  it  at  the  time  of  operation  are 
important  aids  an  the  prevention  of  infection  spreading  to  the 
general  peritoneum.  In  such  cases  the  abdominal  wound  requires 
special  attention.  It  can  scarcely  fail  to  become  infected,  and,  if 
closed  by  sutures,  is  apt  to  do  badly,  each  suture  acting  as  a  seton, 
and  the  confined  pus  tending  to  undermine  and  burrow  bet  \vccn 
the  different  layers  of  the  abdominal  walls.  A  large  parietal 
opening,  packed  with  gauze,  and  through  which  the  drainage  tube 

*  They  do.  It  is  a  safe  and  most  satisfadnnj  procedure  in  selected 
cases. 
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projects,  should  be  left  for  seventy- two  hours,  or  until  the  discharge 
from  the  cavity  has  become  insignificant  in  amount,  then  the  glass 
drainage-tube  and  gauze  are  to  be  removed  and  a  small  india-rubber 
drainage-tube  substituted,  when  the  sutures,  preferably  fishing  gut, 
which  were  introduced  at  the  time  of  operation  and  left  loosely  tied 
in  a  bow  knot,  are  to  be  drawn  up  firmly  enough  to  bring  the  granu- 
lating wound  edges  into  careful  apposition  throughout,  as  described  in 
a  previous  paper. 

In  the  last  class  of  cases,  a  large  acute  perforation  of  the  appendix 
with  general  peritonitis  developing  or  developed,  early  operation  is  as 
urgently  indicated  as  in  a  case  of  ruptured  gastric  ulcer  or  of  acute 
strangulated  hernia.  This  condition  is  to  be  suspected,  as  I  have 
already  pointed  out,  in  cases  commencing  abruptly  with  4  agonizing 
pain  '  after  a  few  days  of  abdominal  uneasiness,  and  all  such  should 
be  operated  upon  without  an  hour  of  unnecessary  delay,  for  the  per- 
centage mortality  of  operations  performed  within  the  first  seventy- 
two  hours  is  very  small.  Statistics  cannot  be  produced  to  show  what 
the  mortality  following  such  a  recommendation  is,  but  my  own  cases 
have  conclusively  proved  to  me  the  importance  of  operation,  and 
more  particularly  of  early  operation,  in  severe  acute  attacks.  In  all 
I  have  removed  the  appendix  in  nine  cases  of  acute  appendicitis.  Of 
the  nine  cases,  seven  recovered  and  two  died.  The  two  fatal  cases 
are  fully  reported  in  the  recent  series  published  by  me  at  the  com- 
mencement of  the  present  article,  and  for  the  cause  of  death  in  each 
reference  may  be  made  to  these  notes,  which  speak  for  themselves. 
In  passing  I  may  also  note  that  these  two  cases  represent  my  whole 
mortality  after  operations  for  removal  of  the  appendix,  out  of  between 
forty  and  fifty  cases  upon  which  I  have  operated,  as  bearing  out  the 
statement  that  removal  of  the  appendix  is  one  of  the  safest  operations 
in  abdominal  surgery,  and  also  as  a  contradiction  to  the  accusation 
made  against  surgeons,  especially  abdominal  ones,  and  possibly  not 
without  some  foundation,  that  their  successes  only  are  published. 
The  object  of  an  early  operation  is  removal  of  a  ruptured  appendix  * 
and  prevention  of  the  peritonitis  sure  to  follow,  and  to  no  circumstance 
is  the  old  proverb  concerning  prevention  more  thoroughly  applicable. 
It  is  now  recognized,  however,  that  this  form  of  peritonitis  is  compara- 
tively readily  arrested  in  the  early  stages  if  the  source  of  infection  be 
removed,  and  that  even  an  extensive  peritonitis  will  subside  if  the 
appendix  be  excised  and  a  fresh  supply  of  infective  material  be  thereby 
arrested.  There  is  nothing  special  about  the  operation  in  these  cases. 
The  operative  details  are  the  same  as  for  the  other  forms,  and  are 
previously  fully  described.  Only  one  warning  sentence,  and  that  is 

*  It  should  always  be  removed  before  rupture  has  taken  place. 
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against  washing  out  the  abdominal  cavity.     No  good  can  come  of  it  ; 
much  harm 


The  form  of  peritonitis  resulting  from  the  rupture  of  an  appen- 
dical  abscess  is  more  serious  in  its  results  than  that  arising  from  a 
ruptured  appendix,  and  is  more  difficult  to  meet  surgically.  Possibly 
bacteriology  will  help  us  further.  It  already  suggests  as  an  explana- 
tion of  this  fact  that  peritonitis  resulting  from  infection  by  the  bac- 
terium coli  alone  is  not  of  such  a  virulent  character  as  that  produced 
by  a  mixed  infection,  such  as  might  be  produced  by  the  bursting  of  an 
appendical  abscess.  If  general  peritonitis  is  thought  to  be  present, 
the  outlook,  with  or  without  operation,  is  very  grave,  and  the  surgeon 
is  apt  to  shrink  from  performing  an  operation  which  may  do  no  good, 
and  which  may  discredit  him  by  the  inevitable  result.  Unless  the 
patient  is  already  moribund,  I  can  scarcely  urge  too  strongly  that  it 
is  his  duty  to  operate,  the  strongest  reason  being  the  impossibility  of 
accurate  diagnosis.  As  in  Case  6,  the  mistake  may  be  made  of  sup- 
posing that  a  still  localized  peritonitis  has  become  general  because  of 
the  signs  of  free  fluid  in  the  abdomen.  The  free  fluid  present  in  such 
cases  is  bright  and  straw-coloured,  or  milky,  and  is  not  the  result  of  a 
general  infective  peritonitis.  It  is  found  amongst  the  healthy  intes- 
tines and  in  the  pelvis,  outside  of  the  focus  of  infection,  which  has 
stinking,  highly  noxious  contents.  If  on  incision  fluid  spurts  out,  it 
is  likely  to  be  confined  under  tension  and  to  be  a  localized  collection  ; 
if  it  escapes  more  slowly  and  with  difficulty,  it  is  probably  amongst 
the  intestines  and  diffused.  Even  if  the  fluid  be  diffused,  an  operation, 
limited  to  removal  of  it  and  subsequent  drainage,  may  be  successful  ; 
and  I  have  on  two  occasions  been  fortunate  enough  to  have  patients 
recover  from  a  diffuse  purulent  peritonitis,  diagnosed  as  of  appendical 
origin,  after  incision  and  drainage.  The  first  was  a  girl,  10  years  of 
age,  seen  with  Drs.  Abraham  and  Drummond,  ill  for  ten  days.  Her 
abdomen  was  tense,  shiny,  swollen,  and  contained  a  large  quantity 
of  fluid.  She  was  so  ill  that  the  administration  of  an  anaesthetic 
required  great  caution,  and  her  friends  were  warned  that  the  result 
of  an  operation  might  be  immediately  fatal.  An  enormous  quantity 
of  pus  escaped  upon  incision,  and  she  made  a  rapid  recovery.  The 
second  case  was  that  of  a  young  woman,  a  patient  of  Dr.  Oliver,  in 
the  Infirmary.  Her  general  condition  was  not  so  serious  as  that  of 
the  first  case,  but  her  abdomen  contained  an  enormous  quantity  of 
pus,  which  reached  up  to  her  liver  and  diaphragm  and  down  into  the 
pelvis.  In  both  instances  the  intestines  were  glued  back  against  the 
posterior  abdominal  wall,  and  the  pus  lay  in  front  of  them.  These 
and  other  similar  cases  that  I  have  watched  under  the  care  of  my 
colleagues  lead  me  to  believe  that  incision  in  the  middle  line,  followed 
by  drainage,  is  often  sufficient  to  secure  recovery,  if  a  considerable 
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purulent  collection  is  met  with  and  can  be  satisfactorily  evacuated. 
The  most  unpromising  and  more  common  cases  are  those  with  a 
limited  collection  of  fluid  but  a  diffuse  peritonitis,  the  fluid  being 
retained  in  pockets  formed  by  the  adhesion  of  adjoining  intestinal 
coils.  These  cases  have  been,  and  are,  the  despair  of  surgeons,  and 
what  to  do  with  them  is  one  of  the  important  questions  still  unsettled. 

Mr.  Lockwood,  of  St.  Bartholomew's  Hospital,  has  recently  pub- 
lished at  least  two  most  remarkable  instances  of  recovery  after  opera- 
tion for  diffuse  peritonitis  due  to  ruptured  appendix.  He  opened 
the  abdomen,  separated  all  the  intestinal  adhesions,  removed  the 
appendix,  thoroughly  washed  the  peritoneum  everywhere  till  it  was 
clean,  and  finally  opened  and  emptied  the  distended  coils  of  intestine, 
and  returned  them  after  suturing  the  openings  made.  It  is  difficult 
to  criticise  operations  so  thoroughly  planned,  so  carefully  carried  out, 
and  so  brilliantly  successful  as  these  were  ;  but  the  objections  are  so 
obvious,  that  they  must  be  made.  The  length  of  time  occupied  in 
the  performance  of  the  operation  is,  perhaps,  the  chief — for  prolonged 
administration  of  an  anaesthetic  in  a  septic  case  is  likely  to  end  in 
disaster ;  then  fatal  shock  is  readily  induced  by  the  handling  of  in- 
flamed intestines  ;  and,  finally,  I  do  not  think  that  a  single  washing, 
however  thorough,  can  be  expected,  in  the  majority  of  instances,  to 
remove  sufficient  of  the  infective  material  to  allow  of  recovery.  I 
have  only  once  seen  Mr.  Lockwood's  operation  copied,  but  on  that 
occasion  by  a  skilful  operator.  The  last  stages  of  the  operation  had 
to  be  hurried,  or  the  patient  could  not  have  left  the  table  alive,  and 
he  died  shortly  after  being  put  to  bed. 

The  situation  appears  to  me  to  be  this — that  in  the  great  majority 
of  cases  of  fatal  peritonitis  due  to  appendicitis  death  is  caused  by 
sapraemia  or  absorption  of  chemical  products,  and  the  problem  is  to 
remove  such  products  as  quickly  as  they  are  formed,  for  no  antidote 
to  them  has  as  yet  been  discovered.  Four  years  ago,  in  a  case  of  the 
form  of  diffuse  purulent  peritonitis,  which  we  are  considering,  I  endeav- 
oured to  meet  this  indication  by  continuous  irrigation  of  the  abdomen. 
A  long,  thick  india-rubber  drainage  tube  was  carried  up  under  the 
liver,  a  second  under  the  spleen,  and  a  half-inch  diameter  glass  tube 
left  in  Douglas's  pouch.  Hot  water  was  ordered  to  be  pumped  into 
the  liver  and  spleen  tubes  every  hour,  till  it  came  freely  and  clean 
through  the  glass  one.  The  irrigation  caused  so  much  pain  and 
collapse,  that  it  had  to  be  abandoned  after  a  few  trials,  and  the 
patient  died. 

Eighteen  months  ago  Dr.  Hume  operated  upon  a  girl  with  diffuse 
peritonitis,  removing  her  perforated  appendix  and  draining  her  abdo- 
men. On  the  following  day  it  was  evident  that  the  peritonitis  was 
not  arrested,  and  that  she  was  going  to  die  if  left  alone.  I  reminded 


SUlUiU  AL      (  ONT1M1U  TH)\S      AHDOMIN  AL 

him  of  a  previous  suggestion  of  mine  Tor  I  he  treatment  of  such  cases. 
and  he  kindly  handed  her  on  to  inc.  I'mlcr  chloroform.  I  <juickly 
re-opened  her  abdomen,  extended  the  incision  to  the  epiir'tst 
and  drew  out  her  intestines.  The  different  coils  of  l>o\v<  I  were 
to  each  other,  and  between  them  were  many  pockets  full  of  purulent 
fluid.  The  adhesions  were  separated,  and  the  patient  placed  in  a 
hammock,  suspended  in  a  bath  of  normal  saline  solution  at  a  tempera- 
ture of  100°.  The  intestines  floated  in  the  bath,  and  were  prevented 
from  rising  out  of  the  fluid  by  an  apron  of  jaconet  fixed  by  a  loop 
round  the  patient's  chest,  and  a  loop  round  each  of  her  thighs.  The 
temperature  of  the  bath  and  the  changing  of  the  water  were  left  in 
charge  of  a  skilful  and  careful  nurse.  Pain  and  difficulty  of  breathing 
— both  urgent  symptoms,  due  to  the  great  intra-abdominal  tension- 
were  at  once  relieved  by  the  operation,  and  it  caused  no  shock,  but 
the  patient  continued  to  sink,  and  died  five  hours  after  being  put  into 
the  bath.  Whether  my  belief  that  some  of  these  hopeless  cases  may 
be  saved  by  this  procedure  be  correct  or  not,  I  have  had  no  further 
opportunity  of  verifying. 

In  concluding  these  remarks,  I  must  acknowledge  my  indebtedness 
to  Dr.  Drummond  for  very  much  of  what  information  I  possess  on 
appendicitis.  We  have  so  often  discussed  the  subject  together,  that 
many  of  the  views  I  have  offered  were  originally  his,  and  have  become 
mine  through  his  teaching. 


A  CASE   OF  ASCITES   DUE  TO  CIRRHOSIS   OF  THE   LIVER 
CURED    BY    OPERATION. 


SECTION    OF   MEDICINE. 


(At  the  Annual  Meeting  of  the  British  Medical  Association  (Section  of 
Medicine)  in  Carlisle,  July,  1896.) 

(WITH    DAVID    DRUMMOND,    M.A.,    M.D.,    Senior    Physician, 
Royal  Infirmary,  Newcastle-on-Tyne.) 

(The  British  Medical  Journal,  September  19,  1896.) 

The  design  of  the  operation  to  be  described  is  to  relieve  the 
obstructed  portal  circulation  in  cases  of  cirrhosis  of  the  liver  compli- 
cated by  ascites.  Post-mortem  examinations  made  by  one  of  us 
(Drummond)  on  a  series  of  cases  of  hepatic  cirrhosis  have  demon- 
strated the  presence  in  many,  where  ascites  was  absent,  of  vascular 
adhesions  connecting  the  parietes  to  the  viscera.  In  one  such  case 
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the  cirrhosis  was  known  to  have  existed  for  nearly  twenty  years,  and 
death  eventually  resulted  from  causes  unconnected  with  it.  In  many 
of  these  cases  a  direct  and  ample  communication  between  the  portal 
and  systemic  veins  was  found,  and  this  seemed  to  be  a  satisfactory 
explanation  of  the  absence  of  ascites.  It  appears  to  be  probable  that 
an  enlargement  of  the  normal  channels  of  communication  between  the 
portal  and  systemic  circulations  suffices  in  some  cases  to  prevent  the 
development  of  ascites  in  liver  cirrhosis,  but  that  in  the  majority  an 
accessory  circulation  is  required. 

Before  going  further,  it  will  be  well  to  draw  attention  to  the 
ordinary  connections  between  the  portal  and  the  systemic  circulation. 
Sappey  demonstrated  the  existence  of  veins  running  in  the  sub-peri- 
toneal tissue  lying  between  the  folds  of  the  hepatic  ligaments  connect- 
ing the  portal  trunk  with  the  phrenic  vein  and  vena  azygos  major. 
Another  large  vein  he  described  as  running  in  the  round  ligament, 
and  connecting  the  left  branch  of  the  portal  with  the  epigastric  and 
other  veins  in  the  abdominal  parietes.  These  veins,  ordinarily 
minute,  gradually  increase  in  size  and  number  when  the  portal  vein 
is  obstructed,  and  many  of  them  penetrate  the  capsule  of  the  liver. 
The  coronary  veins  communicate  freely  with  both  azygos  veins  through 
the  cesophageal  plexus,  and  the  inferior  mesenteric  with  the  internal 
iliac  by  means  of  the  middle  and  inferior  haemorrhoidal  plexuses.  The 
pancreatic  veins  also  communicate  with,  and  can  empty  themselves 
into,  the  retroperitoneal  branches.  These  anastomoses  constitute 
the  chief  normal  channels  of  communication  between  the  systemic 
and  portal  circulations  ;  but  when  adhesions  form  between  the  viscera 
and  parietes,  innumerable  new  vessels  develop  in  them  and  convey 
blood  freely  from  the  portal  into  the  systemic  circulation  through  the 
subperitoneal  plexus  of  veins.  Probably  the  most  important  of  these 
new  channels  can  be  developed  in  adhesions  between  the  omentum 
and  parietes. 

A  study  of  Nature's  methods  suggested  that  operation  might  be 
useful  in  selected  cases,  for  we  were  familiar  with  the  enormous  newly- 
formed  blood-vessels  frequently  met  with  in  the  portion  of  omentum 
adherent  to  rapidly  growing  abdominal  tumours  ;  we  had  seen  adhe- 
sions of  all  sorts  in  the  abdomen  develop  large  vascular  channels,  and 
we  knew  that  such  vascular  adhesions  could  form  with  considerable 
rapidity.  On  one  occasion  one  of  us  (Morison)  removed  an  ovarian 
cyst  with  twisted  pedicle  of  three  days'  duration,  and  already  vascular 
adhesions  had  fixed  the  omentum  to  the  tumour.  If  the  mechanical 
explanation  of  the  ascites  be  correct,  the  establishment  of  a  new 
accessory  portal  circulation  ought,  we  thought,  to  cure  the  ascites 
due  to  liver  cirrhosis,  and  so  remove  one  of  the  chief  causes  of  death 
in  this  disease.  Two  cases  of  ascites  have  been  operated  upon.  In 
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the  first  case  the  clinical  diagnosis  was  not  v< Tilled  at  the  operation 
or  by  post-mortem  examination,  and  some  doubts  remain  as  to 
whether  the  ascites  was  really  due  to  liver  cirrhosis.  The  operation 
in  this  instance  failed  to  cure  the  ascites.  In  the  second  case  the 
operation  left  no  doubt  as  to  the  diagnosis,  for  the  liver  presented  a 
typical  picture  of  the  large  hobnail  variety  of  cirrhosis.  In  this  case 
the  operation  has  been  a  brilliant  success,  for  the  patient,  worn, 
emaciated,  and  dying,  has  been  restored  to  apparently  perfect 
health. 

Short  notes  of  the  first  case  are  appended  to  make  the  record 
complete. 

CASE  1. — Mrs.  S.,  age  42,  a  patient  of  Dr.  Blair,  Ashington.  Early  in 
1893  she  first  noticed  her  legs  and  feet  swollen.  A  few  months  later  her 
abdomen  swelled  also.  In  May,  1893,  she  was  tapped  for  the  first  time. 
Between  May  and  August  she  was  tapped  forty-eight  times,  and  on  each 
occasion  there  was  an  average  of  12  pints  of  fluid.  She  was  admitted  to 
the  Royal  Infirmary,  Newcastle,  under  Mr.  Morison's  care,  on  August  30, 
1894.  On  admission  she  was  feeble,  confined  to  bed,  and  much  emaciated. 
Her  abdomen  was  distended  with  fluid,  but  beyond  this  nothing  was  dis- 
covered. Her  health  had  been  good  up  to  a  year  before  the  abdomen  began 
to  swell,  but  she  began  then  to  be  much  troubled  by  dyspeptic  symptoms. 
The  most  searching  inquiry  failed  to  elicit  any  alcoholic  history. 

Operation  (Sept.  3,  1894). — The  abdomen  was  opened  between  the  umbi- 
licus and  pubes.  The  liver  was  enlarged,  pale,  smooth  on  the  surface,  and 
not  harder  than  normal.  The  other  structures  in  the  abdomen  appeared 
to  be  normal.  The  operation  fully  described  in  connection  with  the  next 
case  was  then  performed. 

After-progress. — The  drainage  tube  was  removed  in  fourteen  days,  and 
she  returned  home  with  her  abdomen  again  distended.  Between  that  time 
and  her  death,  nineteen  months  after  the  operation,  she  was  tapped  sixty- 
nine  times.  No  post-mortem  examination  could  be  obtained. 

I  am  indebted  to  Dr.  Blair  for  the  following  notes  :  "  The  influence  of 
the  operation  on  her  health  was  distinctly  beneficial,  a  fact  she  herself  often 
remarked  upon.  After  her  return  from  the  infirmary  her  general  health 
rapidly  improved,  and  her  appetite  was  excellent,  so  that  for  months  subse- 
quently she  felt  quite  well  except  for  the  constant  and  rapid  accumulation 
of  ascitic  fluid  after  each  tapping.  Attacks  of  diarrhoea  and  vomiting, 
however,  developed,  and  soon  became  very  frequent,  destroying  her  appetite 
and  lowering  much  the  condition  of  her  general  health.  On  occasions  gastric 
digestion  seemed  completely  in  abeyance,  food  taken  eighteen  hours  before 
being  vomited,  to  all  appearance  in  the  same  form  and  condition  as  when 
swallowed.  Cutaneous  eruptions  of  various  forms,  but  chiefly  papular, 
caused  her  almost  constantly  much  pain  and  discomfort.  Haematemesis 
occurred  several  times  to  a  considerable  amount,  and  a  severe  uncontrollable 
haemorrhage  was  the  immediate  cause  of  death. 

CASE  2. — A  woman,  age  39,  patient  of  Dr.  Attwater,  Whickham. 
Early  in  1895  she  became  ill,  vomited,  and  had  jaundice.  The  jaundice 
lasted  till  Easter.  Two  weeks  after  Easter  the  patient,  who  was  suffering 
from  what  appears  to  have  been  a  mild  general  peripheral  neuritis,  noticed 
her  abdomen  swollen.  By  the  middle  of  July  the  distent  ion  was  so  great 
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that  she  had  to  be  tapped.  First  tapping,  middle  of  July,  1  gallon  clear 
fluid  ;  second  tapping,  the  first  week  in  August,  2  gallons  1  quart ;  third 
tapping,  end  of  August,  2  gallons  1  quart ;  fourth  tapping,  end  of  Septem- 
ber, 2|  gallons.  She  was  sent  to  Newcastle,  under  the  care  of  Mr.  Morison, 
on  October  15,  1895.  Up  to  the  present  illness  she  had  enjoyed  good 
health,  but  had  taken  quantities  of  spirits  and  wine.  The  patient  was 
very  feeble,  much  emaciated,  and  unable  to  rest  in  any  position  except 
propped  up  high  in  bed.  Her  legs  were  oedematous,  her  abdomen  distended 
enormously  and  full  of  fluid,  and  skin  shiny.  On  October  18  she  was  so 
ill  that  tapping  was  necessary  to  give  relief. 

Operation  (Oct.  22,  1895). — The  abdomen  was  opened  below  the  umbilicus 
and  emptied  of  fluid.  The  liver  was  inspected  and  found  to  be  typically 
cirrhotic.  The  abdomen  was  dried  out  with  sponges,  and  the  parietal 
peritoneum  scrubbed  with  a  sponge.  The  peritoneal  covering  of  the  liver 
and  the  spleen  and  the  portions  of  parietal  peritoneum  opposed  to  them 
were  specially  scrubbed.  The  omentum  was  sutured  across  the  anterior 
abdominal  wall,  a  glass  tube  was  left  in  the  pouch  of  Douglas,  and  the 
parietal  wound  was  closed  by  silk  sutures.  For  the  purpose  of  retaining  the 
parietal  in  contact  with  the  visceral  peritoneum,  long,  broad,  adhesive 
straps  were  firmly  applied  circularly  from  the  epigastrium  down  to  the 
tube  in  the  hypogastrium. 

After -progress. — For  the  first  ten  days  a  nurse  by  frequently  pumping 
the  tube  kept  the  abdomen  empty  and  the  dressing  dry.  Three  weeks  after 
the  operation  there  was  no  fluid  escaping,  and  the  tube  was  removed.  A 
few  days  later  the  wound  had  entirely  healed,  and  the  patient  went  home. 
She  soon  regained  health,  and  has  led  an  active  busy  life  and  has  got  stout 
since  the  operation.  She  attended  the  Medical  Section  of  the  British 
Medical  Association  meeting  at  Carlisle,  eight  months  after  the  operation, 
and  was  then  apparently  in  perfect  health.  The  abdominal  cicatrix  had 
yielded  to  some  extent,  producing  a  ventral  hernia.  This  was  the  result 
of  a  cough,  which  troubled  her  for  some  months,  and  imperfect  suturing,  but 
it  occasioned  no  inconvenience  and  was  kept  in  place  by  an  abdominal  belt. 


FROM  A  DISCUSSION  ON  THE  SURGICAL  TREATMENT  OF 

APPENDICITIS. 

(The  British  Medical  Journal,  October,  1896,  p.  1005.) 

Mr.  Morison  said  that  the  cases  he  operated  upon  were  those  in  which  a 
second  attack  had  occurred,  cases  with  abscess,  and  those  with  a  definite 
and  acute  commencement.  The  incision  he  preferred  was  oblique.  It  did 
not  damage  the  rectus  as  one  in  the  linea  semilunaris  did  ;  it  allowed  of 
drainage  through  a  dependent  opening  by  a  prolongation  of  the  incision 
into  the  back,  and  allowed  of  complete  and  satisfactory  closure  of  the 
anterior  portion  of  the  wound,  so  preventing  hernia  of  the  cicatrix.  He 
described  four  varieties  of  abscess  :  (1)  Those  adherent  to  the  abdominal 
wall,  for  which  incision  and  drainage  was  the  treatment  ;  (2)  Those  in  which 
the  appendix  and  abscess  were  on  the  outside  of  the  caecum,  in  which  the 
appendix  should  be  removed  ;  (3)  Those  in  which  the  appendix  lay  behind 
the  caecum  or  in  the  retrocaecal  pouch,  with  inflammation  in  the  retrocaecal 
cellular  tissue,  recognized  by  flexion  of  the  corresponding  thigh.  The 
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appendix  he  thought  should  be  removed  in  every  instance  in  \\hich  it  could 
be  safely  done.  For  appendix  abscess  in  the  pelvis,  drainage  through  the 
vagina  in  the  female  and  the  rectum  in  the  male  was  recommended.  In 
abscess  around  the  appendix  on  the  inner  aspect  of  the  ciecum.  drainage 
only,  with  removal  of  appendix,  he  thought  the  best  treatment.  In  one 
case  of  perforation  and  diffuse  peritonitis  he  had  placed  the  patient  in  a 
hot  saline  bath  with  the  intestines  fully  exposed,  after  failure  of  operation 
the  day  before  to  arrest  peritonitis.  In  the  early  stages  of  such  acute  cases, 
he  thought  the  earlier  the  operation  the  better.  The  appendix  should 
always  be  removed  in  such  cases.  He  had  operated  for  the  removal  of  the 
appendix  in  9  acute  cases — 7  recovered,  2  died.  Of  between  40  and  50 
cases  in  which  he  had  operated  there  were  only  2  deaths. 
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1897 

NOTES    ON   TWO    STOMACH    CASES. 

(The  Northumberland  and  Durham  Medical  Journal,  1897,  p.   12.) 

Mr.  Morison  showed  two  men  with  similar  symptoms  and  parallel 
physical  signs.  The  first  had  been  operated  upon  ;  the  second  was 
awaiting  operation. 

Both  had  a  history  of  long-standing  stomach  troubles — pain,  swelling 
in  the  epigastrium,  and  vomiting  of  large  quantities  of  offensive  sarcinous 
matter.  Both  had  been  emaciated  to  an  extreme  degree. 

In  the  first,  who  was  under  Dr.  Murray's  care,  and  who  had  been  trans- 
ferred to  Mr.  Morison  for  operation,  a  definite  nodule  could  be  felt  in  the 
situation  of  the  pylorus.  In  the  second  case  no  definite  node  was  discovered, 
but  an  indefinite  feeling  of  resistance  was  present  in  the  neighbourhood  of 
the  pylorus.  In  both  the  stomach  was  largely  dilated,  and  in  the  case 
which  had  not  been  operated  upon  (a  patient  of  Dr.  Graham  Miller,  of 
Bellingham)  the  stomach  was  so  much  dilated  that  it  appeared  to  fill  the 
abdomen  (demonstrated). 

The  first  case  was  operated  upon  three  months  ago.  On  opening  the 
abdomen,  the  dilated  stomach  was  drawn  forward  and  the  pylorus  examined. 
Externally  it  appeared  to  be  normal,  and  felt  like  an  ordinary  healthy 
pylorus.  It  lay  precisely  in  the  position  in  which  the  nodule  could  always 
be  felt  through  the  abdominal  wall,  and  there  was  nothing  else  present  to 
account  for  this.  The  stomach  was  opened  and  explored  from  the  inside, 
when  the  pyloric  ring  was  found  to  be  so  tight,  that  a  small  closed  pair  of 
haemostatic  forceps  was,  with  some  difficulty,  passed  through  it  and  was 
tightly  gripped.  Pyloroplasty  was  then  performed  with  a  continuous  deep 
catgut  suture  (method  demonstrated)  and  an  outside  interrupted  Lembert 
suture  of  silk.  The  patient  made  an  uneventful  recovery,  and  in  the  three 
months  since  operation  had  regained  2|  st.  in  weight,  and  with  it  the  capacity 
for  enjoying  and  digesting  ordinary  food. 

The  chief  point  of  interest  in  the  case  was  the  difficulty  of  confirmatory 
diagnosis  after  the  abdomen  had  been  opened,  and  the  pylorus  was  held 
between  finger  and  thumb.  It  was  not  until  the  stomach  had  been  incised, 
and  the  pylorus  examined  from  within,  that  the  clinical  diagnosis  was 
definitely  verified.  The  history  of  pain  and  vomiting  of  blood  points  to  a 
gastric  ulcer  as  the  original  cause  of  the  mischief ;  but  no  such  amount  of 
cicatricial  contraction  was  found  as  would  account  for  the  tight  stricture  at 
the  pylorus.  Again,  the  varying  hardness  of  the  lump  palpated  in  the 
abdomen,  and  the  disappearance  of  all  hardness  under  an  anaesthetic,  point 
to  some  cause  other  than  cicatricial  contraction  for  the  condition.  The 
case  suggests  to  me  the  possibility  of  4  spasm  '  of  the  pyloric  sphincter  as 
taking  some  part  in  the  production  of  the  stricture,  and  a  small  ulcer  may, 
as  in  the  case  of  the  anal  sphincter,  be  thought  of  as  a  not  improbable 
cause.  Any  disturbance  of  the  complicated  nerve  mechanism  involved 
in  the  stomach  movements  during  digestion,  by  which  at  the  same  time  the 


SURGICAL    CONTRIBUTIONS— ABDOMINAL  389 

expulsive  movements  arc  stimulated  and  lh<-  pylorie  sphincter  inhibited, 
would  appear  to  be  as  likely  a  cause  of  digestive  troubles  as  many  of  I  In- 
obscure  conditions  described  in  text  books  on  the  subject.  In  support  of 
the  muscular  spasm  theory,  it  may  be  added  that  there  is  lair  e\  idenee  in 
favour  of  the  view  that  spasmodic  contraction  of  unstriated  muscles  long 
continued  may  lead  eventually  to  organic  stricture.  Just  another  small 
matter  he  would  like  to  mention  with  regard  to  the  suture  employed. 
In  stomach  and  intestinal  cases  the  method  of  suturing  was  all  important. 
For  the  last  four  years  he  had  used  a  form  of  suture  which  he  had  tested 
well,  the  results  of  which  he  had  had  opportunities  of  fully  investigating 
post  mortem  at  different  periods  after  its  application.  It  had  never  failed 
him,  and  he  consequently  placed  complete  reliance  upon  it.  The  method 
had  the  additional  advantage  that  it  was  remarkably  simple  and  easy 
of  application.  The  two  wounds  in  the  hollow  viscera,  either  stomach  or 
intestine,  end  to  end  or  lateral,  were  first  brought  together  with  a  continuous 
catgut  suture  through  all  the  coats,  and  in  such  a  manner  as  to  be  securely 
watertight.  Outside  of  this  inner  continuous  row  an  interrupted  row  of 
Lembert  sutures  of  fine  silk  was  placed,  burying  the  inner  row.  So  far 
as  he  knew  that  method  had  originated  with  himself. 


NOTES    OX    A    STOMACH    CASE. 

(Northumberland  and  Durham  Medical  Journal,  1897,  p.  32.) 

Mr.  Morison  introduced  a  patient  of  Dr.  Graham  Miller  who  had 
been  shown  at  the  previous  meeting  before  operation.  Two  days  after 
the  last  meeting  his  abdomen  was  opened,  and  the  enormous  dilatation  of 
the  stomach  present  was  found  to  be  due  to  an  obstruction  at  the  pylorus. 
There  were  old  puckered  cicatrices  in  the  wall  of  the  stomach  and  many 
adhesions,  evidently  the  result  of  numerous  ulcers.  His  stomach  was 
attached  to  his  duodenum  by  a  tube  almost  half  an  inch  in  length,  the  size 
of  a  crow  quill.  On  opening  the  stomach,  an  ordinary  director,  which  was 
firmly  gripped,  was  passed  through  the  narrow  channel  connecting  the 
stomach  with  the  duodenum.  It  was  impossible  to  do  the  operation  of 
pyloroplasty,  as  he  had  intended  ;  but  the  stomach  and  the  duodenum  were 
freely  opened,  and  a  large  communication  was  established  with  sutures 
between  the  one  and  the  other.  Though  he  was  a  well-made  man,  5  ft.  9  in. 
high,  he  was  so  much  emaciated  that  he  then  weighed  6  st.  1  Ib.  For  a 
year  he  had  been  obliged  to  live  on  small  quantities  of  milk  and  beef  tea, 
because  any  sort  of  solid  food  caused  pain,  and  was  soon  vomited.  In  spite 
of  this  spare  diet  he  was  sick  almost  every  day.  At  the  present  time  (scarcely 
a  month  after  the  operation)  he  was  able  to  eat  and  enjoy  anything,  and 
was  never  sick.  That  he  digested  what  he  ate  was  proved  by  the  fact  that 
he  now  weighed  7  st.  12£  Ibs.,  and  had  improved  remarkably  in  appearance. 
As  the  operation  of  pyloroplasty  was  invented  by  Miculicz,  he  (Mr.  Morison) 
consequently  felt  no  hesitation  in  giving  it  the  most  unqualified  praise. 
This  was  the  sixth  similar  case  in  which  he  had  operated.  All  of  the  patients 
had  recovered  from  the  operation.  In  four  the  operation  was  as  successful 
as  in  the  last  two  cases  exhibited,  and  all  are  in  good  health  at  the  present 
time — two  were  only  temporarily  benefited,  and  one  has  since  died  of 
malignant  disease  of  the  stomach  a  year  after  operation.  The  first  case 
was  operated  upon  more  than  two  years  ago,  and  the  patient  says  she  "  never 
was  so  well  in  her  life  as  now." 
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A    PATIENT    AFTER    NEPHROLITHOTOMY. 

(Northumberland  and  Durham  Medical  Journal,  1897,  p.  50.) 

Mr.  Morison  showed  a  young  man  on  whom  he  had  recently  operated 
for  a  calculus  in  the  pelvis  of  the  right  kidney,  with  the  object  of 
raising  questions  :  (1)  As  to  the  best  method  of  getting  at  the  kidney ;  and 
(2)  Some  points  as  to  the  conditions  produced  by  renal  calculus.  The 
incision  scar  in  the  patient  exhibited  was  T  shaped,  the  vertical  portion 
in  the  linea  semilunaris,  the  transverse  running  back  into  the  iliocostal 
space  as  far  as  the  edge  of  the  quadratus  lumborum  muscle.  This  was  the 
incision  he  had  introduced  some  years  ago,  after  experimenting  on  the  dead 
body,  and  still  advocated.  The  advantages  he  claimed  for  it  were  :  That 
the  patient  could  lie  on  his  back  during  the  operation,  making  anaesthesia 
easier  ;  that  in  cases  of  doubtful  diagnosis  a  preliminary  incision  in  the 
linea  semilunaris  allowed  a  mistake  to  be  most  thoroughly  compensated 
for  ;  that  the  opposite  kidney  could  be  ascertained  to  be  present  and  fairly 
normal  before  the  diseased  one  was  removed — a  very  essential  precaution 
as  shown  by  Dr.  Martin's  case  and  a  specimen  of  his  own,  to  be  exhibited 
later  ;  that  better  access  to  the  kidney  was  obtained  by  this  than  by  any  other 
incision  ;  and  that  dependent  drainage  was  secured  by  this  and  not  by  the 
abdominal  incision  alone.  In  the  case  exhibited  the  peritoneum  had  not 
been  opened,  and  only  that  portion  of  the  fascia  transversalis  covering  the 
renal  fat.  It  was  unnecessary,  unless  the  kidney  was  to  be  removed,  to 
open  the  peritoneum.  A  stone,  the  size  of  a  Spanish  nut,  was  found  in  the 
kidney  pelvis,  and  removed  by  direct  incision  on  to  it.  This  was  in 
opposition  to  the  accepted  teaching,*  but  it  avoided  damage  to  the  kidney 
substance,  and  possible  infection  of  it,  for  there  was  pus  in  the  urine  due 
to  pyelitis.  It  also  avoided  the  risk  of  loss  of  blood  which  sometimes 
occurred  to  a  serious  extent,  when  the  kidney  was  wounded.  Perhaps 
not  the  least  advantage,  though  the  last  to  be  mentioned,  was  that 
the  stone  was  most  easily  removed  by  direct  incision  on  to  it,  through 
the  kidney  pelvis.  The  objection  raised  to  it  was  that  a  urinary  fistula 
was  liable  to  follow  this  operation.  He  (Mr.  Morison)  doubted  this 
teaching,  for  he  thought  if  the  ureter  was  pervious,  any  opening  made 
into  it  or  into  the  pelvis  or  kidney  would  certainly  close,  and  if  the  ureter 
was  not  pervious  a  urinary  fistula  would  remain  after  any  operation.  In 
the  patient  exhibited  there  was  no  urinary  discharge  from  the  wound  after 
the  second  day,  and  the  whole  had  healed  by  first  intention.  On  another 
patient  on  whom  he  had  performed  a  similar  operation  a  few  days  later  for 
kidney  stone,  some  urine  escaped  from  the  wound  for  thirteen  days,  but  in 
three  weeks  it  had  entirely  healed.  The  points  which  he  wished  to  bring 
forward  in  connection  with  the  symptoms  he  would  state  shortly  and 
dogmatically  to  save  time.  They  were  : — 

1.  That  a  stone  or  stones  in  a  renal  calix,  or  embedded  in  the  substance 
of  the  kidney,  caused  no  symptoms,  but  predisposed  to  pyonephrosis. 

2.  That  a  stone  in  the  pelvis  of  the  kidney  caused  pain  by  the  production 
of  an  acute  intermittent  hydronephrosis  ;    and  the  pain  in  such  cases  was 
limited  to  the  neighbourhood  of  the  affected  kidney,  did  not  extend  down 
the  ureter  to  the  testicle  or  labium  of  the  affected  side,  and  was  not  so  severe 
as  in  the  third  class. 


*  Till  quite  lately  this  was  true.      It  now  seems  as  if  this  was   to 
become  the  established  practice. 
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It  was  in  these  cases  that  UK-  Un;.test  dillieuliies  were  <  xperienced, 
as  there  were  other  conditions  which  n.iirhi  produce  ;m  acute  mt<  rmiit.-ui 
hydronephrosis,  with  consequently  s\ mptoms  precisely  resembling  th«-e 
of  calculus  in  the  kidney  pelvis. 

3.  That  a  stone  passing  down  the  ureter  caused  the  classical  severe 
symptoms  described  as  typical  of  renal  colic,  and  he  suggested  that  the 
pain  in  these  cases  was  due  to  the  violent  contraction  of  the  unslriped 
muscular  fibre  of  the  ureter.* 


CONGENITAL    ABSENCE    OF    HK.HT    KIDNKY. 

(Northumberland  and  Durham  Medical  Journal.  1897,  p.  5.5.) 

Mr.  Morison  showed  a  specimen,  which  had  been  carefully  dissected 
by  Dr.  W.  G.  Richardson,  removed  post  mortem  from  a  man  aged  52, 
who  died  twenty  days  after  an  operation  for  suppression  of  urine  due  to  a 
calculus  impacted  in  his  only  ureter.  There  was  no  trace  of  kidney  or  ureter 
or  vas  or  seminal  vesicle  on  the  right  side. 


GALL-STONES. 

(Northumberland  and  Durham  Medical  Journal,  1897,  p.  57.) 

Mr.  Morison  showed  specimens  of  gall-stones   extracted   by  operation 
from  three  recent  cases  of  interest.     Two  of  the  patients  had  no  pain,  and 
the   absence    of  this  symptom  was  a   most  interesting  feature.     Both  of 
them  had  a  history  of  long  standing  '  spasms.'     The  first  was  sent  because 
she  had  persistent  and  increasing  jaundice.     The  first  gave  a  history  of 
sudden  cessation  of  her  weekly  attacks  of  '  spasms  '  after  an  extra  prolonged 
seizure  eight  months  before.     Shortly  after  her  last  attack  a  tumour  was 
discovered  in  her  right  side,  which  ached  and  troubled  her  when  squeezed, 
and  in  going  about  her  usual  work.     The  tumour  was  in  the  position  of  the 
gall-bladder  and  the  size  of  a  foetal  head  at  term.     The  large  stone  (exhibited) 
was  found  impacted  in  and  completely  blocking  the  neck  of  the  gall-bladder. 
The  second  case,  after  an  unusually  severe  attack  (three  months  ago)  of  her 
oft -repeated    '  spasm  '    became  jaundiced   for  the  first  time.     Since  then 
she  had  no  more  pain,  but  every  time  she  got  out  of  bed  a  rigor  developed, 
and  her  temperature  rose.     The  rigor  was  always  followed  by  an  increase  of 
the  jaundice.     The  two  stones  (exhibited)  were  extracted  by  incision  from 
her  much  dilated  common  duct.     The  third  case  had  also  a  long  history  of 
attacks  typical  of  gall-stone  colic,  and  was  seen  with   jaundice,  which  had 
not   disappeared.     A   small   sausage-shaped   swelling  could   be    felt    in    the 
position  of  the  gall-bladder,  and  this  was  taken  to  be  an  exception  to  the 
rule  that  in  long-standing  cases  the  gall-bladder  by  its  efforts  had  become 
so  much  contracted  as  to  disappear  out  of  reach.     On  opening  the  abdomen 
the  gall-bladder  was  seen  to  be  divided  into  two  parts  by  a  well-marked 
constriction.     What  had  been  felt  before  operation  was  a  thin  sacculus 
protruding  from  the  fundus  of  a  much-thickened  and  contracted  gall-bladder. 
Several  stones  (exhibited)  were  extracted   from  the  sacculu-.    which   com- 
municated with  the  gall-bladder  by  an  opening  only  large  enough  to  admit 

*  /  still  believe  this  to  he  true. 

A  16 
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of  a  director.  The  real  gall-bladder  was  empty  ;  two  stones  (exhibited)  were 
removed  by  incision  from  the  common  duct. 

These  cases  were  important  practically,  for  in  the  absence  of  pain  a 
diagnosis  of  gall-stones  might  not  appear  to  be  probable.  If,  however,  the 
more  familiar  behaviour  of  the  urinary  bladder  was  borne  in  mind  as  a 
guide  to  what  was  likely  to  occur  in  the  gall-bladder,  the  conditions  would 
be  more  readily  understood.  A  gall-bladder  or  a  urinary  bladder  with 
outlet  completely  and  suddenly  blocked,  became  quickly  distended  (the 
gall-bladder  by  its  own  secretions).  Up  to  a  certain  point  spasmodic  pains 
of  the  most  violent  character,  due  to  the  forcible  contraction  of  the  unstriped 
muscle  in  the  walls  of  either  viscus,  occurred  in  each  case.  After  a  time  the 
muscle  fibre  became  paralyzed,  and  relatively  painless  distention  followed, 
as  in  the  first  case  related. 

If  the  block  was  only  of  a  partial  or  temporary  character  (as  in  stricture 
or  stone  in  the  urinary  bladder,  and  stone  in  the  common  duct,  or  stone  in 
the  gall-bladder)  the  bladder  became  thickened  and  contracted  from  hyper- 
trophy, with  a  cavity  much  diminished.  As  soon  as  the  cavity  of  the 
urinary  or  gall-bladder  had  reached  a  certain  degree  of  diminution,  the 
viscus  ceased  any  longer  to  discharge  its  functions,  the  contraction  of  its 
walls  no  longer  occurred,  and  pain  disappeared,  as  in  Case  2. 

An  acceptance  of  these  explanations  includes  a  belief  in  the  truth  of  a 
suggestion,  previously  made  by  me  at  this  Society,  that  the  pain  of  gall- 
stone colic  was  due  to  violent  gall-bladder  contractions,  and  the  cases 
related  with  the  explanations  given  are  only  additional  illustrations  of  views 
that  I  have  already  expressed  elsewhere  on  several  occasions,  but  which 
appear  to  have  met  with  little  notice. 

The  last  case  is  another  example  of  the  use  to  which  the  comparison 
between  the  urinary  and  the  gall-bladder  can  be  put.  In  this  case  the 
sacculus  of  the  gall-bladder  appeared  to  consist  of  only  the  mucous  membrane 
and  peritoneal  coat,  just  as  a  sacculus  of  the  urinary  bladder  does. 

(Diagrams  made  by  Dr.  W.  G.  Richardson  were  shown  to  illustrate 
these  cases  and  remarks.) 


EXAMPLES   OF  VARIETIES   OF   UTERI   REMOVED  BY 
VAGINAL  HYSTERECTOMY. 

(Northumberland  and  Durham  Medical  Journal,  1897,  p.  96.) 

Mr.  Morison  showed  a  series  of  specimens  illustrating  conditions 
which  he  thought  could  be  best  dealt  with  by  vaginal  hysterectomy. 
Cancer  of  the  body  and  cancer  of  the  cervix  uteri  were  the  most  common 
indications  for  the  operation.  Cases  of  cancer  of  the  body  were  com- 
paratively rare.  The  prognosis  in  these,  after  operation,  appeared  to  be 
exceptionally  good  if  a  diagnosis  could  be  made  before  the  pelvic  peritoneum 
or  glands  had  become  infected.  The  first  case  of  this  sort  on  which  he  had 
operated  was  still  alive,  free  from  recurrence,  and  in  good  health  five  years 
after  the  operation.  The  diagnosis  was  verified  by  microscopical  examina- 
tion of  a  scraping  from  the  interior  of  the  uterus,  a  method  of  examination 
which  he  thought  of  more  value  than  recently  expressed  opinions  of  some 
English  authorities  might  lead  one  to  expect.  In  most  of  the  examples  of 
cancer  of  the  cervix  the  diagnosis  was  easy ;  but  Dr.  Buttercase,  of  Forest 
Hall,  had  sent  him  a  case  in  which  the  conditions  were  very  different  from 
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any  other  he  had  seen.  The  patient  was  an  unmarried  woman  of  1'J.  with 
the  haemorrhage  and  watery  foetid  discharge  so  suggestive  of  cancer.  On 
examination  the  vagina  appeared  to  be  filled  by  a  la  rue,  smooth,  lii inly- 
elastic  mass,  like  a  uterine  fibroid,  and  the  os  AMIS  with  difficulty  reached 
by  squeezing  the  examining  finger  through  a  narrow  chink  between  I  he 
tumour  and  the  posterior  vaginal  wall.  It  seemed  to  be  hopeless  to  attempt 
to  remove  such  a  mass  through  the  vagina,  a  specially  small  one  :  but  as  a 
preliminary  to  attacking  it  from  the  abdomen,  it  was  decided  to  curette 
and  cleanse  the  growth  from  below.  The  mass  was  exposed,  and  a  sharp 
spoon  introduced  through  the  os  into  the  cervical  canal.  The  growth  was 
so  soft  that  it  readily  broke  down  with  the  spoon,  and  in  a  few  minutes  the 
formidable  tumour  was  so  far  reduced  in  size  that  it  no  longer  formed  a 
hindrance  to  vaginal  hysterectomy.  The  narrow  vaginal  entrance  was 
enlarged  by  a  free  incision  into  the  right  ischiorectal  fossa,  extending  for 
some  distance  up  the  vaginal  wall,  before  commencing  to  extirpate  the 
uterus  in  the  ordinary  way.* 

Except  that  convalescence  was  delayed  by  an  attack  of  femoral  phle- 
bitis, recovery  was  uneventful.  Microscopic  examination  of  the  growth 
proved  it  to  be  a  "  degenerating  carcinoma,  with  a  large  amount  of  round - 
celled  infiltration  showing  rapid  growth."  The  patient,  thirteen  months 
after  this  operation,  continues  to  be  in  good  health  and  free  from  any  sign 
of  recurrence. f 

Another  interesting  case  was  sent  by  Dr.  Lownds,  of  Newcastle.  The 
patient  for  years  had  suffered  from  pelvic  troubles  of  one  sort  or  another. 
The  diagnosis  of  cancer,  apparently  limited  to  the  cervix,  was  easy,  but 
there  was  in  addition  a  hard  mass  in  Douglas's  pouch  connected  with  the 
uterus,  which  was  firmly  fixed  by  adhesions,  evidently  the  result  of  an  old 
pelvic  peritonitis.  The  hard  mass  proved  to  be  a  uterine  fibroid,  and  the 
dense  adhesions  present  made  the  operation  unusually  difficult.  This  was 
the  only  occasion  on  which  he  had  seen  a  fibroid  tumour  of  the  uterus 
associated  with  a  malignant  growth.  When  the  operation  was  nearing 
completion,  a  small  malignant  nodule  was  discovered  in  the  broad  ligament 
close  to  the  right  side  of  the  cervix,  which  was  excised  along  with  the  uterus. 
After  six  months  freedom  from  symptoms,  further  signs  of  disease  appeared, 
and  the  patient  eventually  died  of  cancer  in  the  pelvis  and  the  abdomen. 
In  five  of  his  other  cases  of  vaginal  hysterectomy  he  found  a  similar  nodule 
in  the  broad  ligament,  and  in  each  the  disease  had  reappeared  before  many 
months  had  elapsed.  When  he  had  been  satisfied  after  the  operation  that 
the  cervix  alone  was  diseased,  recurrence  had  followed  vaginal  hysterectomy 
in  only  one  case.  More  than  50  per  cent  of  his  cases  operated  upon,  over 
three  years  ago,  were  well  and  free  from  disease  at  the  present  time,  so  that 
early  diagnosis  was  of  the  utmost  importance.  The  earliest  sign  of  uterine 
cancer  was  erratic  haemorrhage,  and  in  a  woman  over  40  such  a  symptom 
demanded  careful  local  examination. 

The  operation  had  been  strongly  advocated  recently  for  other  diseases 
than  cancer,  and  it  had  been  urged  by  enthusiasts  in  its  favour,  that  in 
every  case  where  tubes  and  ovaries  were  removed  the  uterus  should  be 
taken  away  too,  as  it  was  no  longer  useful,  and  might  be  a  source  of  trouble 


*This  is  now  known   as  Suchard's   incision,    but  I  had  employed 
it  before  anyone  else  so  far  as  I  know. 

t  She  is  still  alive  and  well   (1915). 
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if  left.  This  suggestion  he  thought  violated  the  best  surgical  principle — 
only  to  remove  what  was  irrecoverably  damaged,  or  a  menace  to  life — 
consequently,  it  did  not  appeal  to  surgeons  who  were  not  pure  gynecologists. 
Nevertheless  the  operation  had  a  useful  field,  and  he  had  done  it  in  a  variety 
of  cases.  Amongst  the  most  interesting  was  a  patient  who  was  sent  by 
Dr.  Wands,  of  Stanley.  She  was  a  married  sterile  woman,  30  years  of  age, 
who  had  recently  been  troubled  by  frequency  of  micturition,  and  latterly 
by  retention  of  urine.  There  was  a  fibroid,  the  size  of  a  large  cocoanut,  in 
the  anterior  wall  of  the  uterus,  causing  this  trouble.  After  preliminary 
division  of  the  perineum,  the  uterus  and  the  tumour  were  excised.  This 
patient  also  was  attacked  during  convalescence  by  femoral  phlebitis,  which 
retarded  her  recovery.  A  wounded  perineum  seemed  to  predispose  to  that 
curious  condition,  femoral  phlebitis.  In  one  case,  a  patient  of  Dr.  Watson, 
of  Newcastle,  he  had  excised  the  uterus,  both  tubes,  and  the  left  ovary, 
for  acute  gonorrhceal  endometritis,  salpingitis,  and  pelvic  abscess.  This 
was  a  condition  very  seldom  met  with,  so  seldom  that  the  possibility  of  it 
had  been  denied  by  certain  authorities.  The  evidence,  however,  of  gonor- 
rhceal infection  was  complete.  Within  a  week  of  the  appearance  of  the 
vaginal  discharge,  there  was  high  temperature,  grave  constitutional  dis- 
turbance, and  signs  of  involvement  of  the  pelvic  peritoneum.  Three  weeks 
later  the  operation  showed  an  infected  uterus,  both  tubes  containing  pus, 
and  an  abscess  in  the  pelvis.  The  left  ovary  was  removed,  because  it  was 
enlarged  and  cystic. 

In  another  case,  a  patient  of  Dr.  Percy  Blumer,  of  Sunderland,  he  had 
removed  the  uterus  to  allow  of  sufficient  drainage  of  a  large  pelvic  abscess. 
The  patient  had  an  acute  pelvic  abscess  (following  confinement)  opened  and 
drained  through  the  abdomen.  A  faecal  fistula  had  developed  and  her  con- 
dition was  desperate.  A  mass  could  be  felt  in  each  iliac  region,  and  extend- 
ing to  the  middle  line.  Pressure  on  either  side  increased  the  flow  of  pus 
and  fasces  from  the  fistula  above  the  pubis.  Per  vaginam  the  uterus  was 
firmly  fixed  in  a  large,  hard,  tender  mass,  which  appeared  to  fill  the  pelvis. 
It  was  evident  that  nothing  but  efficient  drainage  could  help  the  patient, 
and  it  seemed  also  equally  obvious  that  the  only  way  to  secure  this  was  to 
remove  the  uterus.  Perhaps  it  was  not  absolutely  correct  to  include  this 
case  in  the  series,  for  on  attempting  to  hold  the  cervix  it  was  torn  off  by 
the  forceps,  and  the  whole  uterine  tissue  was  so  soft  and  friable  that  only 
small  fragments  of  it  could  be  removed  at  a  time.  Eventually,  however, 
but  without  removing  the  whole  of  the  uterus,  a  wide  opening  was  secured, 
communicating  freely  above  with  the  fistula  and  below  with  the  vagina, 
and  the  patient  had  completely  recovered.* 

With  regard  to  the  operation,  he  thought  that  no  preliminary  treatment 
of  the  vagina  and  uterus  was  useful.  To  scrape,  and  disinfect,  and  dress  a 
carcinomatous  cervix  some  days  previous  to  operation,  as  was  generally 
advised,  might  indeed  be  hurtful  by  aiding  dissemination  of  the  growth. 
All  necessary  preparations  could  be  made  immediately  before  the  operation, 
whilst  the  patient  was  anaesthetized.  He  did  not  use  any  ligatures,  but 
secured  the  broad  ligaments  in  haemostatic  forceps  before  dividing  each 
portion,  using  from  twelve  to  twenty-four  pairs  of  forceps  for  this  purpose. f 

*  /  have  repeated  this  operation — vaginal  hysterectomy — four  times 
since,  and  all  four  patients,  with  incurable  fcecal  fistula  and  profuse 
suppuration,  have  been  cured. 

t  /  now  use  special  forceps,  and  four  generally  suffice,  two  for  each  side. 
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No  drainage  tubes  or  sutures  were  necessary,  drainage  being  effected 
by  a  strand  of  gauze  passed  up  the  centre  of  the  forceps.  The  vagina  \\.-is 
then  so  full  that  neither  intestines  nor  omentum  could  escape.  The  forceps 
were  left  in  for  forty-eight  hours,  and  the  gauze  was  removed  in  seventy- 
two  hours.  Unless  the  discharge  became  foetid,  no  further  treatment  than 
keeping  the  external  parts  clean  and  dressed  was  employed.  He  had  fully 
recorded  the  first  nine  cases  of  cancer  operated  upon  by  him  in  the  Birming- 
ham Medical  Review  for  August,  1894,  and  since  then  had  operated  on  other 
ten  cases.  In  all  he  had  performed  at  the  present  time  the  operation  nineteen 
times  for  cancer  and  seven  times  for  other  conditions.  All  the  twenty-six 
patients  had  recovered,  and  in  only  one  case  had  there  been  any  serious 
accident.  In  this  case,  reported  in  the  paper  referred  to,  sharp  bleeding 
followed  the  removal  of  the  forceps  at  the  end  of  twenty-four  hours.* 


CASE     OF     PERITONITIS. 

(Northumberland  and  Durham  Medical  Journal,  1897,  p.  115.) 

Mr.  Morison  had  just  seen  a  post-mortem  made  by  Dr.  Beattie  on 
a  case  of  his  own  which  was  interesting,  more  especially  so  in  connection 
with  Mr.  Page's  case.  The  patient,  a  robust  man  of  32,  was  admitted 
to  the  Infirmary,  under  his  care,  the  previous  week,  with  all  the  symptoms 
and  signs  of  an  acute  diffuse  peritonitis.  He  gave  a  history  of  frequent 
attacks  of  abdominal  pain  during  the  past  two  years,  probably  from 
their  character  and  locality  due  to  diseased  appendix.  Five  days  before 
admission  he  had  been  suddenly  seized  with  an  agonizing  pain,  vomited, 
and  became  collapsed.  He  had  since  been  seriously  ill,  and  now  com- 
plained most  of  distention,  with  inability  to  pass  either  flatus  or  faeces. 
His  abdomen  was  opened  over  the  caecum,  and  a  gangrenous,  perforated, 
leaking  appendix  was  easily  found  and  excised.  Lymphy  pus  covered  all  the 
visible  intestinal  coils,  there  were  no  adhesions,  and  the  pelvis  was  filled 
with  stinking  pus.  The  pelvis  was  sponged  out,  the  intestines  cleansed  by 
dry  sponging,  and  a  large  drainage  tube  introduced.  Considering  the 
diffusion  and  virulence  of  the  peritonitis,  we  were  all  surprised  to  find  him 
much  improved  on  the  day  following  the  operation.  His  bowels,  however, 
had  not  been  moved,  nor  had  he  passed  any  flatus.  In  spite  of  all  the  treat- 
ment adopted,  no  evacuation  could  be  secured,  and  the  patient  died  five 
days  after  operation,  and  after  having  vomited  a  quantity  of  faecal  matter. 
The  post-mortem  examination  showed  that  death  had  resulted  from  paralytic 
ileus.  There  was  no  trace  of  peritonitis.  No  lymph  was  to  be  seen,  except 
in  the  track  of  the  drainage  tube.  There  were  no  adhesions,  except  where 
the  stump  of  the  appendix  had  been  sutured  into  the  caecum.  The  whole 
small  intestine  was  enormously  distended  with  gas  and  faecal-smelling  fluid. 
After  seeing  the  post-mortem  and  hearing  of  Mr.  Page's  successful  case,  he 
regretted  that  his  patient  had  not  been  treated  by  enterostomy. 

*  As  the  operation  can  be  done  with  a  mortality  under  1  per  cent  by 
this  method,  I  have  not  changed. 
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THE   PREVENTION  AND  TREATMENT  OF   PUERPERAL 

SEPSIS. 

(Northumberland  and  Durham  Medical  Journal,  1897,  p.  139.) 

Whether  so-called  puerperal  fever  be  diminishing  or  not  scarcely 
admits  of  proof,  but  that  it  has  not  receded  as  it  should  have  done 
before  advancing  knowledge  cannot  be  questioned.  Nothing  is  more 
sad  than  to  see  women  in  the  prime  of  life  cut  off  by  disease  which 
has  been  proved  to  be  preventable,  and  no  excuse  need  be  made  for 
introducing  such  a  subject  to  your  consideration. 

Causes  must  be  briefly  considered  before  discussing  prevention. 
Of  predisposing  causes  the  chief  appears  to  be  the  birth  of  a  first  child 
at  term.  The  greater  shock,  the  greater  traumatism,  the  greater 
fright  experienced  by  the  primipara  are  explanations  which  may  be 
advanced  to  account  for  this.  Let  me  draw  your  special  attention  to 
the  nerve  factor,  sometimes  forgotten,  in  causation,  for  that  it  cannot 
be  ignored  is  surely  proved  by  the  fact  that  the  mortality  from  sepsis 
under  the  same  roof  and  in  similar  external  conditions  is  after  illegiti- 
mate births  at  least  double  that  after  legitimate  births.  To  this  point 
I  shall  allude  again. 

Anaemia,  any  form  of  debility,  insanitary  surroundings,  chill,  etc., 
may  be  mentioned  as  other  predisposing  causes  ;  but  with  no  wish  to 
undervalue  any  of  them,  it  will  be  well  to  say  at  once  that  not  all  of 
them  put  together  would  suffice  to  produce  puerperal  sepsis.  A 
single  word — DIRT — expresses  and  explains  the  one  cause  of  puerperal 
sepsis.  Dirt,  or  as  we  prefer  to  say,  infective  micro-organisms,  gains 
access  to  the  cavity  of  the  uterus  and  produces  the  condition  we  are 
considering.  I  have  said  "  gains  access  to  the  uterus  "  (though  this 
view  is  not  generally  accepted),  for  it  appears  to  me  incredible  that 
infection  of  a  torn  perinaeum,  or  a  torn  cervix,  would  produce  genuine 
puerperal  sepsis. 

Obstetricians  have  for  long  admitted  a  similar  causation  for 
surgical  and  puerperal  sepsis,  and  teach  that  the  principles  so  success- 
fully applied  for  the  prevention  of  the  one  are  equally  applicable  to 
the  other. 

One  of  my  surgical  nurses  (in  whom  I  place  full  reliance)  has 
just  returned  from  a  three  months'  course  of  training  in  the  Edinburgh 
Maternity  Hospital,  one  of  the  recognized  and  advanced  schools  for 
the  teaching  of  obstetrics  in  Great  Britain.  These  are  her  notes, 
given  at  my  request,  of  the  practice  there  : — 

"  On  admission  into  the  hospital,  if  there  was  time  the  patient 
was  put  into  a  large  bath  of  hot  water  and  thoroughly  washed  all  over 
with  soft  soap.  Her  external  genitals  were  then  washed  with  corrosive 
sublimate  lotion  (1-2000),  an  enema  given,  and  the  bladder  emptied. 
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The  patient  was  then  taken  into  the  labour  \v;ml  and  put  to  bed,  with 
a  short  jacket  as  her  only  clothing.  The  bed  was  made  in  the  ordi- 
nary way,  with  draw-sheet  and  mackintosh,  which  were  all  clean  lor 
each  delivery.  After  the  patient  was  in  bed  her  external  genitals 
were  again  washed  with  corrosive  lotion.  The  doctor  and  nurses  in 
attendance  washed  their  hands  and  arms  thoroughly  with  soft  soap, 
turpentine,  and  hot  water,  and  anointed  the  examining  finger  with 
carbolized  vaseline  before  making  a  vaginal  examination.  After 
delivery  and  the  birth  of  the  placenta,  a  vaginal  douche  of  corrosive 
(1-3000,  temperature  120°)  was  administered.  Unless  the  lochia 
were  offensive,  or  operative  interference  had  been  necessary,  no  further 
douching  was  employed.  The  after-dressing  consisted  of  pads  of 
wood-wool  wrapped  up  in  old  linen  which  was  boiled  in  1-1000  corro- 
sive lotion.  Out  of  eighty-nine  births  I  saw,  one  patient  died  of  puer- 
peral fever.  She  was  admitted  early  in  the  morning  of  November 
25,  and  was  prepared  in  the  manner  described.  She  was  delivered 
between  four  and  five  in  the  afternoon  of  the  same  day  with  chloro- 
form and  forceps.  On  November  27  her  temperature  rose,  and 
she  was  isolated  and  died  of  puerperal  fever  on  the  30th.  Two  more 
patients  were  isolated  the  day  I  left,  each  on  the  fourth  day  after 
delivery.  I  have  been  unable  to  find  out  what  came  of  them.  The 
death  of  the  case  I  have  mentioned  was  the  first  that  had  occurred  in 
the  institution  for  a  long  time." 

Twenty  years  ago  I  realized  that  to  do  even  the  so-called  minor 
operations  without  proper  antiseptic  precautions  was  to  expose  the 
patient  to  an  unfair  risk  ;  but  only  since  I  began  to  perform  vaginal 
hysterectomy  have  I  learned  the  importance  of  similar  preventive 
treatment  in  vaginal  and  uterine  operations.  The  mortality  of  vaginal 
hysterectomy  seven  years  ago  was  at  least  30  per  cent.  Without  any 
alteration  in  the  method  of  performing  the  operation,  but  by  a  more 
complete  application  of  antiseptic  principles,  the  mortality  has  been 
so  far  reduced  that  this  operation  now  ranks  as  one  of  the  safest  of 
serious  undertakings.  I  have  myself  performed  it  now  twenty-seven 
times  in  all,  without  a  single  death.  The  preparations  described  by 
the  nurse,  as  taught  and  practised  in  Edinburgh,  surgeons  would  regard 
as  totally  inadequate,  and  the  occasional  occurrence  of  septic  mischief 
could  be  no  surprise  to  them.  When  we  learn  that  the  great  majority 
of  women  can  be  safely  confined  without  the  precautions  described, 
the  old  midwifery  aphorism — "  The '  puerperal  woman  falls  a  ready 
prey  to  sepsis" — vanishes  as  a  fallacy.  The  truth  must  be  that  tin- 
puerperal  uterus,  like  the  peritoneum,  possesses  remarkable  power  in 
resisting  sepsis. 

Though  I  see,  in  consultation,  a  good  deal  of  puerperal  sepsis, 
acute  and  chronic,  I  do  not  pretend  to  be  an  obstetrical  authority. 
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and  what  suggestions  I  may  offer  will,  I  trust,  have  granted  to  them 
the  allowance  due  to  this  confession. 

Of  late  years  it  has  become  the  fashion  with  the  public  and  the 
profession  to  blame  the  doctor  for  any  case  of  puerperal  sepsis  occurring 
in  his  practice.  Though  with  present  methods  this  accusation  is  only 
very  partially  true  and  most  unpleasant  to  the  individual  doctor,  it 
is  flattering  to  the  profession  as  a  whole.  It  assumes  for  us  the  posses- 
sion of  an  enormous  power  for  good,  which  I  believe  we  can  honestly 
claim  if  we  firmly  decide  to  realize  our  responsibilities,  and  to  have  the 
courage  of  our  convictions. 

It  is  now  certain  that  the  hands  of  the  operator  can  be  cleansed 
of  dangerous  impurity  by  careful  attention  to  his  nails,  by  thorough 
washing  with  soft  soap  and  hot  water,  followed  by  turpentine,  and 
again  by  soft  soap  and  hot  water,  and  a  final  five  minutes  scrubbing 
in  riOOO  corrosive  lotion  with  a  clean  nail  brush.  Three  months 
holiday  is  unnecessary  to  get  rid  of  the  puerperal  poison.  It  can  be 
more  certainly  and  more  effectually  destroyed  by  ten  minutes  spent 
in  the  manner  described.  No  one  doubts  the  enormous  importance, 
an  importance  which  notwithstanding  all  that  has  been  said  and 
written  of  it,  has  not  been,  and  could  not  be,  exaggerated,  of  this  one 
step  ;  but  this  alone  is  not  enough,  as  is  assumed  by  those  who  blame 
the  doctor  for  his  cases  of  puerperal  fever.  Surgeons  act  upon  the 
knowledge  that  everything  not  specially  cleansed  is  dirty.  Obstetri- 
cians appear  to  ignore  the  patient,  her  clothing,  and  surroundings, 
and  to  rest  satisfied  so  long  as  they  themselves  have  undergone  some 
special  ablutions.  Some  of  them,  to  defend  their  apparent  inconsis- 
tency, have  examined  the  vaginal  secretions,  and  tell  us  that  these 
are  not  only  sterile,  but  are  actually  possessed  of  antiseptic  properties. 
No  one  has  a  greater  respect  for  bacteriology  than  I  have,  but  when, 
considering  my  experience,  I  am  asked  to  believe  that  the  vaginal 
canal  of  the  majority  of  women  about  to  be  confined  is  either  aseptic 
or  antiseptic,  I  can  only  answer — Nonsense ! 

In  preparing  a  patient  for  vaginal  hysterectomy — and  why  should 
every  patient  about  to  be  confined  not  have  as  much  trouble  and  care 
bestowed  upon  her  ? — the  precautions  which  we  consider  essential 
are  as  follows  : — The  external  genitals  are  shaved,  then  the  vagina 
and  surrounding  parts  are  thoroughly  scrubbed  and  cleansed  with 
soft  soap  and  hot  water.  The  same  parts  are  next  washed  and  soaked 
with  1*1000  corrosive  lotion  for  from  two  to  three  minutes,  and  special 
precautions  are  taken  to  prevent  contact  contamination  of  the  cleansed 
parts  till  the  operation  is  completed.  In  the  after-treatment,  an 
antiseptic  dressing  is  worn  over  the  vulva,  and  immediately  after  each 
act  of  micturition  or  defalcation,  the  patient  is  sponged  with  corrosive 
lotion,  dusted  with  boracic  powder,  and  supplied  with  a  clean  dressing 
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until  tin-  wound  is  healed.  \Yh;it  I  wish  In  lay  stress  upon  in  (his 
eonneetion  is  the  absence  in  I  he  obstetric  iust  met  ions  of  any  reason- 
able attempt  to  cleanse  the  patient,  her  dot  IIJIILT  and  bedding,  or  to 
prevent  infection  being  conveyed  to  her  from  outside  sources  dim  in: 
and  after  delivery.  So  much  lor  antiseptics.  Other  aids  should  not 
be  ignored. 

At  a  time  when  running  ears  and  ulcerated  leys  could  not  be 
healed,  the  discharge  from  them  was  said  to  be  a  protection  from 
greater  evils,  and  the  patient  was  advised  not  to  have  the  sore  healed 
on  any  account.  When  mischief  was  but  too  likely  to  follow  any 
interference  with  the  puerperal  woman,  it  was  wise  to  condemn  meddle- 
some midwifery,  and  to  talk  abundance  of  cant  concerning  the  wisdom 
of  leaving  physiological  processes  alone.  Such  humbug  is  surely  out 
of  date,  though  it  doubtless  has  served  a  useful  purpose.  From  the 
commencement  of  her  pregnancy  a  woman  should  be  carefully  looked 
after.  She  wants  information  and  reassurance,  and  has  to  get  it  as 
best  she  can  by  reading  "Advice  to  a  wife,"  or  other  similarly  edifying 
works,  for  friends,  if  consulted,  are  apt  to  laugh,  and  believe  that 
the  complaints  will  go  when  the  baby  comes.  That  many  serious 
illnesses  might  be  averted  by  more  timely  advice  there  cannot  be  any 
reasonable  doubt. 

My  previous  allusion  to  the  influence  of  nerve  shock  in  predispos- 
ing to  sepsis  was  made  with  the  object  of  advocating  a  more  frequent 
resort  to  the  use  of  chloroform  in  labour.  In  response  to  the  urgent 
and  despairing  cry  for  help  to  which  you  are  all  well  accustomed,  why 
not  give  sufficient  chloroform  to  ease  the  pains  and  save  yourself  from 
being  the  fraud  you  are  when  pulling  at  the  perinaeum  or  otherwise 
pretending  to  help  by  means  you  know  to  be  useless  and  possibly 
worse  ?  The  administration  of  chloroform,  in  addition  to  the  advan- 
tages mentioned,  allows  of  more  thorough  cleansing  than  is  possible 
without  its  aid,  and  this  is  an  additional  reason  for  regarding  it  as  one 
of  the  most  important  factors  in  the  prevention  of  sepsis.  Just  a 
short  note  as  to  the  position  of  the  patient  in  this  connection.  It  is 
impossible  to  do  the  best  work  in  the  ordinary  English  obstetrical 
position  with  the  patient  on  her  side.  Against  this  position  I  con  hi 
say  a  great  deal,  but  shall  content  myself  by  declaring  it  utterly  unsur- 
gical,  and  advising  any  of  you  who  have  not  tried  the  lithotomy 
posture  to  do  so  in  the  next  difficult  case  under  your  charge.  It  is  not 
likely  then  that  you  will  deliver  a  patient  on  her  side  again. 

One  more  note  concerning  prevention  and  this  part  of  my  subject 
is  finished. 

All  of  us  have,  I  believe,  been  taught  that  to  deliver  the  placenta 
by  pulling  on  the  cord  was  improper  and  dangerous  treatment.  The 
reasons  in  favour  of  this  statement  did  not  appear  to  me  to  be  very 
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convincing,  and  to  pull  at  the  cord  seemed  so  tempting  as  to  be  irresis- 
tible. I  have  delivered  hundreds  of  placentas  by  traction  on  the 
cord,  and  have  found  that  when  carefully  done  it  is  an  easy  and  pain- 
less process,  and  one,  so  far  as  I  could  judge,  free  from  risk  and  pre- 
senting advantages  in  the  prevention  of  sepsis.  A  moment's  consider- 
ation will  show  that  the  placenta,  extracted  in  this  manner,  sweeps 
everything  out  before  it  like  the  umbrella  oesophagus  probang,  and 
sucks  out  after  it  the  contents  of  the  uterus,  as  the  piston  of  a  syringe 
would.  In  case  of  doubt  about  the  complete  delivery  of  the  placenta 
with  membranes,  a  thorough  exploration  of  the  uterus,  with  the  hand 
and  forearm  introduced,  is  imperative.  Assuming  that  antiseptic 
precautions  have  been  taken,  there  is  no  danger  in  doing  this,  but  to 
leave  particles  behind  is  an  invitation  to  septic  particles  to  take  up 
their  abode  and  to  become  a  grave  menace  to  life. 

Pathology. — The  pathology  of  all  cases  is  not  the  same  ;  but  it 
seems  probable  that  all  of  them  start  from  a  septic  endometritis. 
Following  this,  septic  mischief  may  either  spread  up  the  tubes — 
salpingitis — and  involve  the  pelvic  peritoneum,  or  it  may  spread  from 
the  endometrium  into  the  substance  of  the  uterus — metritis — and 
through  the  uterine  lymphatics  involve  the  peritoneum  later.  A 
differential  diagnosis  of  the  two  varieties  is,  I  believe,  possible,  for 
the  first  form  has  an  abrupt,  painful,  and  consequently  well-marked 
onset,  whilst  the  second  is  characterized  by  an  absence  of  urgent  com- 
plaint, and  at  the  commencement  the  victim  of  it  often  "  wonders 
what  all  the  fuss  is  about."  Either  of  the  two  types  may  be  acute  or 
chronic.  In  the  first  an  acute  attack  results  in  acute  purulent  perito- 
nitis ;  the  chronic  in  pyosalpinx,  ovarian  abscess,  etc.  In  the  second 
acute  metritis  results  in  acute  puerperal  sepsis  ;  the  chronic  form  is 
described  by  gynaecologists  as  subinvolution,  etc.  An  acute  parame- 
tritis,  i.e.,  cellulitis  of  the  broad  ligament  in  its  early  stages,  may 
simulate  either  ;  but  it  results  from  an  infected  crack  in  the  cervix, 
forms  early  a  localized  tumour,  and  is  not  attended  by  such  grave 
constitutional  depression,  though  it  frequently  demands  surgical 
interference. 

In  tabular  form  the  pathology  may  be  thus  expressed— 

PRIMARY. 
Endometritis. 

SECONDARY. 

Salpingitis                                 or  Metritis 

with  with 

Acute  or  Acute  or 

Chronic  Peritonitis  Chronic  Sepsis. 

Of  parametritis — 

Primary  =  Crack  in  Cervix. 

Secondary — Acute — Abscess,  commencing  in  cellular  tissue  of  Broad 
Ligament.     Chronic  —  Phlegmonous  swelling. 
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The  death  rate  resulting  IVoin  puerperal  sepsis  is  not  I  IK-  only  factor 
to  be  considered.  The  results  of  the  chrome  lonn  are  most  fre- 
quently serious  illness,  possibly  permanent  invalidism.  and  for  every 
acute  case  ending  in  death  ten  chronic  cases  leading  to  prolonged  ill- 
ness must  be  taken  into  account  and  put  down  to  the  neglect  of  proper 
antiseptic  precautions. 

Diagnosis. — The  pulse  rises  along  with  the  temperature  in  puer- 
peral sepsis.  Unless  there  is  convincing  evidence  of  other  cause  for 
a  temperature  in  the  puerperal  woman  it  must  be  taken  to  mean 
sepsis. 

Prognosis. — The  worst  cases  commence  before  the  fourth  day. 
Such  are  likely  to  run  an  acute  and  fatal  course.  A  more  favourable 
prognosis  may  be  entertained  in  cases  commencing  after  these  dates, 
and  the  later  the  more  favourable.  Septic  mischief  in  them  tends  to 
become  localized. 

Treatment. — An  elevated  temperature,  of  four  hours'  duration, 
calls  for  active  interference.  The  external  parts,  the  vulva  and  the 
vagina,  are  first  thoroughly  cleansed  by  mopping  and  douching  with 
1*1000  corrosive  lotion  ;  then  the  uterus  is  thoroughly  washed  out 
with  hot  salt  water  ( 3J  to  the  pint),  and  not  less  than  two  quarts  should 
be  used  each  time.  (Suitable  instruments  for  carrying  out  all  the 
operative  treatment  were  exhibited.)  One  thorough  washing  may 
suffice,  but  if  at  the  end  of  four  hours  the  temperature  still  keeps  high. 
the  treatment  should  be  repeated  every  four  hours  till  the  fever  has 
disappeared.  Treatment  by  quinine,  antipyrin,  Warburg's  tincture, 
or  other  antipyretic  is  worse  than  useless,  for,  if  efficacious,  the  result 
may  be  misleading.  The  cause  must  be  dealt  with,  and  this  can  only 
be  done  by  local  measures.  Calomel,  however,  followed  by  a  saline 
purgative,  can  do  no  harm,  and  may  be  useful.  If,  at  the  end  of 
twenty-four  hours,  marked  improvement  has  not  resulted,  the  uterus 
should  be  thoroughly  curetted  with  a  large  blunt  curette,  and  carefully, 
but  loosely,  packed  up  to  the  fundus  with  strips  of  iodoform  gauze, 
the  lower  ends  of  which  are  left  projecting  from  the  cervix  into  the 
vagina.  This  has  the  double  advantage  of  being  a  useful  antiseptic 
application,  and  allowing  of  thorough  drainage  of  the  uterine  cavity. 
At  the  end  of  the  next  twenty-four  hours,  if  the  symptoms  have 
not  disappeared,  a  second  curetting  should  be  performed  in  the  hope 
that  some  portion  of  the  interior  of  the  uterus  may  have  been  missed 
on  the  first  occasion.  As  a  last  resource,  I  am  prepared  to  advocate 
and  to  carry  out  a  recommendation  made  by  Mr.  Lawson  Tait,  that 
the  entire  uterus  should  be  removed.  Mr.  Tait's  suggestion  is  based 
upon  good  pathology,  for  an  overwhelming  majority  of  cases  owe  their 
fever  to  absorption  of  toxins,  and  if  the  manufacturing  centre  of  these 
can  be  removed,  there  can  be  no  doubt  that  the  resulting  fever  will 
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be  arrested.  In  mentioning  that  the  operation  is  to  be  regarded  as 
a  last  resource,  I  do  not  wish  to  be  misunderstood.  An  operation 
of  this  magnitude  can  only  be  performed  with  any  chance  of  success 
on  a  patient  in  fair  condition,  and  if  it  be  delayed  till  general  peri- 
tonitis has  appeared,  or  till  the  patient  is  worn  out  by  prolonged 
fever  and  by  forced  abstinence  from  food,  the  result  is  not  likely  to 
be  satisfactory.  At  the  same  time,  it  should  be  remembered  that 
vaginal  hysterectomy,  the  operation  to  be  considered  in  such  a  case, 
can  be  performed  on  patients  not  altogether  '  run  down  '  with  a 
surprising  percentage  of  success. 

CONCLUSIONS. — The  pregnant  woman  should  have  skilled  atten- 
tion from  the  period  of  conception  till  she  has  recovered  from  her 
confinement. 

Puerperal  sepsis  would  be  abolished  if  the  same  care  were  taken 
with  women  in  labour  as  is  bestowed  upon  surgical  cases.  A  trained 
nurse  and  a  skilled  anaesthetist  are  as  essential  aids  to  the  obstetrician 
as  to  the  surgeon. 

The  obstetrician  of  the  future  must  be  a  good  physician,  trained 
in  surgical  methods  of  wound  treatment  as  well  as  skilled  in  obstetri- 
cal art  and  science.  He  must  also  be  provided  with  a  sufficient  staff 
of  efficient  nurses,  accustomed  to  his  methods,  and  instructed  on  the 
subject  of  pregnancy  to  such  an  extent  as  to  enable  them  to  recognize 
the  earliest  symptoms  of  any  disorder  requiring  medical  attention. 

At  the  present  time,  a  woman  delivered  by  Porro's  operation 
or  by  Csesarean  section,  performed  by  a  careful  and  skilful  surgeon, 
has  as  good  a  chance  of  immediate  and  remote  recovery  as  one  left 
to  the  care  of  the  ordinary  midwife. 


CASE    OF    INTUSSUSCEPTION. 

REPORTED  BY  DR.  CLARK,  HEATON. 
(Northumberland  and  Durham  Medical  Journal,  1897,  p.  184.) 

On  Sunday  night,  January  3,  1897,  I  was  called,  at  9  o'clock,  to  A.  F., 
3£  years  old,  when  I  elicited  the  following  very  clear  history : — 

On  previous  Friday,  January  1,  the  child  recovered  from  a  fortnight's 
diarrhoea.  Was  fairly  well  on  Saturday  ;  at  mid-day  on  Sunday  had  a  natural, 
well-formed  motion,  and  took  dinner.  Romped  in  the  afternoon,  and  took 
tea  heartily.  At  five  o'clock,  four  hours  before  I  was  called  in,  the  child  ran 
to  her  mother  suddenly,  and  complained  of  severe  pain  in  the  belly  and  in- 
tense desire  to  stool.  The  tenesmus  and  pain  continued  at  intervals,  and 
was  speedily  associated  with  a  discharge  of  blood  per  rectum  with  each  effort, 
but  no  stool  or  flatus  passed.  When  I  saw  the  child  at  9  she  had  the  pinched 
expression  and  very  ill  look  one  associates  with  acute  abdominal  trouble. 
No  swelling  in  belly  or  rectum  could  be  observed.  I  made  a  provisional 
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diagnosis  of  intussusception,  explained  UK-  case  to  tin-  parent,  and  rc.-piesied 
to  he  allowed  at  once  to  see  a  surgeon.  Leave  granted.  I  walked  to  Mr. 
Rutherford  Morison's.  He  concurred  in  my  opinion,  and  we  agreed  to  put 
the  child  under  the  influence  of  a  full  dose  of  laudanum  per  rectum,  as 
possible  good  might  accrue  from  a  limited  delay.  At  II.:',:,.  I  •_'  min-. 
of  laudanum  were  administered  per  rectum.  On  rehimiii<r  to  the  patient 
at  8  a.m.,  I  found  that  the  opiate  kept  her  quiet  lor  live  hours,  but 
for  the  last  three  hours  the  condition  had  been  that  of  the  night  he  lore.  I 
now  discovered  a  sausage-like  swelling  also,  on  left  side  of  abdomen,  and 
considered  the  condition  unmistakeable.  By  previous  arrangement  with 
Mr.  Morison,  and  entirely  in  accordance  with  my  own  views,  I  made  no 
attempt  at  reduction  by  inflation,  but  at  once  arranged  for  a  laparotomy, 
which  Mr.  Morison  did  at  11  a.m.,  with  most  satisfactory  results. 

The  operation  showed  an  intussusception  of  the  transverse  colon,  and 
the  hepatic  flexure,  forming  the  apex  of  the  intussusception,  had  reached 
the  splenic  flexure.  The  affected  portion  of  bowel  was  tightly  nipped  and 
much  congested. 

After  leaving  hospital,  in  one  week  from  operation,  the  child  had  no 
symptoms  ;  wound  was  quite  healed  when  first  dressed,  and  she  is  now 
running  about  well. 

NOTES    ON    CASES    OF    GALL-STONES. 

(The  Scottish  Medical  and  Surgical  Journal,  1897.) 

In  the  Johns  Hopkins  Hospital  Reports  for  1890,  a  paper  by  Dr. 
Osier  appeared,  "  On  Fever  of  Hepatic  Origin,  particularly  the  Inter- 
mittent Pyrexia  associated  with  Gall-stones,"  and  in  this  paper  Dr. 
Osier  states  that  in  the  class  of  case  he  is  describing  the  characteristic 
pain  of  gall-stones  may  be  absent. 

In  the  Annals  of  Surgery  for  August,  1895,  I  drew  attention  to 
the  fact  that  absence  of  pain  occurred  in  another  class  of  gall-stone 
case  than  that  described  by  Osier,  and  recorded  examples.  Previous 
to  this  I  had  introduced  the  subject  to  the  notice  of  the  Northumber- 
land and  Durham  Medical  Society  on  more  than  one  occasion  by  the 
relation  of  illustrative  cases. 

Case  1  and  Case  2  are  typical  examples  of  the  two  forms  alluded 
to,  as  described  by  Osier  and  myself.  The  only  points  common  to 
them  are  the  presence  of  gall-stones  causing  serious  illness,  and  the 
absence  of  pain.  The  mental  association  between  gall-stones  and 
pain  has  naturally  become  so  close  that  when  this  characteristic 
feature  is  missing,  diagnostic  errors  are  not  infrequent ;  and  as  no 
gall-stone  cases  more  urgently  require  surgical  relief  than  these,  I 
thought  some  consideration  of  them  worthy  of  attention. 

CASE  1. — E.  F.,  age  54,  was  admitted  to  the  Royal  Infirmary,  New- 
castle-on-Tyne,  under  Dr.  Murray's  care,  and  was  transferred  to  me  for 
operation  in  August,  1896. 

She  complained  of  jaundice.  Her  present  illness  started,  nine  weeks 
before  admission,  with  a  severe  attack  of  pain  in  the  region  of  the  stomach. 
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The  pain  commenced  on  a  Monday,  and  lasted  without  cessation  till  the 
following  Saturday.  It  was  accompanied  by  obstinate  constipation,  and 
on  Saturday  by  vomiting  and  shivering.  A  week  after  the  attack,  an  enema 
was  administered,  and  after  a  free  evacuation  from  the  bowels,  all  pain 
disappeared,  and  she  became  jaundiced.  For  the  first  three  or  four  days 
after  the  jaundice  was  noticed  she  vomited  everything  she  took,  but  since 
then  had  not  been  troubled  by  anything  except  when  she  got  out  of  bed. 
Each  time  she  ventured  out  of  bed  she  had  had  a  shivering  fit,  unaccompanied 
by  pain,  sickness,  or  other  symptom  that  she  is  aware  of,  but  followed  by 
increased  jaundice.  (Whilst  under  Dr.  Murray's  care  she  was  allowed  to 
get  up  occasionally,  and  each  time  had  shivering,  rise  of  temperature,  and 
increased  jaundice.)  She  had  lost  much  flesh  since  her  illness  commenced. 
When  eighteen  or  nineteen  she  had  her  first  attack  of  '  spasms.'  The 
pain  was  very  severe,  and  was  accompanied  by  shivering  and  vomiting. 
She  had  no  return  for  more  than  twenty  years,  when  at  the  age  of  40  (fourteen 
years  ago)  she  had  another  attack.  From  this  time  she  had  '  spasms  ' 
every  week  at  least,  and  had  to  be  very  careful  in  her  diet,  as  any  error  in 
this  respect  brought  on  the  pain.  Flesh  meat  of  any  sort  was  sure  to  do 
so.  The  pain  commenced  in  the  stomach,  and  was  so  severe  that  she  was 
obliged  to  go  to  bed  and  lie  curled  up.  She  generally  shivered  with  it,  but 
had  never  been  jaundiced  till  the  present  illness  commenced.  At  25  years 
of  age  she  had  rheumatic  fever,  otherwise  there  was  nothing  noteworthy  in 
her  previous  health. 

Her  family  history  was  unimportant  in  connection  with  the  present 
illness.  When  I  saw  her  the  patient  was  deeply  jaundiced,  and  looked  as 
if  she  had  lost  a  good  deal  of  flesh.  There  was  no  sign  of  disease,  save  in 
her  abdomen.  The  history  of  pain  had  to  be  elicited  by  cross-examination. 
The  liver  was  considerably  enlarged,  smooth  on  the  surface,  and  tender. 
Nothing  else  could  be  discovered. 

Operation  on  August  12,  1894,  showed  a  much  dilated  common  duct, 
from  which  two  stones  the  size  of  ordinary  marbles  were  removed  by 
incision.  The  gall-bladder  was  remarkably  small  and  hard — so  hard  that 
without  opening  it  no  certainty  could  be  felt  as  to  the  presence  or  absence 
of  a  small  stone  in  it.  The  gall-bladder  was  accordingly  opened  It  was 
quite  empty,  very  thick  walled,  and  had  practically  no  cavity. 

CASE  2. — A.  B.,  age  49,  a  patient  of  Dr.  Wilson,  Amble,  was  admitted 
to  the  Royal  Infirmary,  Newcastle,  complaining  of  an  abdominal  tumour, 
in  August,  1896.  Her  present  illness  commenced  six  years  ago  with 
4  spasms.'  Two  or  three  times  a  week  she  was  suddenly  attacked  with 
severe  pain  in  the  right  side  near  the  stomach.  She  generally  vomited 
and  sweated  and  occasionally  shivered  during  the  attacks  of  pain,  which 
gradually  grew  more  severe.  Thirteen  months  ago,  after  a  more  than 
usually  prolonged  and  severe  seizure,  the  '  spasms  '  ceased,  and  shortly 
afterwards  she  discovered  the  '  tumour  '  complained  of.  She  had  never 
had  any  of  the  old  attacks  since,  but  had  lost  flesh  and  the  '  tumour  '  ached 
and  troubled  her  when  she  was  stooping  or  going  about  her  work.  She 
had  never  been  jaundiced.  Her  previous  health  had  been  good,  and  there 
was  nothing  worthy  of  note  in  her  family  history. 

On  examination  all  her  organs  were  found  to  be  sound  with  the  exception 
to  be  noted.  She  was  flabby,  but  in  fair  condition.  In  the  right  hypo- 
chondriac region  a  rounded  swelling  could  be  seen  pushing  forward  the 
abdominal  wall  and  descending  freely  on  forced  inspiration.  The  swelling 
appeared  on  palpation  to  be  about  the  size  of  a  cocoanut,  and  at  its  lower 
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extremity  of  much  the  saint-  shape.  Its  sin-fan-  was  rounded  and  smooth  : 
it  was  freely  movable  from  side  to  side,  ami  could  In-  manipulated  almost 
wholly  beyond  the  middle  line  to  the  left  side,  and  pushed  hack  and  up 
into  the  renal  region  on  the  riuhl.  A  hand  on  the  right  of  the  abdomen  in 
front  and  another  behind  in  the  loin  could  plainly  map  out  the  swelling 
caught  between  them,  but  the  hands  could  not  he  met  above  the  tumour 
when  it  was  jerked  downwards  by  forcible  inspiration,  nor  did  it  disappear- 
so  completely  into  the  upper  right  abdomen  as  a  kidney  of  its  sj/.c  and 
mobility  should  have  done.  In  addition  to  this  it  did  not  slip  back  into  tin- 
kidney  region  as  a  movable  kidney  does,  but  required  a  little  coaxing  to  go 
into  the  loin,  and  it  descended  aggressively  against  the  fingers  when  foreed 
down  by  a  deep  inspiration.  The  kidney  could  not  be  felt  behind  it.  The 
tumour  was  moored  at  its  upper  part,  and  was  dull  on  percussion  over  the 
front,  the  dullness  being  continuous  with  that  of  the  liver. 

Operation  was  performed  on  August  27,  1896.  The  distended  gall- 
bladder contained  1£  pints  of  clear  fluid,  and  a  single  stone  the  size  of  a 
filbert  completely  blocked  the  commencement  of  the  cystic  duct. 

In  the  first  case  the  gall-bladder  had  completely  emptied  itself 
and  was  contracted  and  thick-walled  ;  its  cavity  was  obliterated  to 
such  an  extent  as  to  render  it  functionless,  and  the  common  duct 
was  so  much  dilated  as  to  make  the  relatively  small  stone  contained 
in  it  incapable  of  blocking  it  except  temporarily  by  falling  into  or 
over  its  duodenal  outlet. 

In  the  second  case  a  large  stone  completely  and  permanently 
blocked  the  cystic  duct,  and  the  gall-bladder  steadily  dilated  under 
the  pressure  of  its  own  secretion. 

To  quote  from  my  article  in  the  Annals  of  Surgery  for  1895,  p. 
199  :  "  In  looking  for  an  explanation  of  these  phenomena,  familiar 
and  easily  observed  occurrences  in  the  urinary  bladder  serve  a  useful 
purpose.  Like  the  urinary  bladder,  the  gall-bladder  will  become  con- 
tracted and  hypertrophied  when  dealing  with  a  partial  obstruction,  and 
like  it  will  dilate  painlessly  when  all  its  efforts  to  overcome  the  obstruction 
are  futile." 

CASE  3. — M.  R.,  age  55,  a  patient  of  Dr.  Hindhaugh,  Newcastle,  was 
sent  to  me  on  November  24,  1896. 

She  complained  of  pain  in  the  stomach  and  sickness.  The  pain  was 
first  felt  two  years  ago,  and  commenced  after  eating  a  hearty  dinner  whilst 
she  was  from  home  holiday-making.  It  was  very  severe,  attended  by 
vomiting,  and  lasted  for  three  days.  At  intervals  since  she  had  had  similar 
attacks,  some  more,  others  less  severe,  but  most  of  them  necessitating  the 
use  of  morphia.  She  had  steadily  lost  flesh,  but  always  quickly  regained 
strength  after  the  attacks,  till  five  weeks  ago.  At  this  time  (Oct.  1,  1896) 
she  had  a  bad  attack,  and  was  just  getting  over  it  when  she  had  a  series 
of  wreekly  seizures,  each  one  more  severe  than  the  last,  consequently  she  had 
felt  very  weak  and  ill.  During  the  last  five  weeks  she  had  been  jaundiced, 
but  never  before. 

Nothing  noteworthy  in  her  previous  health  or  family  history. 

The  patient  was  a  thin,  feeble,  suffering-looking  woman,  distinctly 
jaundiced. 
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All  her  organs  appeared  to  be  sound  with  the  exception  noted.  An 
elongated,  rounded  elastic  tumour,  the  size  and  shape  of  my  thumb,  was 
felt  in  the  right  hypochondrium  in  the  position  of  the  gall-bladder  and 
connected  with  the  liver. 

At  the  operation  the  finger-like  process  felt  before  operation  was  found 
to  be  a  thin- walled  sac  continuous  with  the  fundus  of  the  gall-bladder.  The 
gall-bladder  itself  was  thick-walled  and  much  contracted,  and  lay  hidden 
under  the  liver.  Between  the  gall-bladder  and  the  sac  there  was  an  hour- 
glass constriction  seen  externally,  and  on  opening  the  sac  it  was  found  to 
communicate  with  the  gall-bladder  by  an  aperture  only  large  enough  to 
admit  a  director.  Several  small  stones  were  removed  from  the  sacculus 
and  two  from  the  dilated  common  duct.  There  were  none  in  the  true  gall- 
bladder. 

Case  3  is  another  example  of  the  use  to  which  the  comparison 
between  the  urinary  and  the  gall-bladder  can  be  put.  The  sacculus 
in  the  one  seems  to  be  comparable  with  that  in  the  other. 

It  also  illustrates  one  method  in  which  rupture  of  the  gall-bladder 
could  readily  occur.  If  the  case  had  been  left  unoperated  upon, 
rupture  of  the  sac  at  no  distant  date  seemed  certain  ;  then  the  con- 
tracted bladder  would  have  been  found  buried  in  dense  adhesions  if 
the  patient  had  survived  the  peritonitis  set  up.  In  five  cases  oper- 
ated upon  I  have  found  gall-stones  in  the  midst  of  dense  adhesions 
which  had  escaped  from  the  gall-bladder  ;  in  two  other  cases  I  have 
found  the  gall-bladder  forming  part  of  the  wall  of  an  abscess  full  of 
gall-stones.  This  and  the  knowledge  that  such  dense  peritoneal 
adhesions  are  only  likely  to  follow  the  rupture  of  some  viscus  lead  me 
to  believe  that  rupture  of  the  gall-bladder  is  a  not  uncommon  event 
in  gall-stone  cases. 

So  far  as  I  know,  a  thick-walled  contracted  gall-bladder,  with 
dense  adhesions  in  its  neighbourhood,  is  pathognomonic  of  gall-stones, 
and  a  remembrance  of  this  fact  may  serve  as  a  useful  stimulus  to  the 
operator  during  an  often  apparently  hopeless  search  for  stones. 


UTERINE    FIBROIDS. 

(The    Northumberland    and    Durham    Medical    Society :     Reported    in 
Journal,   October,   1897.) 

Mr.  Morison  showed  two  specimens  removed  by  abdominal  hys- 
terectomy. The  two  cases  had  been  under  his  care  recently,  and  both 
were  unusually  interesting.  Both  were  jammed  in  the  pelvis  and  had 
burrowed  under  the  broad  ligaments  of  either  side,  so  that  even  on 
opening  the  abdomen  it  was  impossible  to  recognize  the  pelvic  rela- 
tions. In  neither  was  anything  to  be  made  out  by  vaginal  examina- 
tion, except  a  tumour,  which  filled  the  pelvis  and  hid  the  cervix. 
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CASE  1.— A  woman,  ;.-«•  I'J.  was  sent  to  the  Inlirmary  by  Dr.  SinUli. 
of  Amble. 

Nine  years  before,  after  her  third  confinement,  an  abdominal  tiiinour 
was  found.  During  the  following  year  she  menstruated  every  fortnight.  Itut 
<li«l  not  lose  any  serious  amount.  After  this,  menftruatkm  became  normal 
till  recently,  with  the  exception  of  some  pain  (luring  tin-  period.  Six  j 
ago  she  came  to  the  infirmary  and  was  told  that  the  tumour  \v;is  a  fibroid. 
During  the  last  year  the  tumour  had  increased  very  rapidly  :  she  had  lost 
more  at  her  periods,  and  a  fortinght  ago  had  retention  ol  urine.  requiring 
the  use  of  a  catheter  on  two  occasions.  There  had  not  been  any  pain  si  nee 
the  tumour  began  to  enlarge. 

The  patient  was  a  somewhat  anxious  but  healthy  looking  woman, 
without  marked  anaemia.  Her  abdomen  was  much  enlarged,  being  more 
distended  than  by  a  full-time  pregnancy.  The  enlargement  was  found  to 
be  due  to  a  firm,  elastic,  non-fluctuant  tumour,  the  surface  of  which  WBM 
even,  except  above  Poupart's  ligament  on  the  left  side,  where  a  second 
swelling,  about  the  size  of  a  cocoanut,  could  be  felt  attached  to  the  larger 
one. 

Per  Vaginam. — A  rounded  solid  mass  filled  up  the  pelvis,  extending 
nearly  as  far  down  as  the  perineum  posteriorly.  Anteriorly  there  was  a 
narrow  chink  left  between  the  pubic  bone  in  front  and  the  tumour  behind. 
No  cervix  or  os  could  be  felt. 

Operation  (Sept.  14,  1897). — The  abdomen  was  opened  by  an  incision 
extending  from  midway  between  the  ensiform  cartilage  and  umbilicus  to 
the  pubis,  and  the  upper  part  of  the  tumour,  with  the  ovaries,  tubes,  and 
free  borders  of  the  broad  ligament,  were  turned  out.  Nothing  could  be 
seen  or  felt  in  the  pelvis  but  a  mass  of  tumour  embedded  in  and  stretching 
upwards  into  both  broad  ligaments.  The  ovarian  artery  was  first  tied  on 
each  side,  and  the  infundibulo-pelvic  ligament  divided  between  the  ligatures 
and  a  pair  of  clamp  forceps.  Then  the  broad  ligament,  as  far  as  the  round 
ligament,  was  cut,  and  the  round  ligament,  with  its  accompanying  vessel, 
secured  by  a  ligature.  The  same  method  was  followed  on  the  other  side. 
The  peritoneum  on  the  front  of  the  tumour,  just  above  the  vesico-uterine 
fold,  was  next  divided  and  separated  from  the  tumour,  and  the  uterine 
arteries  sought  for.  Each  artery  was  caught  in  forceps  when  found,  and 
the  large  tumour,  which  hampered  all  manipulations,  was  cut  across  with  a 
large  amputating  knife  and  got  out  of  the  way.  When  this  section  was 
completed,  the  vagina,  stretched  over  the  lower  and  anterior  part  of  the 
tumour,  was  seen  to  have  been  cut  across  and  part  of  it  taken  away  with 
the  portion  of  tumour  removed.  The  operation  was  now  easily  completed 
by  shelling  out  the  pelvic  portions  of  the  tumour  and  re-ligaturing  the  uterine 
arteries  on  either  side.  Very  little  blood  was  lost,  and  some  slight  oozing 
in  the  pelvis  was  checked  by  packing  with  an  iodoform  gauze  strip,  the 
end  of  which  was  left  projecting  into  the  vagina.  The  peritoneum,  anterior 
and  posterior,  was  laced  together  by  a  continuous  catgut  suture,  and  the 
abdomen  was  completely  closed. 

After -progress.  —  In  seventy-two  hours  the  gauze  plug  was  removed 
per  vaginam.  Convalescence  was  as  straightforward  as  after  an  ordinary 
ovariotomy,  and  the  patient  went  home  on  the  seventeenth  day  after  opera- 
tion entirely  well. 

Pathology. — The  tumour  consisted  chiefly  of  one  large  soft  fibroid  growing 
entirely  from  the  back  of  the  uterus.  There  were  other  smaller  outgrowths 
connected  with  it,  of  which  the  mass  felt  above  Poupart's  ligament  was 
one.  The  cavity  of  the  uterus  measured  9  in.  It  was  stretched  and  drawn 
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over  the  front  of  the  tumour.     The  entire  mass  weighed  131   Ibs.     The 
ovaries  and  tubes  were  healthy. 

CASE  2. — A  woman,  age  37,  patient  of  Dr.  Jack,  Rothbury.  Two 
years  before,  whilst  mistimed  and  hard  worked  by  nursing  a  relative,  she  felt 
much  bearing  down,  and  was  troubled  by  a  frequent  desire  to  pass  urine, 
which  she  could  not  always  succeed  in  doing.  A  little  before  this  she  had 
noticed  that  menstruation,  previously  normal,  had  become  too  profuse. 
She  had  also  noticed  swelling  of  and  numbness  and  pains  in  her  legs  at  this 
time  (symptoms  pointing  to  impaction  of  tumour  in  pelvis).  Eighteen 
months  before  (March,  1896)  she  noticed  a  lump  low  down  in  the  bowels  on 
the  right  side.  The  lump  was  not  tender  and  caused  no  pain.  Since  then 
the  bowels  had  got  gradually  bigger  ;  her  urinary  and  other  pressure 
symptoms  disappeared,  but  menstruation  continued  to  be  profuse.  She 
asserted  that  the  swelling  was  always  larger  at  the  menstrual  periods.  The 
patient  had  two  healthy  children,  one  eight  years,  the  last  four  years  ago. 

She  was  a  bright,  healthy-looking  woman,  somewhat  anaemic. 

Her  abdomen  was  distended  to  nearly  the  size  of  a  full-time  pregnancy 
by  a  rounded,  smooth,  elastic  swelling,  which  was  not  tender,  and  had  a 
regular  surface,  except  for  a  boss  above  the  left  iliac  crest.  There  was 
distinct  fluctuation  in  it  from  side  to  side,  and  from  above  downwards, 
and  the  physical  signs,  so  far,  were  precisely  those  of  a  large  ovarian  cyst. 

Per  Vaginam. — The  vagina  was  much  dilated  by  a  tumour  the  size  of 
a  large  cocoanut,  which  bulged  down  into  it  as  far  as  the  vulvar  orifice.  The 
vaginal  tumour  was  also  tense  and  fluctuating,  and  a  fluid  wave  could  be 
felt  in  it  when  the  abdominal  swelling  was  gently  percussed.  The  impression 
it  gave  me  was  precisely  that  given  by  tense  membranes  projecting  from 
the  os,  and  one  felt  that  if  a  finger  was  pushed  into  it  a  baby  should  shortly 
be  born.  A  narrow  chink  was  felt  all  round  the  tumour  above,  but  no  os 
or  cervix  could  be  defined. 

Operation  (Sept.  22,  1897). — Precisely  the  same  conditions  were  found 
as  in  the  previous  case,  and  an  exactly  similar  operation  done. 

After -progress  was  uneventful,  but  slower  than  in  the  previous  case. 
The  patient  returned  home  well  a  month  after  operation. 

Pathology. — The  tumour  (exhibited)  was  an  excellent  example  of  an 
cedematous  fibroid  of  the  anterior  wall  of  the  uterus.  Many  pints  of 
coagulable  fluid  had  drained  out  of  it,  and  its  present  was  only  one-fourth 
of  its  original  bulk.  The  vaginal  tumour  was  the  large  cedematous  anterior 
lip  of  the  cervix,  around  which  the  posterior  lip  of  the  cervix  was  stretched. 
The  cavity  of  the  uterus  measured  6  in.,  and  passed  straight  up  the  back 
of  the  tumour.  The  fundus  uteri  was  posterior  to  the  tumour,  and  was 
only  recognized  by  the  attachment  of  the  round  ligaments  to  it.  The 
smaller  tumour  was  continuous  with  the  larger,  and  of  the  same  character. 

The  ovaries  and  tubes  were  healthy. 


SPECIMEN   OF   OVARIAN  TUMOUR    (DERMOID)    WITH 
ULCERATING  EPITHELIOMA   (SQUAMOUS). 

(The    Northumberland    and    Durham    Medical   Society :    Reported    in 
Journal,  October   1897.) 

Mr.  Morison  showed  this  specimen,  and  stated  that  the  case  was  not 
unique,  as  he  had  removed  two  similar  specimens  within  the  past  two  years. 
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KIDNKY    OPERATIONS. 

(Northumberland  and  Durham  Medical  Socitti/ :    Reported  in  Journal, 
October,  1897,  p.  14.) 

Mr.  Morison  said  he  had  brought  two  cases  of  renal  calculus  before 
the  Society  a  year  ago,  specially  to  enforce  two  points  on  which  Mr.  Page 
had  laid  stress  to-night.  First:  With  regard  to  the  removal  of  a  stum- 
or stones  from  the  pelvis  of  the  kidney,  he  entirely  agreed  with  Mr.  l';i-i 
that  direct  incision  into  the  pelvis  and  over  the  stones  was  the  proper 
procedure.  He  advocated  it  at  that  time  for  the  same  reasons  as  Mr.  Page 
had  given.  The  only  drawback  mentioned,  a  urinary  fistula,  was  unlikely 
to  occur  if  the  ureter  was  patent ;  and,  as  a  matter  of  fact,  in  neither 
Mr.  Page's  cases  nor  his  own,  had  there  been  any  difficulty  of  this  sort. 

Second  :  Concerning  the  incision  for  kidney  operations,  he  differed 
from  Mr.  Page.  The  incision  he  had  introduced  some  years  ago  and  still 
employed  (T  shaped,  vertical  portion  in  linea  semilunaris),  he  thought  was 
the  best.  It  allowed  a  better  exposure  of  the  kidney  than  any  other, 
enabled  examination  of  the  opposite  kidney  to  be  made  through  it,  and 
did  less  damage  to  the  abdominal  wall  than  the  vertical  one  recommended 
by  Mr.  Page. 

DISCUSSION    ON    CONGENITAL    CYSTIC    KIDNEYS. 

(Northumberland  and  Durham  Medical  Society :     Reported  in  Journal. 
October,  1897,  p.  14.) 

Mr.  Rutherford  Morison  recalled  the  resemblance  between  the  tumours 
of  the  kidney  (congenital  cystic  kidneys)  and  certain  ovarian  cysts,  and 
also  testicular  tumours.  This,  he  considered,  supported  the  opinion  that 
the  condition  was  developmental  in  origin. 


DISCUSSION    ON    HYSTERECTOMY. 

INTRODUCED  BY  DR.  MURPHY. 

(Northumberland  and  Durham  Medical  Society :    Reported  in  Journal. 
November,  1897,  p.  35.) 

Mr.  Morison  did  not  agree  with  Dr.  Murphy  as  to  the  treatment  of  the 
pedicle  in  abdominal  hysterectomy  for  fibroids.  He  felt  sure  that,  as  a 
rule,  an  intraperitoneal  method  was  the  best.  The  extraperitoneal  method 
caused  more  pain,  ensured  a  longer  illness,  and  involved  considerable  risk 
of  subsequent  ventral  hernia. 

His  present  practice  was  as  follows  :  He  preferred  the  extraperitoneal 
method,  when  the  patient  was  much  reduced  by  loss  of  blood  and  unfit 
from  this  or  other  causes  to  bear  a  more  prolonged  operation.  Or  in  cases 
of  fibroid  tumour,  complicated  by  pregnancy  because  of  the  increased  blood 
supply.* 

He  liked  the  intraperitoneal  method,  leaving  a  stump  of  cervix  and 
the  pelvic  floor  intact  in  all  ordinary  cases. 

*  These  are  no  longer  exceptions. 
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He  did  complete  hysterectomy  when  numerous  adhesions  or  extensive 
burrowing  into  broad  ligaments  made  drainage  necessary.  In  these  cases 
drainage  was  effected  by  a  strand  of  gauze  from  the  pelvis  to  the  vagina, 
and  the  abdominal  wound  was  completely  closed.  He  had  performed 
abdominal  hysterectomy  for  fibroid  between  fifty  and  sixty  times,  with  one 
death.  Dr.  Murphy  was  present  at  this  operation,  which  was  his  first  case, 
ten  years  ago.  The  pedicle  was  treated  by  the  extraperitoneal  method. 
The  specimen  was  exhibited,  and  the  case  was  recorded  before  this  Society. 

In  vaginal  hysterectomy  he  preferred  to  clamp  the  broad  ligaments 
with  as  many  pairs  of  haemostatic  forceps  as  might  be  necessary,  and  did 
not  like  the  special  clamp  forceps  shown  by  Dr.  Murphy.  He  could  not 
say  how  many  times  he  had  performed  this  operation,  but  certainly  in  more 
than  thirty  cases.  One  patient  with  a  bleeding  fibroid  died  suddenly  from 
pulmonary  embolism  after  the  operation  ;  but  with  this  exception  he  had 
had  no  mortality.  Nothing  was  more  surprising  than  to  see  how  little 
disturbed  in  health  patients  were  by  this  operation,  and  as  a  rule  they  left 
the  infirmary  quite  recovered  a  fortnight  after  it. 

He  thought  what  was  truth  as  regards  the  mortality  of  the  great 
majority  of  operations  was  true  of  these  also,  viz.,  that  the  mortality  of 
them  did  not  depend  upon  the  operation,  but  upon  the  operator. 


SPECIMEN    OF    EXCISED    PYLORUS. 

(Northumberland  and  Durham  Medical  Society :    Reported  in  Journal* 
November,  1897,  p.  44.) 

Mr.  Morison  showed  a  thickened  pylorus,  with  a  typical  round  gastric 
ulcer  in  its  lumen,  which  had  been  removed  by  pylorectomy  under  the  idea 
that  the  pylorus  was  infiltrated  with  cancer. 

The  patient,  before  operation,  complained  of  paroxysmal  attacks  of 
severe  pain,  which  were  instantly  relieved  by  half  a  drachm  of  bicarbonate 
of  soda  dissolved  in  half  a  tumblerful  of  hot  water.  Attention  was  drawn 
to  the  fact  that  duodenal  ulcers  were  only  found,  so  far  as  Mr.  Morison 
knew,  in  the  first  part  of  the  duodenum,  i.e.,  in  the  portion  unaffected  by 
the  bile  and  pancreatic  secretions.  This,  together  with  the  frequent  occur- 
rence of  gastric  ulcers,  pointed  to  the  acid  secretions  of  the  stomach  as  a 
factor  in  the  production  of  the  typical  round  ulcers  commonly  met  with. 


SPECIMENS   FROM  CASES   OF   STRANGULATED   UMBILICAL 

HERNIA. 

(Northumberland  and  Durham  Medical  Society  :    Reported  in  Journal, 
November,  1897,  pp.  44-47.) 

Mr.  Morison  said  that  during  the  past  month  he  had  operated  upon 
three  cases  of  strangulated  umbilical  hernia. 

The  first  case  was  that  of  a  middle-aged  woman,  who  was  admitted 
to  the  Infirmary  three  weeks  before.  She  was  in  bad  condition  on  admission, 
though  the  strangulation  was  of  only  a  few  hours  duration,  for  she  was  a 
confirmed  alcoholic,  enormously  fat,  and  suffering  from  advanced  mitral 
disease,  with  dropsy  of  the  legs  and  ascites.  On  opening  the  sac  of  the 
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lu  i  nia  a  quantity  of  ascitic  fluid  escaped  from  it,  and  a  loop  of  small  intes- 
tine was  found  tightly  nipped.  In  drawing  the  intestine  forwards  for 
examination,  its  fat  friable  mesentery  was  torn  at  the  portion  most  tightly 
strangulated.  A  further  tear  was  produced  in  attempting  to  apply  ligatures 
to  the  bleeding  vessels,  which  were  only  secured  with  great  difficulty,  and 
after  further  damage  had  been  done  to  the  mesentery.  Eventually  six 
inches  of  the  bowel  were  left  deprived  of  all  vascular  supply,  and  it  was 
obvious  that  the  patient  had  no  chance  of  recovery  if  this  portion  of  bowel 
was  returned  into  the  abdomen.  Accordingly  this  portion  of  intestine 
(exhibited)  was  excised.  It  is  part  of  the  jejunum  high  up,  as  may  be 
verified  by  noting  the  large  size  of  the  valvulae  conniventes  and  the  thickness 
df  its  walls.  The  ends  of  each  divided  portion  of  the  intestine  were  closed 
by  a  ligature  of  catgut  passed  through  the  mesentery  and  tightly  tied.  The 
tied  ends  were  then  depressed  and  doubled  in  and  retained  by  a  row  of 
interrupted  silk  sutures  through  the  peritoneal  coats  only.  A  lateral 
anastomosis  was  then  effected  by  an  internal  continuous  catgut  suture 
through  all  the  coats,  bringing  the  openings  of  the  apposed  intestinal  coils 
accurately  together  and  making  them  watertight.  Outside  of  this  first 
row  a  second  row  of  interrupted  silk  Lembert  sutures,  all  round,  completed 
the  anastomosis.  He  had  brought  down  a  specimen  of  injected  intestine, 
kindly  prepared  for  him  by  Dr.  Bolam,  and  some  drawings  of  same  by  Dr. 
Richardson  (exhibited),  which  showed  very  beautifully  the  vascular  supply 
of  the  intestines.  From  the  mesentery  the  vessels  would  be  see  running 
almost  straight  to  the  convexity  ;  and  when  two  from  opposite  sides  met 
there,  a  vascular  ring  surrounded  that  portion  of  intestine.  Towards  the 
mesentery  adjoining,  vascular  loops  anastomosed  freely.  Further  on  the 
anastomosis  became  more  and  more  defective.  On  the  convexity  certain 
patches  were  seen  without  any  visible  vascular  supply.*  The  bearing  of 
this  on  the  fashionable  end-to-end  method  of  uniting  divided  portions  of 
intestines  was  obvious,  and  ought,  he  thought,  to  entirely  condemn  it. 
Without  a  proper  vascular  supply  it  was  impossible  for  the  cut  edges  of  the 
intestine  to  unite,  and  an  end-to-end  junction  ensured  that  the  vascular 
supply  be  defective.  So  did  a  continuous  suture,  another  fashionable 
method  of  bringing  the  surfaces  of  gut  intended  for  union  into  apposition. 
A  continuous  suture  applied  in  the  ordinary  over-hand  way  left  a  line  of 
sloughing  tissue  in  its  track.  If  any  doubted  this,  let  them  try  it  first  on 
the  skin.  It  might  be  said  that  the  successes  of  the  end-to-end  method 
and  the  continuous  suture  in  intestinal  work  answered  any  objections  to 
their  employment.  It  seemed  to  him  such  experience  only  showed  how 
easy  it  was  to  obtain  union  between  divided  portions  of  intestines,  even 
under  unfavourable  circumstances.  So  did  the  case  of  this  patient,  for, 
notwithstanding  the  advanced  heart  disease  from  which  she  was  suffering, 
the  peculiarly  friable  condition  of  her  intestine,  and  her  alcoholic  habit, 
she  never  had  any  abdominal  trouble  after  the  operation,  and  was  leaving 
the  Infirmary  in  a  few  days  better  than  she  had  been  for  a  long  time. 

The  second  case,  a  stout  woman  in  good  condition,  was  sent  to  the 
Infirmary  with  a  strangulated  umbilical  hernia  of  four  days'  duration.  On 
opening  the  sac,  a  coil  of  small  intestine  was  found  strangulated  and  dis- 
coloured. After  relieving  the  constriction,  the  strangulated  portion  of 
intestine  was  examined.  It  recovered  a  fair  colour  on  being  released,  and 
looked  so  little  worse  that  all  present  at  the  operation  agreed  with  his  opinion 
as  to  the  safety  of  returning  it.  Six  days  after  the  operation  the  patient 

*  See  Figs.  2  and  3,  pp.  270  and  271. 
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died  of  general  peritonitis,  and  this  portion  of  gangrenous  gut  (exhibited) 
was  removed  post  mortem.  Such  an  experience — and  he  had  had  others 
similar — almost  taught  that  all  seriously  damaged  gut  should  be  excised. 
He  felt  no  doubt  that,  had  the  same  operation  been  performed  on  this 
woman  as  in  the  first  case,  she  would  have  been  alive  and  well  to-night. 

The  third  case  may  be  taken  as  an  exception  to  the  view  just  expressed. 

The  patient,  a  thin  elderly  woman,  suffering  from  chronic  bronchitis 
and  a  feeble  heart,  was  seen  late  at  night  with  Dr.  Drummond  and  Dr. 
Lownds.  She  had  a  strangulated  umbilical  hernia  of  four  days'  duration, 
and  the  operation  was  done  at  once.  On  opening  the  sac  a  coil  of  much 
congested,  tightly  strangulated  intestine  was  exposed  and  liberated.  On 
drawing  it  forward  the  portions  of  it  engaged  in  the  umbilical  ring  were 
found  to  be  exsanguine  and  nearly  nipped  through.  It  was  impossible, 
on  account  of  the  condition  of  the  patient  and  the  primitive  arrangements 
made  for  operation,  to  do  anything  to  the  gut,  and  it  was  returned  into 
the  abdomen  with  much  misgiving.  The  patient  made  a  straightforward 
recovery. 


SPECIMEN  FROM  A  CASE  OF  ASCITES  DUE  TO  CIRRHOSIS 
OF    THE    LIVER,    CURED    BY    OPERATION. 

(Northumberland    and    Durham    Medical    Journal,    November,    1897, 

pp.  47-51.) 

Mr.  Morison  :  This  specimen  (exhibited)  was  removed  from  a  patient 
whose  case,  with  remarks,  was  published  by  Dr.  Drummond  and  myself 
in  The  British  Medical  Journal  of  Sept.  19,  1896.  Before  exhibiting  the 
specimen,  it  will  be  well  to  read  the  remarks  and  notes  of  the  case. 

"  The  design  of  the  operation  to  be  described  is  to  relieve  the  obstructed 
portal  circulation  in  cases  of  cirrhosis  of  the  liver,  complicated  by  ascites. 
Post-mortem  examinations  made  by  one  of  us  (Drummond)  on  a  series  of 
cases  of  hepatic  cirrhosis  have  demonstrated  the  presence  in  many,  where 
ascites  was  absent,  of  vascular  adhesions  connecting  the  parietes  to  the 
viscera.  In  one  such  case  the  cirrhosis  was  known  to  have  existed  for  nearly 
twenty  years,  and  death  eventually  resulted  from  causes  unconnected  with 
it.  In  many  of  these  cases  direct  and  ample  communication  between  the 
portal  and  systemic  veins  was  found,  and  this  seemed  to  be  a  satisfactory 
explanation  of  the  absence  of  ascites.  It  appears  to  be  probable  that  an 
enlargement  of  the  normal  channels  of  communication  between  the  portal 
and  systemic  circulations  suffices,  in  some  cases,  to  prevent  the  develop- 
ment of  ascites  in  liver  cirrhosis,  but  that  in  the  majority  an  accessory 
circulation  is  required. 

"  Before  going  further,  it  will  be  well  to  draw  attention  to  the  ordinary 
connections  between  the  portal  and  the  systemic  circulations.  Sappey 
demonstrated  the  existence  of  veins  running  in  the  subperitoneal  tissue 
lying  between  the  folds  of  the  hepatic  ligaments  connecting  the  portal  trunk 
with  the  phrenic  vein  and  vena  azygos  major.  Another  large  vein  he 
described  as  running  in  the  round  ligament,  and  connecting  the  left  branch 
of  the  portal  with  the  epigastric  and  other  veins  in  the  abdominal  parietes. 
These  veins,  ordinarily  minute,  gradually  increase  in  size  and  number  when 
the  portal  vein  is  obstructed,  and  many  of  them  penetrate  the  capsule  of 
the  liver.  The  coronary  veins  communicate  freely  with  both  azygos  veins 
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through  the  cesophageal  plexus,  .-md  the  inferior  mesenteric  with  the  internal 
iliac  by  means  of  the  middle  and  inferior  haemorrhoidal  plexuses.  The 
pancreatic  veins  also  communicate  with,  and  can  empty  themselves  into. 
the  retroperitoneal  branches.  These  anastomoses  constitute  the  chid' 
normal  channels  of  communication  between  the  systemic  and  portal 
circulations  ;  but  when  adhesions  form  between  the  viscera  and  parietes, 
innumerable  new  vessels  develop  in  them  and  convey  blood  freely  from  the 
portal  into  the  systemic  circulation,  through  the  subperitoneal  plexus  of 
veins.  Probably  the  most  important  of  these  new  channels  can  be 
developed  in  adhesions  between  the  omentum  and  parietes. 

A  study  of  nature's  methods  suggested  that  operation  might  be  useful 
in  selected  cases,  for  we  were  familiar  with  the  enormous  newly-formed 
blood  vessels  frequently  met  with  in  the  portions  of  omentum  adherent  to 
rapidly  growing  abdominal  tumours  ;  we  had  seen  adhesions  of  all  sorts  in 
the  abdomen  develop  large  vascular  channels,  and  we  knew  that  such 
vascular  adhesions  could  form  with  considerable  rapidity.  On  one 
occasion  one  of  us  (Morison)  removed  an^  ovarian  cyst  with  twisted  pedicle 
of  three  days'  duration,  and  already  vascular  adhesions  had  fixed  the 
omentum  to  the  tumour.  If  the  mechanical  explanation  of  the  ascites 
be  correct,  the  establishment  of  a  new  accessory  portal  circulation  ought, 
we  thought,  to  cure  the  ascites  due  to  liver  cirrhosis,  and  so  remove  one  of 
the  chief  causes  of  death  in  this  disease. 

"A  woman,  age  39,  patient  of  Dr.  Attwater,  of  Whickham.  Early  in 
1895  she  became  ill,  vomited,  and  had  jaundice.  The  jaundice  lasted  till 
Easter.  Two  weeks  after  Easter  the  patient,  who  was  suffering  from  what 
appears  to  have  been  a  mild  general  peripheral  neuritis,  noticed  her  abdomen 
swollen.  By  the  middle  of  July  the  distention  was  so  great  that  she  had 
to  be  tapped.  First  tapping,  middle  of  July,  1  gallon  clear  fluid  ;  second 
tapping,  first  week  in  August,  2  gallons  1  quart  ;  third  tapping,  end  of 
August,  2  gallons,  1  quart  ;  fourth  tapping,  end  of  September,  2£  gallons. 
She  was  sent  to  Newcastle  under  the  care  of  Mr.  Morison  on  October  15, 
1895.  Up  to  the  present  illness  she  had  enjoyed  good  health,  but  had  taken 
quantities  of  spirits  and  wine.  The  patient  was  very  feeble,  much 
emaciated,  and  unable  to  rest  in  any  position  except  propped  up  high  in 
bed.  Her  legs  were  oedematous,  her  abdomen  distended  enormously,  and 
full  of  fluid,  and  skin  shiny.  On  October  18  she  was  so  ill  that  tapping  was 
necessary  to  give  relief. 

"  Operation  (Oct.  22,  1895). — The  abdomen  was  opened  below  the 
umbilicus  and  emptied  of  fluid.  The  liver  was  inspected  and  found  to  be 
typically  cirrhotic.  The  abdomen  was  dried  out  with  sponges,  and  the 
parietal  peritoneum  scrubbed  with  a  sponge.  The  peritoneal  covering  of 
the  liver  and  the  spleen  and  the  portions  of  parietal  peritoneum  opposed 
to  them  were  specially  scrubbed.  The  omentum  was  sutured  across  the 
anterior  abdominal  wall,  a  glass  tube  was  left  in  the  pouch  of  Douglas,  and 
the  parietal  wound  was  closed  by  silk  sutures.  For  the  purpose  of  retaining 
the  parietal  in  contact  with  the  visceral  peritoneum,  long  broad  adhesive 
straps  were  firmly  applied  circularly  from  the  epigastrium  down  to  the  tube 
in  the  hypogastrium. 

"  After-progress. — For  the  first  ten  days  a  nurse,  frequently  pumping 
the  tube,  kept  the  abdomen  empty  and  the  dressing  dry.  Three  weeks 
after  the  operation  there  was  no  fluid  escaping,  and  the  tube  was  removed. 
A  few  days  later  the  wound  had  entirely  healed,  and  the  patient  went  home. 
She  soon  regained  health,  and  has  led  an  active  busy  life  and  has  got  stout 
since  the  operation.  She  attended  the  Medical  Section  of  the  British 
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Medical  Association  meeting  at  Carlisle  eight  months  after  the  operation, 
and  was  then  apparently  in  perfect  health.  The  abdominal  cicatrix  had 
yielded  to  some  extent,  producing  a  ventral  hernia.  This  was  the  result 
of  a  cough,  which  troubled  her  for  some  months,  and  imperfect  suturing, 
but  it  occasioned  no  inconvenience,  and  was  kept  in  place  by  an  abdominal 
belt." 

Two  years  after  the  operation  described  the  patient  called  on  me 
concerning  her  ventral  hernia.  During  this  time  she  had  felt  strong  and 
well  and  had  led  an  active,  happy  life,  performing  all  the  duties  of  her  house- 
hold. Latterly  a  troublesome  cough  had  led  to  a  marked  increase  in  size 
of  the  ventral  hernia  mentioned  in  the  notes,  and  her  belt  had  ceased  to 
be  a  sufficient  support.  She  was  anxious  to  have  an  operation  performed 
for  the  radical  cure  of  hernia,  and  this  I  consented  to  do.  The  only  peculi- 
arity met  with  in  the  operation,  which  was  performed  by  a  method  of  my 
own  without  opening  the  peritoneum,  was  that  the  abdominal  wall  was 
unusually  vascular.  Two  days  after  the  operation  the  patient  died, 
evidently  from  some  form  of  toxaemia,  for  she  developed  jaundice,  com- 
plained of  numbness  and  pains  in  her  arms  and  legs,  and  finally  became 
comatose. 

Dr.  Richardson  removed  the  whole  of  the  abdominal  viscera  en  masse, 
and  the  abdominal  parietes,  except  the  skin.  He  then  injected  the  whole 
from  the  trunk  of  the  portal  vein.  This  beautiful  specimen  (exhibited) 
is  the  result.  The  liver,  the  spleen,  and  the  intestines  are  seen  to  be  attached 
to  the  parietes  chiefly  by  numerous  band-like  adhesions.  The  omentum 
also  is  firmly  adherent  over  the  front  by  strong  broad  bands.  In  all  of 
these  adhesions  innumerable  injected  vessels  are  readily  seen  passing  from 
the  omentum  and  viscera  to  the  parietes,  for  many  of  them  are  fully  the 
size  of  a  radial  artery.  The  specimen  establishes  our  belief  that  an  efficient 
anastomotic  circulation  can  be  brought  about  by  operation.  There  can 
also  be  no  doubt  that  this  patient  was  cured  of  ascites,  and  that  useful  life 
was  prolonged  to  her  for  two  years  by  it. 

A  further  examination  of  the  specimen  shows  the  liver  to  be  atrophied 
and  degenerated  (microscopic  sections  of  it  are  being  prepared  by  Dr. 
Bolam).  The  spleen  is  at  least  four  times  its  normal  size.  It  is 
quite  evident  that  the  obstructed  portal  circulation  has  nothing  to  do  with 
the  splenic  enlargement  in  this  case  at  all  events,  for  the  new  anastomotic 
circulation  is  clearly  more  than  sufficient  to  compensate  for  any  diminution 
in  size  of  the  portal  vein. 
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THREE  CASES  OF  FISCAL  FISTULA  TREATED  BY 
OPERATION. 

(The  Lancet,  Sept.  10,  1898.) 

All  the  three  cases  recorded  below  are  of  interest.  In  the  first  a 
correct  diagnosis  was  made  and  the  extent  of  the  tuberculous  disease 
of  the  bowel  necessitated  a  wide  operation,  fully  justified  by  the  com- 
plete removal  of  all  the  diseased  intestine  ;  it  was  not  found  necessary 
or  even  desirable  to  employ  any  mechanical  contrivance  for  effecting 
the  intestinal  anastomosis.  In  the  second  case  a  subperitoneal  abscess 
had  burrowed  widely  in  the  anterior  abdominal  wall,  and  had  perfor- 
ated the  transverse  colon  as  well  as  the  skin.  Although  the  suppura- 
tion had  commenced  in  the  right  side,  it  was  quite  unconnected  with 
the  vermiform  appendix,  which  was  healthy.  The  third  case  illustrates 
a  sequela  of  lateral  lithotomy  which  is  much  less  frequently  met  with 
now  than  formerly,  chiefly  because  the  operation  itself  is  not  so  often 
performed.  For  the  notes  of  the  cases  we  are  indebted  to  Dr.  Grant 
Arnott,  house  surgeon  to  Mr.  Rutherford  Morison. 

CASE  1.  —  A  girl,  age  16,  was  admitted  to  the  Royal  Infirmary, 
Newcastle-on-Tyne,  on  December  1,  1897.  The  patient  was  very  small 
and  ill-developed,  and  had  always  been  delicate.  Fourteen  months 
previously  to  her  admission  a  painful  swelling  appeared  in  the  right  side  of 
her  abdomen.  A  month  later  this  lump  burst  and  discharged  pus  and  faeces. 
Three  openings  formed  which  had  discharged  ever  since.  At  first  most  of 
the  faeces  passed  through  these  openings,  and  very  little  per  anum,  but  for 
some  months  the  greater  part  of  the  motions  had  been  passed  naturally. 
On  admission  to  the  infirmary  her  general  condition  was  very  bad  and  she 
suffered  from  constant  discomfort.  In  consequence  of  the  leakage  of  fluid 
faeces  she  had  a  painful  dermatitis  of  the  skin  at  the  lower  part  of  her  abdo- 
men. In  the  right  iliac  region,  surrounded  by  cicatricial  tissue,  were  three 
fistulous  openings  discharging  pus  and  faeces.  Underneath  the  fistulae 
there  was  a  hard  mass  of  the  size  of  half  an  orange,  apparently  in  the  head 
of  the  csecum.  The  constant  discharge  of  fluid  faeces  led  to  a  diagnosis  of 
fistula  in  the  small  intestine.  The  hard  mass  and  the  general  appearance 
of  the  patient,  with  the  history,  suggested  tuberculous  infiltration  and 
ulceration  of  the  caecum.  The  diagnosis  of  tuberculous  ulceration  of  the 
caecum,  ileum,  and  ileocaecal  valve  was  made.  The  condition  of  the  patient 
was  intolerable  to  herself  and  others,  and  careful  treatment  by  competent 
surgeons  had  failed  to  relieve  her.  Operative  treatment  was  therefore 
imperative.  Accordingly,  on  December  9  an  elliptical  incision  was  made 
round  the  fistulae  and  the  infiltrated  skin.  The  two  ends  of  the  ellipse  were 
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then  prolonged  anteriorly  to  the  middle  line  and  posteriorly  to  the  back  of  the 
iliocostal  space.  The  abdominal  cavity  was  opened  in  this  line  and  care- 
fully packed  off  with  sterile  gauze.  The  caecum  was  firmly  adherent  to  the 
abdominal  wall,  and  also  a  loop  of  ileum  1  foot  from  the  ileocaecal  valve. 
Both  portions  of  intestine  were  thick,  firm,  and  infiltrated  with  tubercle. 
The  ileum  was  clamped  between  two  pairs  of  forceps  and  divided  on  the 
proximal  side  of  the  fistula,  and  the  diseased  portion,  together  with  about 
18  in.  of  healthy  bowel  between  it  and  the  diseased  caecum,  was  separated 
from  its  mesenteric  attachment  up  to  the  caecum.  The  ascending  colon 
was  then  divided  between  two  pairs  of  forceps  beyond  the  diseased  caecum, 
which  was  cut  away  still  attached  to  the  ileum.  Along  with  the  caecum  a 
large  tuberculous  gland  was  taken  out  with  the  mesocaecum.  This  part  of 
the  operation  was  difficult  because  of  extensive  and  firm  adhesions.  The 
forceps  holding  the  cut  end  of  the  ileum  and  the  colon  were  next  drawn 
forward  and  a  continuous  catgut  suture,  which  was  run  through  all  the  coats, 
closed  the  cut  ends  of  the  intestine  before  the  forceps  were  removed.  When 
this  had  been  done  the  portion  of  the  intestine  gripped  by  the  forceps  was 
doubled  in  and  retained  by  a  few  interrupted  Lembert's  sutures.  A  lateral 
anastomosis  was  then  made  between  the  ileum  and  the  transverse  colon  by 
an  inner  continuous  suture  of  catgut  through  all  the  coats,  and  by  an  inter- 
rupted ring  of  silk  Lembert's  sutures.  The  wound  in  the  abdominal  wall 
was  closed  by  strong  silk  sutures  through  the  different  layers.  There  was 
considerable  tension  on  these  sutures  owing  to  a  portion  of  the  abdominal 
wall,  which  was  infiltrated  and  adherent  to  the  intestine,  having  been 
excised.  The  excised  intestine  showed  a  healed  tuberculous  ulcer  of  the 
ileum  causing  stricture  and  an  infiltrated,  contracted,  and  ulcerated  caecum. 
Both  the  ileum  and  the  caecum  had  fistulous  openings  in  them.  Immedi- 
ately after  the  operation  the  patient  was  much  collapsed,  but  she  rallied 
after  having  been  transfused  with  40  oz.  of  normal  saline  solution.  No 
faeces  have  escaped  from  the  wound  since  the  operation,  her  bowels  have 
been  moved  without  difficulty,  her  appetite  has  been  good,  and  her  general 
condition  is  satisfactory.* 

CASE  2. — A  girl,  age  nine  years  and  six  months,  was  admitted  to  the 
infirmary  on  Feb.  12,  1898.  She  had  had  attacks  of  pain  in  the  abdomen, 
accompanied  by  vomiting,  for  six  years.  These  attacks  came  on  periodically 
and  were  attended  by  constipation.  In  the  intervals  she  frequently  had 
diarrhoea.  About  six  months  before  admission  an  abscess  formed  at  the 
umbilicus,  and  burst.  Faeces  and  pus  were  discharged  from  it,  and  had 
continued  to  do  so  ever  since.  On  admission  a  small  opening  was  found 
at  the  umbilicus  discharging  pus  which  was  neutral  in  reaction  and  had 
no  faecal  odour.  On  pressing  on  the  abdomen  faecal  matter  was  seen  to 
come  through  the  opening.  A  hard  tender  mass,  of  the  size  of  a  hen's  egg, 
was  felt  in  the  right  iliac  fossa  ;  otherwise  nothing  abnormal  was  discovered. 
The  patient  was  well  nourished  and  the  pulse  and  temperature  were  normal. 
On  Feb.  17  an  elliptical  incision  was  made  round  the  umbilicus,  including 
the  fistulous  opening.  The  umbilicus  and  the  outer  opening  of  the  fistula 
were  excised.  The  incision  was  then  prolonged  downwards  to  the  pubes 
in  the  middle  line,  but  no  entrance  could  be  effected  on  account  of  adhesions. 
The  incision  was  next  extended  upwards  and  the  abdomnial  cavity  was 
entered  above  the  umbilicus.  A  sinus  was  then  found  to  extend  in  the 
subperitoneal  tissue  from  the  neighbourhood  of  the  umbilicus  down  to  the 
right  iliac  fossa  and  into  a  coil  of  thickened  ileum  adherent  there.  This 

*  This  patient,  though  small,  is  fat  and  in  good  health  (1915). 
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formed  the  mass  discovered  before  the  op< -nil  i<>n.  The  ileum  was  M  p:irated 
and  the  hole  in  it  was  closed  by  a  continuous  catgut  suture  through  all  the 
coats,  and  outside  of  this  interrupted  Lemhert's  sutures,  transversely  to 
the  axis  of  the  bowel.  The  sinus  was  then  dissected  out  from  the  parietes. 
As  this  was  being  done  the  track  was  found  to  branch  upwards  and  to  extend 
to  an  opening  in  the  hepatic  flexure  of  the  colon.  The  colon  was  dissected 
from  the  parietes  and  the  opening  in  it  was  closed  in  the  same  manner  afl 
that  in  the  ileum.  To  remove  the  sinus  in  the  parietes  it  was  necessary  to 
extend  a  second  incision  from  the  middle  line  to  the  right  iliac  fossa.  The 
appendix  was  found  to  be  normal.  The  abdomen  was  completely  closed 
with  silk  sutures.  The  patient  never  appeared  to  be  ill  after  the  operation, 
and  made  a  good  recovery  ;  the  only  drawbacks  experienced  were  some  super- 
ficial gaping  and  suppuration  of  the  transverse  poition  of  the  abdominal 
wound,  which  granulated  up.  There  was  no  faecal  discharge  from  the  wound. 

CASE  3. — A  man,  age  27  years,  had  a  lateral  lithotomy  performed  on 
him  seventeen  years  before  his  admission  to  the  infirmary,  since  when  he 
had  suffered  from  constant  discomfort  and  annoyance  owing  to  the  passage 
of  faeces  and  flatus  by  the  urethra.  He  had  enjoyed  good  health  till  three 
and  a  half  years  before  admission,  when  he  became  ill  and  an  abscess  formed 
in  the  right  loin  and  was  opened.  Since  then  his  general  condition  had 
improved.  He  was  in  good  health  with  the  exception  of  the  urinary  organs. 
The  urine,  which  on  examination  was  found  to  be  acid  and  of  specific 
gravity  1017,  smelt  faecal,  and  contained  pus,  bacteria,  and  blood.  The 
quantity  passed  for  the  twenty-four  hours  preceding  the  operation  was 
16  oz.  On  examination  under  an  anaesthetic  with  a  catheter  in  the  bladder 
and  a  finger  in  the  rectum,  a  round  hole  of  about  the  size  of  a  split  pea  could 
be  felt  in  the  anterior  wall  of  the  rectum,  slightly  to  the  left  of  the  middle 
line,  about  1£  in.  above  the  anus.  A  probe  passed  through  the  opening 
touched  the  catheter  in  the  prostatic  portion  of  the  urethra.  A  scar  was 
present  in  the  perineum  in  the  position  of  a  lateral  lithotomy  wound.  An 
operation  was  performed  on  Feb.  7,  1898.  The  patient  was  placed  in 
the  lithotomy  position  and  a  semilunar  incision  was  made  through  the  skin 
of  the  perineum  from  one  tuberosity  of  the  ischium  to  the  other.  The  skin 
flap  was  dissected  downwards  and  a  transverse  incision  was  made  across 
the  perineum  and  the  rectum  was  separated  from  the  urethra,  previously 
catheterized.  The  openings  in  the  rectum  and  in  the  urethra  were  then 
both  plainly  seen.  The  hole  in  the  urethra  was  closed  vertically  by  fine 
catgut  sutures  over  a  No.  18  catheter,  avoiding  the  mucous  membrane. 
The  opening  into  the  rectum  was  treated  in  a  similar  manner.  Buried 
sutures  of  catgut  were  then  deeply  introduced  and  tightened,  making  the 
transverse  incision  antero-posterior,  much  the  same  as  is  done  in  Mr.  Lawson 
Tait's  operation  for  ruptured  perineum.  The  sinus  in  the  lumbar  region 
was  explored  and  scraped.  (So  far  as  could  be  ascertained  no  urine  had 
ever  come  through  this.)  The  after-progress  of  the  case  was  good.  No 
urine  escaped  from  the  wound  after  the  operation,  and  from  the  second  day 
the  amount  of  urine  passed  rose  to  the  normal.  The  perineal  wound  healed 
by  first  intention.  The  patient  was  seen  again  in  June  of  this  year,  when 
the  sinus  in  the  back  was  found  to  be  reduced  to  very  small  dimensions. 
There  was  still  a  trace  of  pus  in  the  urine.* 

*  The  sinus  did  not  heal  till  ten  years  later,  when  the  patient  brought 
a  phosphatic  calculus  which  had  escaped  from  it.  Then  healing 
quickly  followed. 
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REMARKS. — Case  3  is  interesting  in  connection  with  the  recent 
suggestions  concerning  transplantation  of  the  ureter  into  the  intes- 
tine. The  patient  had  no  trouble  except  for  the  disagreeable  experi- 
ence of  passing  faeces  and  flatus  per  urethram  for  thirteen  and  a  half 
years.  It  was  evident  that  most  of  the  urine  which  passed  into  the 
bowel  was  absorbed.  The  quantity  of  urine  passed  before  the  opera- 
tion compared  with  that  passed  after,  and  the  fact  that  his  bowels 
were  regular  and  the  motions  of  normal  consistence,  make  this  certain. 
Although  no  urine  escaped  through  the  sinus  in  the  back,  it  appears 
to  be  fairly  clear  that  the  abscess  in  the  loin  was  connected  with  the 
kidney.  This  seems  to  be  the  great  risk  of  such  operations,  and  the 
danger  evidently  cannot  be  considered  to  be  removed  for  some  time 
after  an  apparently  successful  operative  result. 


TUBERCULOUS  KIDNEY— NEPHRECTOMY. 

(Northumberland  and  Durham  Medical  Society:    Reported  in  Journal, 

February,  1898.) 

Mr.  Morison,  in  speaking  upon  the  question  of  the  removal  of 
tuberculous  kidneys,  said  that  operation  and  general  medical  measures 
each  had  their  enthusiastic  advocates.  Such  a  case  as  the  one  exhibited 
by  Mr.  Page  demanded  operative  treatment,  and  the  result  spoke  for  itself. 
It  was  questionable,  however,  if  this  was  an  example  of  pure  tuberculous 
kidney.  The  probability  seemed  to  be  that  a  secondary  pus  infection  had 
occurred,  and  that  this  was  the  cause  of  the  more  urgent  symptoms.  He 
had  removed  two  pure  tuberculous  kidneys  over  four  years  ago,  and  both 
patients  were  still  alive  and  well.  One,  in  whom  the  disease  appeared  to 
be  limited  to  the  single  kidney  removed,  had  no  symptoms  or  signs  of  disease. 
The  other  was  in  fair  health,  but  had  still  some  frequency  of  micturition 
without  pain  or  any  gross  urinary  change. 


REMARKS    ON    PYLORECTOMY. 

WITH  NOTES  OF  Two  CASES,  AND  A  DESCRIPTION  OF  A  NEW  METHOD 
OF  ATTACHING  THE  DIVIDED  STOMACH  TO  THE  CUT  DUODENUM. 

(The  British  MedicalJournal,  February,  1898,  p.  481.) 

In  January,  1896,  I  operated  on  a  patient  for  simple  stricture 
due  to  cicatricial  contraction  of  the  pylorus.  When  the  abdomen 
was  opened  the  stomach  and  duodenum  appeared  to  be  united  by  a 
mere  cord,  and  it  was  obvious  that  the  ordinary  operation  of  pyloro- 
plasty  would  not  meet  the  requirements  of  the  case.  The  operation 
then  performed  suggested  to  me  the  modification  of  pylorectomy  to 
be  described  ;  and  finding  that  it  could  be  satisfactorily  done  on 
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corpses,  and  that  its  <K 'tails  were  in  accordance  with  what  I  believed 
should  be  principles  in  Castro-intestinal  snidery,  I  described  the  pro- 
posed operation  to  surgical  colleagues  in  the  Inlinuary  here  six  months 
before  the  opportunity  of  practising  it  presented  itself.  Before  giving 
a  report  of  the  cases,  I  deem  it  proper  to  relate  certain  points  in  con- 
nection with  the  operation.  In  the  preparation  of  the  patients. 
.I  grains  of  calomel,  followed  by  small,  frequently-repeated  doses  of  a 
saline  purgative  two  days  before  the  operation,  thoroughly  cleared  the 
^astro-intestinal  tract.  A  rest  in  bed  and  a  limited  diet  of  equal  parts 
of  milk  and  barley  water,  with  half  an  ounce  of  whisky  in  water 
half  an  hour  before  the  operation,  completed  the  general  prepara- 
tions. The  stomach  was  not  washed  out  in  either.  The  abdominal 
wall  was  prepared  in  the  usual  way,  by  a  thorough  cleansing  and 
disinfection  for  several  hours  with  a  towel  wrung  out  of  a  1-1000 
corrosive  sublimate  solution,  and  every  detail  of  the  operation  was 
conducted  with  scrupulous  antiseptic  precautions. 

The  pylorus  was  then  excised  in  both  cases  in  the  usual  way. 

The  modification  I  have  introduced  refers  to  the  method  of  con- 
necting the  remainder  of  the  stomach  to  the  cut  duodenum,  and  will 
be  best  understood  by  a  reference  to  the  accompanying  diagram 
(Fig.  4),  made  by  Dr.  W.  G.  Richardson.  The  opening  into  the 
stomach  is,  as  would  be  expected  (and  as  is  shown  in  the  diagram), 
larger  than  the  opening  into  the  duodenum  made  by  cutting  it  trans- 
versely. In  order  to  overcome  the  difficulty  of  uniting  the  two  without 
the  aid  of  complicated  sutures,  an  incision  over  one  inch  in  length  was 
made  down  the  centre  of  the  anterior  wall  of  the  already  transversely- 
divided  duodenum.  By  spreading  the  longitudinal  cut  transversely, 
the  duodenal  opening  was  so  widened  as  to  correspond  approximately 
with  the  larger  opening  in  the  stomach.  All  that  now  remained  was 
to  connect  the  two  by  a  satisfactory  suture.  Before  describing  the 
form  of  suture  employed,  I  should  mention  that  I  regard  the  purely 
mechanical  advantage  of  this  modification  which  has  been  described, 
though  important  enough  to  lay  some  stress  upon,  yet  as  the  least 
satisfactory  reason  for  its  adoption. 

It  appears  to  me  that  the  consideration  given  by  surgeons  to 
stomach  and  intestinal  wounds  and  operations  has  been  too  much 
limited  to  the  purely  mechanical  problem  of  how  to  secure  such  close 
apposition  as  to  make  the  juncture  water-tight.  This  is  easy  to  do 
with  an  indefinite  number  of  appliances  or  sutures  on  the  operation 
table,  but  the  majority  of  post-mortem  examinations  show  that  the 
death  of  the  patient  has  arisen  from  septic  peritonitis  due  to  a  leak 
somewhere  in  the  junction  line.  The  faulty  union  is  not  found  near 
the  mesenteric  attachment,  as  is  usually  thought,  but  at  or  about 
the  convexity  of  the  gut.  An  examination  of  the  vascular  supply 
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of  the  intestine  suggests  how  this  may  be  brought  about,  and  by  what 
form  of  operation  its  occurrence  may  be  made  less  probable.  Fig.  2 
is  an  accurate  drawing  from  a  portion  of  injected  human  small  intes- 
tine, prepared  for  me  by  Dr.  Bolam,  of  the  College  of  Medicine,  New- 


castle-on-Tyne.  From  the  mesenteric  border  the  larger  vessels  will 
be  seen  to  take  an  almost  directly  transverse  course  over  the  side  of 
the  gut  to  reach  its  convexity.  Close  to  their  origin,  and  for  some 
distance  in  the  wall  of  the  intestine,  a  free  anastomosis  exists  between 
the  larger  trunks. 
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Further  on  this  intercommunication  gradually  diminishes  until 
the  convexity  is  reached,  when  the  vascular  supply  has  become  so 
limited  that  in  certain  places  no  visible  vessels  can  be  demonstrated. 
(Fig.  3,  a  drawing  of  the  same  portion  of  gut  as  Fig.  2,  shows  its  con- 
vexity and  illustrates  this  point.)  A  similar  vascular  supply  is  found 
throughout  the  small  intestine.  It  follows  that  when  a  transversely- 
divided  duodenum  is  attached  to  the  stomach  by  sutures  or  any 
apparatus,  a  watertight  juncture  being  effected,  the  circulation  of  the 
convexity  of  the  gut,  at  least,  is  completely  arrested ;  that  union  can 
only  occur  in  parts  beyond  the  suture  line ;  and  that  at  the  convexity 
of  the  gut  a  certain  amount  of  gangrene  must  result.  The  operation 
suggested  so  alters  the  direction  of  the  blood-vessels  that  instead  of 
running  transversely  on  the  convexity,  they  take  an  oblique  course 


Fig.  4. 

towards  the  divided  duodenal  edges,  and  many  of  them  will  escape 
the  strangulating  effect  of  an  interrupted  suture.  It  also  ensures  a 
vascular  supply  at  and  in  the  neighbourhood  of  the  angle  c  (Fig.  4) 
because  its  vessel  of  supply  is  not  annihilated  by  a  suture  at  the 
corresponding  portion  of  the  mesentery. 

The  difficulty  of  uniting  the  cut  ends  satisfactorily  has  developed 
a  taste  for  plates,  bobbins,  buttons,  and  other  mechanical  devices. 
The  only  advantage  (a  most  important  one,  however)  which  can 
reasonably  be  claimed  for  any  of  them  is  that  by  their  use  the  operator 
is  enabled  to  see  and  know  more  or  less  exactly  what  he  is  doing. 
This  is  not  so  easy  as  it  may  appear,  and  in  using  sutures  alone,  with- 
out any  systematic  scheme,  it  is  difficult  to  avoid  getting  into  confusion, 
and  finishing  the  operation  with  the  uncomfortable  but  definite  know- 
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ledge  that  tlu-  result  depends  more  upon  luck  than  tin-  surgery  brought 
to  bear  upon  it.  If.  however,  the  simple  plan  of  inserting  temporary 
suti.  jested  to  nu-  tirst  !>y  Mr.  Caird,  of  Edinburgh.  he  loll.. 

(with  sutures  alone.  SIT  /•'/£.  k  </.  //.  ci.  this  difficulty  is  overcome,  and 
the  junction  can  be  made  as  rapidly  as.  and  more  effectually  than, 
with  any  of  the  ingenious  apparatus  employed.  The  posterior  wall 
of  the  opening  which  is  to  serve  as  the  artificial  pylorus  is  first  made. 
A  long  catgut  suture,  threaded  in  an  ordinary  needle,  is  introduced 
through  all  the  coats  in  the  position  of  one  of  the  outer  three  tempo- 
rary sutures  (see  Fig.  4)  used  to  show  the  exact  relation  of  parts. 
This  suture  is  securely  tied,  has  its  short  end  clamped  in  haemostatic 
forceps,  and  takes  the  place  of  the  temporary  suture.  The  1<> 
threaded  end  is  used  as  a  continuous  stitch  through  all  the  coat 
the  stomach  and  duodenum,  and  brings  their  apposed  surfaces  into 
firm  apposition.  The  middle  temporary  suture  being  reached,  it  is 
withdrawn,  and  the  continuous  stitch  travels  on  to  the  further  tempo- 
rary one.  which  it  replaces. 

The  posterior  wall  is  now  formed  by  a  continuous  catgut  suture 
passed  from  within  outwards  through  all  the  coats,  and  bringing  the 
peritoneal  surfaces  of  stomach  and  duodenum  into  firm  apposition. 
The  anterior  wall  is  next  made  in  a  similar  way  by  a  continuous  catgut 
stitch  through  all  the  coats,  but  here  the  sutures  cannot  be  passed 
from  within,  and  of  course  do  not  bring  the  peritoneal  coats  into 
apposition  as  they  do  posteriorly.  The  object  of  this  continuous 
catgut  stitch  is  to  secure  a  temporary  watertight  junction  between 
the  two  viscera.  To  secure  broad  permanent  adhesion  between 
stomach  and  duodenum,  a  ring  of  fine  silk  interrupted  sutures,  through 
peritoneal  and  muscular  coats  only,  is  placed  all  round  the  temporary 
j unction  effected,  and  completely  buries  it.  For  the  purpose  of  pro- 
ducing permanent  adhesions  the  use  of  a  continuous  suture,  which 
necessarily  interferes  with  a  proper  blood  supply  to  the  parts  enclosed 
by  it.  is  to  be  condemned.  Experience  has  taught  me  that  the  com- 
bination I  have  described  and  introduced  several  years  ago  may  be 
relied  upon  to  secure  satisfactory  union. 

c  ASE  1. — J.  G.,  age  4-8.  was  admitted  to  the  Royal  Victoria  Infirmary. 
Neweastle-on-Tyne.  on  July  1.  complaining  of  pain  in  the  stomach,  and 
vomiting.  About  ten  months  ago  he  began  to  feel  pain  in  the  stomach 
region,  which  was  not  aggravated,  but  if  anything  relieved  by  taking  food. 
It  was  worse  at  night,  especially  when  he  lay  on  either  side.  Eight  months 
ago  he  began  to  vomit,  and  brought  up  such  large  quantities  M  he  did  not 
know  where  it  all  came  from/"  The  vomited  matter  frothed  a  little,  and 
\va->  occasionally  brown.  Latterly  the  pain  had  become  so  severe  that 
^mietimes  he  had  to  get  up  and  walk  about  at  night  groaning.  His  bowt-N 
were  much  constipated  and  required  strong  medicine  to  move  them.  He 
lost  over  2  stone  in  weight  after  his  illness  commenced.  Twenty  years  ago 
he  had  an  attack  of  stomach  pain,  and  for  three  days  vomited  a  quantity 

A  18 
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of  black  stuff.  Except  for  this  he  never  had  any  illness.  The  patient,  a 
fair-complexioned  man,  looked  thin  but  not  anaemic.  His  pulse  was  80 
and  small,  and  temperature  subnormal.  Examination  of  the  abdomen  by 
inspection,  palpation,  percussion,  and  auscultation  of  the  stomach  showed 
considerable  dilatation  of  the  stomach.  A  fair-sized  tumour,  difficult  to 
define,  could  be  felt  midway  between  the  umbilicus  and  ensiform  cartilage 
in  the  middle  line.  The  diagnosis  of  carcinoma  of  pylorus  with  stricture 
and  dilated  stomach  was  made. 

Operation  (Aug.  3,  1897  ;  anaesthetic,  chloroform). — The  abdomen  was 
opened  by  an  incision  extending  from  below  the  ensiform  cartilage  to 
above  the  umbilicus,  and  the  pylorus  involved  in  a  firm  tumour  drawn  out. 
No  doubt  was  felt  as  to  the  malignant  character  of  the  swelling,  and  the 
operation  of  pylorectomy  was  performed  as  described,  the  vertical  slit  in 
the  duodenum  being  about  1|  in.  long.  (When  slit  up  the  induration 
and  tumour  were  found  to  be  inflammatory,  and  surrounding  a  typical 
circular  ulcer,  the  size  of  a  shilling,  on  the  posterior  wall  of  the  stomach 
and  involving  the  pylorus.)  The  abdominal  wall  was  closed  with  silk 
sutures,  and  the  patient  was  sent  to  bed  in  good  condition. 

After-progress. — For  twelve  hours  nothing  was  given  by  the  mouth, 
and  rectal  enemata  of  milk  and  beef- tea  were  administered  every  four  hours. 
During  the  next  twelve  hours  he  had  frequent  sips  of  hot  water.  On  the 
afternoon  of  the  second  day  small  quantities  of  milk  and  barley  water  were 
allowed  and  gradually  increased.  For  the  first  eight  days  he  progressed 
without  a  hitch,  the  highest  temperature  recorded  being  100°  on  the  evening 
of  the  fourth  day,  and  afterwards  normal,  his  pulse  continuing  between 
70  and  90  throughout.  By  this  time  he  was  taking  food  freely — fish,  milk 
pudding,  etc. — and  enjoyed  everything,  as  his  stomach  trouble  had  entirely 
disappeared.  Then  he  was  troubled  with  a  slight  cough.  On  the  tenth 
day  the  dressings  were  removed  for  the  first  time  and  the  stitches  taken 
out.  The  wound  had  entirely  healed  by  first  intention.  I  did  not  see  him 
again  till  August  28  (fourteen  days  later).  I  then  found  that  his  cough 
had  gradually  increased,  and  he  now  had  free  expectoration  of  muco- 
purulent  matter,  with  a  temperature  highly  suggestive  of  pus  somewhere. 
His  general  condition  was  good  ;  he  could  eat  and  enjoyed  anything,  and 
nothing  wrong  about  the  scar  or  in  the  abdomen  was  discoverable.  There 
were  a  few  bronchial  rales  in  his  chest,  and  at  his  right  base  a  limited  dull 
area,  with  distant  tubular  breathing.  The  following  day  (August  29)  I 
inserted  a  hypodermic  syringe  into  the  dull  area,  and  drew  out  a  little  pus. 
The  diagnosis  made  was  subdiaphragmatic  abscess,  but  this  was  not  con- 
firmed by  my  medical  colleagues  who  were  called  in  consultation.  On 
August  30  (a  month  after  pylorectomy)  I  resected  portions  of  the  eight 
and  ninth  ribs  in  the  posterior  axillary  line,  and  on  dividing  the  costal  pleura 
found  the  lung,  solid  from  pneumonia  (I  did  not  know  whether  it  was  lung 
or  liver  for  some  days  after),  adherent  to  the  chest  wall.  A  hypodermic 
syringe  again  found  pus,  and  an  opening  was  made  at  the  spot  where  this 
was  detected.  Not  more  than  1  drachm  in  all  escaped  ;  but  as  further 
search  failed  to  reveal  any  other  collection,  a  large  drainage  tube  was 
inserted.  The  expectoration  continued  in  spite  of  a  free  discharge  from 
the  tube,  but  his  cough  was  easier  and  his  temperature  steadily  fell.  On 
September  8  (nine  days  later),  as  there  had  been  no  discharge  from  the 
tube  for  some  days,  and  his  morning  and  evening  temperature  were  normal, 
the  tube  was  removed.  On  September  10  (two  days  later)  his  temperature 
began  to  rise  again,  and  the  cough  was  more  troublesome.  On  September 
15  I  made  another  attempt  to  find  pus,  and  by  this  time  the  bulk  of  lung 
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appeared  to  be  solid  from  pneumonia.  On  September  21  he  died,  seven 
weeks  after  having  pylorectomy  performed.  No  post-mortem  examination 
could  be  obtained. 

CASE  2. — J.  H.,  age  40,  was  admitted  to  the  Royal  Infirmary  under  my 
care  on  October  18,  1897.  She  complained  of  pain  in  her  stomach  and 
vomiting.  Five  months  ago  she  suffered  from  an  attack  of  abdominal 
pain  and  diarrhoea,  which  lasted  for  a  day.  From  this  time  she  had  been 
troubled  with  pain  after  food.  About  two  months  ago  vomiting  com- 
menced. The  vomited  matter  was  frothy  and  brown,  had  an  offensive 
smell,  and  amounted  to  more  than  she  took.  The  sickness  was  worst  at 
night,  and  the  usual  programme  was  as  follows  :  Either  lying  on  her  right 
side  or  taking  food  or  drink  brought  on  a  *  working  '  in  the  stomach,  which 
at  times  would  *  gather  up  into  a  lump,'  then  the  pain  commenced  and 
got  worse,  till  she  vomited  and  she  was  relieved.  Her  bowels  were  much 
constipated,  and  required  enemata  to  move  them.  Latterly  she  had  been 
confined  to  bed  from  weakness,  and  could  only  take  a  little  milk.  After 
her  illness  commenced  she  became  very  quickly  emaciated.  She  had  had 
no  illness  of  any  note  hitherto,  and  no  trouble  with  her  stomach  previously, 
The  patient  was  very  thin  and  feeble,  foul  breath,  coated  tongue,  pulse  84. 
temp,  normal.  Red  patches  on  conjunctiva  with  slight  mucopurulent 
discharge  from  sleeping  with  her  eyes  open  (an  ominous  sign).  On  examin- 
ation of  the  abdomen  the  stomach  could  be  seen  contracting  at  intervals, 
forming  a  large  swelling,  and  evidently  much  dilated.  At  the  umbilicus 
a  rounded  swelling  about  the  size  of  a  tangerine  orange  could  be  seen  through 
the  thin  abdominal  wall,  ascending  and  descending  with  respiration.  This 
mass  on  palpation  was  hard,  nodular,  freely  movable  in  every  direction, 
and  not  tender.  The  diagnosis  made  was  malignant  growth  causing 
stricture  of  pylorus. 

Operation  (Oct.  21). — On  opening  the  abdomen  above  the  umbilicus 
the  disease  was  found  to  be  limited  to  the  pylorus,  and  the  operation  of 
pylorectomy  was  performed  as  described.  The  patient  stood  the  operation 
well,  and  appeared  to  be  no  worse  at  the  finish  than  when  it  was  commenced. 

After-progress.  —  Shortly  after  being  put  to  bed  she  became  much 
collapsed,  lying  with  her  mouth  and  eyes  open,  face  and  breath  cold,  shallow 
breathing,  and  pulse  imperceptible  at  the  wrist.  Three  pints  of  normal 
saline,  injected  into  the  median  basilic  vein,  produced  a  marked  improve- 
ment, and  from  this  time  her  recovery  was  straightforward,  the  wound 
being  healed  when  the  dressing  was  removed  on  the  twelfth  day.  Three 
weeks  after  the  operation  the  patient  was  shown  at  the  Northumberland 
and  Durham  Medical  Society  meeting.  She  was  then  able  to  eat  and  enjoy 
ordinary  food,  and  had  so  much  improved  in  condition  that  she  was  allowed 
to  go  home  the  following  day. 

Feb.  8,  1898. — The  patient  recently  visited  the  Infirmary  to  report. 
She  can  eat  anything,  has  gained  1£  st.  in  weight,  and  feels  quite  well. 

Microscopically  the  growth  was  scirrhus  carcinoma. 

In  both  cases  there  was  a  well-marked  pyloric  obstruction  to  be  seen 
in  the  specimens  excised. 
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ON    PYLOROPLASTY. 

WITH  ABSTRACT   OF  ELEVEN    CONSECUTIVE  CASES. 
(Northumberland   and   Durham   Medical   Journal,    March,    1898.) 

In  The  Lancet  of  February  16,  1895,  and  October  24,  1896  (where 
four  cases  are  recorded),  and  at  various  Medical  Society  meetings,  I 
drew  attention  to  the  advantages  of  pyloroplasty.  Since  that  time 
no  cases  in  abdominal  surgery  have  given  me  so  much  satisfaction. 
It  is  because  I  believe  that  the  safety  and  advantages  of  this  operation 
are  not  yet  sufficiently  realized  by  the  profession  that  I  am  venturing 
once  more  to  draw  attention  to  the  subject.  Pyloroplasty  is  without 
rival  in  cases  of  strictured  pylorus.*  I  cannot  say  anything 
from  personal  experience  of  Loreta's  operation  ;  but  a  knowledge 
of  the  pathology  of  these  cases  teaches  that  stretching  in  the 
majority  of  instances  would  be  dangerous  and  generally  useless. 
The  same  lesson  has,  I  believe,  been  learned  by  surgeons  who 
have  practised  this  operation  sufficiently  often.  Gastro-enterostomy 
as  ordinarily  performed  is  still  worse.  In  the  surgical  section 
of  the  British  Medical  Association  Annual  Meeting,  1893,  I 
remarked  :  If  a  large  opening  is  made  between  the  stomach  and 
jejunum,  there  is  every  reason  why  the  intestinal  contents  should 
regurgitate  into  the  stomach  unless  that  viscus  offers  some  resistance. 
Into  the  dilated  stomach  intestinal  contents  pass  easily  and  fill 
it  up.  The  stomach  when  in  a  fairly  healthy  state  is  tonically 
contracted,  its  walls  lying  firmly  apposed  when  empty  and  embracing 
their  contents  when  full."  At  the  same  meeting  I  exhibited 
specimens  bearing  on  this  statement  which  increased  experience  has 
confirmed.  Whether  this  explanation  be  accepted  or  not,  it  is  a 
fact  that  in  four  cases  of  much  dilated  stomach  on  which  I  have 
performed  gastro-enterostomy  by  the  accepted  methods,  death  resulted 
a  few  days  after  the  operation  from  constant  vomiting  of  intestinal 
contents,  and  the  vomiting  in  each  case  was  not  prevented  either  by 
posture  or  frequent  washing  out.  Post-mortem  examination  demon- 
strated in  each  case  that  the  principle  of  the  operation  was  at  fault 
and  not  the  technique,  for  union  of  the  visceral  and  parietal  wound 
was  perfect,  and  nothing  was  found  to  account  for  death  except  the 
regurgitation  of  intestinal  contents  into  the  stomach.  In  addition 
to  my  own  experience,  I  have  had  the  opportunity  of  observing  similar 
results  in  the  hands  of  other  surgeons,  so  that  I  feel  justified  in  making 
strong  objections  to  this  operation  in  the  class  of  case  now  under 
consideration. 


*  This  is  still  true,  though  cases  suitable  for  it  are  now  as  rare  as 
giant  stones  and  giant  tumours. 
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I  have  performed  pyloroplasty  in  eleven  cases;1  all  recovered. 
Ten  arc  now  alive  and  in  perfect  hcallh.  Kight  of  I  he  ten  (Cases  I.  :;. 
.">.  (I,  7.  8,  10,  11)  are  striking  results  ;  IVoni  a  condition  of  the  most 
feeble,  miserable  invalidism,  they  rapidly  rose  to  robust  health.  Case 
2  (previously  recorded  in  The  Lancet  of  October  24,  1896)  relapsed 
from  fresh  gastric  ulceration  after  the  operation,  but  is  now  well  ;  and 
Case  9  had  not  suffered  snllieiently  long  to  be  markedly  feeble  or  ema- 
eiated  when  the  operation  was  performed.  Case  4  (recorded  in  The 
Lancet  of  October  24,  1896)  died  eighteen  months  after  the  opera- 
tion, from  cancer  of  the  pylorus.  An  early  malignant  stricture  was 
mistaken  in  her  for  the  ordinary  simple  stricture  of  the  pylorus  (and 
treated  by  pyloroplasty)  ;  and  as  yet  I  know  of  no  certain  method  of 
distinguishing  clinically  (even  after  abdominal  section)  a  commencing 
malignant  stricture  from  the  ordinary  cicatricial  one.  I  have  pre- 
viously pointed  out  that  a  long  history  is  against  malignancy,  but  in 
this  case  the  patient  had  been  troubled  with  indigestion  all  her  life. 
Adhesions  and  scarring  would  also  be  in  favour  of  an  inflammatory 
rather  than  a  malignant  lesion.  A  movable  nodular  pylorus,  of  the 
size  of  a  walnut  or  larger,  is  probably  infiltrated  by  malignant  growth, 
as  it  is  seldom  that  an  inflammatory  swelling  remains  so  localized  and 
reaches  such  a  size.  Nevertheless,  on  August  3,  1897,  I  excised  a 
pylorus  forming  such  a  tumour  from  a  man  of  middle  age  with  a  history 
of  only  ten  months'  illness  and  rapid  emaciation.  Before  and  after 
opening  his  abdomen  the  tumour  was  diagnosed  as  malignant ;  not 
until  it  was  split  open  and  its  interior  exposed  was  it  suspected  that 
the  diagnosis  might  be  wrong.  A  typical  punched-out  ulcer,  sin-- 
rounded by  a  large  mass,  of  inflammatory  origin,  was  the  cause  of  all 
this  mischief. 

In  two  cases  I  have  opened  the  abdomen,  expecting  to  perform 
pyloroplasty  ;  but  found  that  in  one  it  would  be  useless,  and  in  the 
other  impossible  to  do  so.  The  first  case  was  that  of  a  middle-aged 
man,  with  the  typical  history  and  the  starved,  emaciated  appearance 
of  pyloric  stricture  of  long  standing,  due  to  gastric  ulcer.  On  opening 
his  abdomen,  the  pylorus  was  found  to  be  buried  and  attached  to  the 
pancreas  by  firm  adhesions,  and  there  were  two  yellow-coloured  glands 
of  the  size  of  filberts  in  the  gastro-hepatic  omentum.  The  glands,  and 
what  I  took  to  be  the  pylorus,  to  which  one  of  them  was  attached, 
were  separated  and  excised  together.  On  examining  the  portion  of 
viscus  removed  and  the  cut  surface  left,  it  was  discovered  that  the 
first  portion  of  duodenum  had  been  removed,  and  the  pylorus,  which 
was  much  contracted,  left.  I  then  split  the  pylorus  and  attached  it 

1  Since  writing  the  above,  I  have  successfully  operated  on  four  more  cases, 
making  fifteen  in  all. 
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to  the  cut  duodenum.  In  separating  the  dense  adhesions,  I  wounded 
the  pancreas,  and  to  this  I  attribute  the  patient's  death  on  the  sixth 
day  after  operation.  He  died  from  acute  perforating  peritonitis, 
probably  due  to  digestion  of  the  newly-formed  lymph  by  escaped  pan- 
creatic juice.  Numerous  old  cicatrices  of  round  ulcers  were  found 
(post  mortem)  in  the  neighbourhood  of  the  pylorus,  which  <was  a  little 
thickened.  A  portion  of  the  pylorus  and  the  glands  were  examined 
microscopically  and  found  to  be  infiltrated  with  columnar-celled  car- 
cinoma. The  second  case  also  was  that  of  a  middle-aged  man  with 
the  typical  appearance  and  signs  of  pyloric  stenosis.  No  tumour 
could  be  felt,  but  his  pylorus  was  found  to  be  buried  in  dense  adhe- 
sions. A  vigorous  attempt  was  made  to  separate  the  pylorus,  but 
the  adhesions  were  so  thick  and  firm  that  the  notion  of  performing 
pyloroplasty  had  to  be  abandoned.  Gastro-enterostomy  was  per- 
formed by  a  new  method,  which  I  hope  to  show,  at  a  later  date,  is 
applicable  to  such  cases.  For  the  two  days  following  operation  the 
patient  occasionally  brought  up  mouthfuls  of  green,  stinking  fluid, 
evidently  bile  and  pancreatic  juice,  but  after  a  seidlitz  powder  in  hot- 
water  the  regurgitation  finally  ceased.  On  the  fourth  day  he  appeared 
to  be  safe.  On  the  fifth  day  the  symptoms  and  signs  of  acute  perito- 
nitis developed,  and  on  the  seventh  day  after  operation  he  died.  Post- 
mortem examination  showed  that  death  was  caused  by  general  septic 
peritonitis  due  to  leakage  from  a  hole  the  size  of  a  pinhead  outside  of 
an  active  ulcer  in  the  stomach,  close  to  the  pylorus.  The  hole  had 
been  made  and  overlooked  during  the  attempt  to  separate  the  adherent 
pylorus.  The  duodenum,  down  to  immediately  above  the  opening 
for  the  bile  and  pancreatic  ducts,  was  scarred  by  recent  and  old  ulcers. 
The  pancreas,  duodenum,  and  pyloric  end  of  the  stomach  were  insepar- 
ably united  by  dense  adhesions.  All  the  new  openings  were  very 
firmly  united  and  watertight.  I  have  included  these  two  cases  to 
make  my  record  of  pyloroplasty  complete,  and  to  illustrate  the  fact 
that  both  diagnosis  and  operation  may  sometimes  be  impossible. 
Nevertheless,  in  the  great  majority  a  diagnosis  of  those  suitable  for 
the  operation  is  easy.  The  most  promising  are  those  in  which  a  mov- 
able nodule  can  be  felt  in  the  neighbourhood  of  the  pylorus  ;  in  addi- 
tion, the  ordinary  symptoms  of  chronic  dilatation  are  present,  viz., 
vomiting  of  large  quantities  of  yeasty  fluid  at  intervals,  and  the  well- 
recognized  disturbances  of  chronic  dyspepsia,  chiefly  vertigo,  pro- 
nounced constipation,  depression  of  spirits,  marked  emaciation,  and 
loss  of  appetite.  In  these  cases  the  operation  is  as  safe  as  any  in 
abdominal  surgery.  The  movable  pylorus  makes  it  so  easy  that  it 
can  be  performed  in  less  than  half  an  hour,  and  the  after  results  are  a 
surprise  to  those  unaccustomed  to  watch  such  patients.  Every  case 
in  which  dilatation  of  the  stomach  is  a  marked  feature,  with  a  history 
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of  failing  stomach  powers,  should.  I  believe,  be  explored  with  a  view 
to  operation.  It  will  seldom  be  found  that  the  diagnosis  of  strictured 
pylorus  is  wrong  or  that  pyloroplasty  will  fail  to  bring  about  com- 
plete relief  of  all  symptoms  and  a  restoration  to  health. 

With  regard  to  pathology,  my  opinion  that  most  of  the  cases  of 
pyloric  stricture  "are  due  to  cicatrieial  contraction  following  ulcera- 
tion  "  is  confirmed  by  further  experience,  and  in  some  of  the  cases 
alcoholic  abuse  seems  to  have  acted  as  an  exciting  cause  of  the  pyloric 
ulcer.  I  have  only  to  add  to  this  that  spasm  of  the  pyloric  sphincter 
is  probably  superadded  to  the  organic  lesion  in  some  instances.  In 
Case  6,  for  example,  it  was  noticed  that  a  distinct  nodule  could  be 
felt  at  times,  but  not  always.  Under  chloroform  the  nodule  was  not 
apparent,  and  the  pylorus  when  palpated  after  opening  the  abdomen 
felt  normal,  and  looked  externally  as  if  nothing  was  wrong  with  it, 
though  a  tight  stricture  was  found  to  be  present  on  opening  the 
stomach.  I  showed  the  case  before  the  Northumberland  and  Durham 
Medical  Society  in  October,  1896.  My  words  then  express  my  estab- 
lished opinion.  "  No  such  amount  of  cicatrieial  change  was  found 
in  Case  6  as  would  account  for  the  tight  stricture  of  the  pylorus  ;  the 
varying  nature  of  the  abdominal  lump,  and  the  disappearance  of  all 
hardness  under  the  anaesthetic,  point  to  some  other  cause  than  cica- 
tricial  contraction  for  the  condition.  The  case  suggests  to  me  the 
possibility  of  '  spasm  '  taking  some  part  in  the  production  of  the 
pyloric  stricture  ;  also  a  small  ulcer,  as  in  the  case  of  the  anal  sphincter, 
may  be  considered  a  not  improbable  cause.  Any  disturbance  of  the 
complicated  nerve  mechanism  involved  in  the  stomach  movements 
during  digestion,  by  which  the  expulsive  movements  are  simulated 
and  the  pyloric  sphincter  inhibited  at  the  same  time,  appears  to 
be  as  likely  a  cause  of  digestive  troubles  as  many  of  the  obscure 
conditions  described  in  text-books  on  the  subject.  In  support  of 
the  muscular  spasm  theory,  it  may  be  added  that  there  is  some 
amount  of  evidence  in  favour  of  the  view  that  long-continued 
contraction  of  unstriated  muscle  may  lead  eventually  to  organic 
stricture." 

Attention  to  detail  is  essential  to  success  (in  this  as  in  any  other 
operation).  I  shall  therefore  shortly  describe  the  method  I  have 
adopted  of  preparation  of  the  patient  and  the  after-treatment,  and 
add  a  few  notes  on  the  operation  itself. 

For  three  or  four  days  before  the  operation,  my  patients  are  kept 
warm  in  bed.  Their  starved,  weak  condition  makes  this  usually  a 
relief.  During  this  time  they  are  only  allowed  a  wineglassful  of  equal 
parts  of  milk  and  barley  water  every  hour,  and  some  medicine  to 
cause  free  intestinal  evacuations.  Five  grains  of  calomel,  and  after 
a  rest  of  six  hours,  sulphate  of  magnesia  (in  one-drachm  doses)  is 
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given  every  two  hours  till  the  bowels  are  freely  moved.1  Half  an  hour 
before  the  operation  half  an  ounce  of  whisky  in  half  an  ounce  of  water 
is  administered.  The  patient,  operator,  and  assistants  are  prepared 
as  for  an  ordinary  aseptic  operation.  The  operation  as  described  in  The 
Lancet  of  February  16,  1895,  p.  396,  is  then  performed  in  ordinary  cases. 
I  have  only  to  add  to  that  description  that  the  inner  suture  which 
passes  through  all  the  coats  of  the  duodenum  and  stomach  is  a  con- 
tinuous one  of  catgut  specially  prepared  ;  its  sole  object  is  to  make 
the  junction  watertight.  Outside  of  this  line  a  row  of  interrupted 
Lembert's  sutures  of  fine  silk  is  introduced  with  the  object  of  burying 
the  first.  This  simple  form  of  suture  I  have  advocated  and  used,  to 
the  exclusion  of  every  other,  for  some  years,  in  all  sorts  of  stomach 
and  intestinal  work,  and  know  that  entire  reliance  may  be  placed 
upon  it.  It  may  be  well  to  add  that  the  opening  into  the  duodenum, 
and  even  the  duodenum  itself,  in  the  latter  stages  of  the  operation, 
may  be  difficult  to  recognize,  unless  special  precautions  are  taken  to 
make  its  relation  clear  before  the  suturing  is  commenced.  For  this 
purpose  temporary  sutures — for  a  knowledge  of  which  in  intestinal 
surgery  I  am  indebted  to  Mr.  F.  Caird,  of  Edinburgh — are  very  useful. 
They  only  need  to  be  drawn  out  when  the  permanent  suture  is  com- 
pleted. But  the  operation  is  not  always  so  simple  ;  adhesions  some- 
times make  it  impossible,  as  in  one  of  the  cases  related,  or  remarkably 
difficult,  as  in  Case  3,  when  the  colon  was  opened  by  mistake  in  separat- 
ing dense  adhesions.  Still  another  difficulty  was  met  with  in  Cases 
5  and  6,  illustrated  in  the  annexed  diagram,  for  which  I  am  indebted 
to  Dr.  W.  G.  Richardson,  who  has  assisted  me  at  most  of  the  opera- 
tions. In  these  cases  the  stomach  was  attached  to  the  duodenum 
by  a  narrow  channel  of  practically  no  use  (when  laid  open)  for  forming 

1  Washing  out  the  stomach  is  sometimes  useful  from  a  diagnostic  point  of 
view,  for  in  addition  to  the  usual  arguments  in  its  favour,  that  it  enables  an  examin- 
ation of  the  contents  to  be  made,  and  the  amount  of  dilatation  to  be  roughly  gauged, 
in  two  cases  when  re  cent  ulcers  were  found,  washing  occasioned  considerable 
pain  after  a  certain  amount  of  water  had  been  introduced.  Unless,  however,  the 
stomach  has  been  accustomed  to  lavage,  I  do  not  wash  it  out,  as  the  operation  is 
always  unpleasant,  serves  no  useful  purpose  so  far  as  the  coming  operation  is  con- 
cerned, and  is  perhaps  not  always  so  free  from  risk  as  we  have  been  accustomed  to 
regard  it.  This  point  was  suggested  to  me  by  the  case  of  a  middle-aged  man  who 
was  admitted  to  the  infirmary  under  my  care  for  operation.  He  was  a  sturdy- 
looking,  short  man,  with  a  much  dilated  stomach,  and  sarcinous  vomiting,  appar- 
ently an  excellent  case  for  operation.  Immediately  after  being  washed  out  he 
felt  relieved,  but  shortly  after  complained  of  feeling  sick  and  weak.  Three  days 
later  I  found  him  very  ill.  He  had  frequently  vomited,  had  passed  only  two  ounces 
of  urine  in  the  three  days  since  being  washed  out,  and,  though  heavy  and  somno- 
lent, was  restless.  His  bladder  was  found  to  be  empty.  We  supposed  that  his 
kidneys  were  at  fault,  and  that  his  condition  might  be  due  to  uremia.  Eight  days 
after  the  washing  out  he  died  comatose.  Post-mortem  examination  showed  a 
tight  pyloric  stricture,  the  result  of  old  ulceration,  a  hugely-dilated  stomach,  and 
nothing  else.  All  the  other  organs  were  sound. 
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any  ini|K)rtant  part  of  the  new  pylorus.  The  dia.Lrr.-mis  show  how  this 
diflieulty  was  overcome.  In  /«'/£.  .">  the  narrow  channel  connecting 
the  stomach  and  duodenum  is  shown.  The  thin  black  line  repre- 
sents an  incision  passing  through  from  one  to  the  other.  In  rig.  0 
the  longitudinal  incision  has  been  converted  into  a  transverse  one, 


Fiy.  0. 


and  is  held  by  temporary  sutures  in  clip  forceps.  The  continuous 
suture  (of  catgut  through  all  the  coats)  introduced  from  within  out- 
wards, has  completed  the  posterior  wall  of  the  new  pylorus  when 
drawn  tight.  In  Fig.  7  the  anterior  wall  of  the  new  pylorus  is  being 
made  as  an  ordinary  pyloroplasty  by  a  continuous  suture  (of  catgut 
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TABLE  OF  ELEVEN  CONSECUTIVE 


"0-        aS,!d 

Date  of 

Alcohol 

Previous  health 

age 

1      P.,  48 

Oct.  4, 
1894 

0 

For  20  years  has  suffered 
from  indigestion 

2     P.,  37 

Oct.  11, 
1895 

0 

Good  until  8J  years  ago  ; 
8V  years  ago  miscarriage  : 

3         M. 


Jan.  1 


4     F.,  50 

April  11, 
1896 

0 

5     M.,  38 

Feb.  22, 
189G 

Hard  drinking 
over  a  fort- 
night for  13 
years  before 
illness 

G     M.,  32 

June  25, 
1896 

When  he  could 
freely 

7      M.,  25 

Oct.  -8, 
1896 

0 

8     M.,  5G 

Dec.  1, 
1896 

0 

9     M.,  42 

March  25, 
1897 

Freely 

8  years  ago  dropsy  ;    4 
years  ago  typhoid  fever 

Typhoid  fever  at  10  years 
of  age 


Always  been  troubled  with 
indigestion 


Good 


At  8  years  of  age  had  scarlet 
fever ;  between  the  age 
of  21  and  29  years  had 
dysentery  in  India 


Scarlet  fever  when  young 


Always  very  delicate  stom- 
ach ;    careful  diet 


Always  good 


Date  of  onset 
of  symptoms 


Date  of  onset 
of  vomiting 


5  years  ago 


5  years  ago  had 
vomiting  every  2  or 
3  months 


8     years     ago    had     8  years  ago 
vomiting  after  food 


3  or  4  years  ago  3  or  4  years  ago 


14  months  ago  had     6  months  ago 
pain    in    stomach 
and  sometimes  di- 
arrhosa 


G  years  ago 


15  months  ago 


2  years  ago  2  years  ago 


12    years    ago    had 
pain    in    stomach  ; 
after  meals 


15  years  ago  ;  in  bed 
6  weeks  with  pain 
in  stomach ;  could 
take  fluids  only 

9  years  ago  ago 


years  ago  had 
vomited  a  pint  of 
blood 


During  past  8  months 


9  years  ago 


10     M.,  5G     Aug.  31,   i  0 

1897 


11      F.,  30      Sept.  G, 
1897 


For   25   years   has   had    a   '  12  months 
delicate    stomach,    with 
iits  of  severe  pain  always 
in  epigastrium 

For    12    years    attacks    of      8  years  ago 
pain     in     stomach     and 
constipation 


12  months  ago 


8  years  ago 


SUBSEQUENT 
CASE  1. — Mr.  Sheraton  reports  Aug.  3,  1897,  three  years  after  operation  :   "  She  weighs  10  st.  and  enjoys 

perfect  health." 
CASE  2.— Dr.  Buncle  reports  Sept.  30,  1897,  two  years  after  operation  :    "  Her  digestive  capacity  seems 

perfectly  normal.     Her  general  health  is  good." 
CASE  3. — Dr.  J.  R.  Sutherland  reports,  Sept.  29,  1897,  twenty-one  months  after  operation  :    "  He  is  keeping 

in  good  health  and  has  no  stomach  trouble  whatever." 
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CASES  or 


Frequency  of 

vomit 

Amount    of 
VOfflil 

Nature   of 
vomite  1   matter 

Date  of 

"!'.! 

Situation 
oi  pain 

n.aiMcter  of 

pain 

I.atterlv  even 
days;   for   last   14 

days     almost     rou- 

tinuously 

O.  rational  after  food 
until  7  months  ago, 
when      it     became 
almost  incessant 

Large       quantities  ; 
more  than  amount 
of  food  taken 

Occasionally      large 
quantities  :  generally 
only    food    she    had 
eaten 

Frothy,       yeasty, 
and  foul  smell- 
ing 

Yeasty    and    foul 
smelling;  some- 
tines   black   or 
red 

4  to  5 

months 

3     months 
ago 

Umbili.-al 
region 

In  stonuich 

Severe  before  vomiting 
Relieved  by  vomiting 

;;    att-icks    every     L'  1 
hours,      sometimes 
immediately     after 
meals 

After  food  "  off  and 
on  " 

Large  quantities 

Large       quantities  ; 
more     than    food 
taken 

Like  soapsuds 

Boor,   bitter,   and 
watery-looking  ; 
no  blood 

Not  so  long 
ago  as  the 
vomiting 

1  1   months 
ago 

In  stomach 
In  stomach 

Sometimes   severe,    at 
other  times  an  un- 
easy    feeling     after 
taking  food  ;    great 
relief   by   vomiting  ; 
does    not    feel    sick 
before  vomiting 

Relieved  by  vomiting 

Generally  immediately 
food  ;    some- 
times   only    every 
'2  or  3  days 

Very  large  quantities 
when  the  vomiting 
is  not  frequent 

Greenish,     frothy, 
and     sour-tasting 
fluid   much    foul- 
smelling  gas 

15  months 
ago 

In    epi- 
gastrium 

Severe 

About     10     minutes 
after  meals 

Sometimes         large 
quantities 

:  Frothy  and  brown- 
ish-yellow ;  sar- 
cinae  and  torulae 

2  years  ago  ; 
continuous 
during  past 
10  weeks 

In  epi-           Severe    after    food    at 
gastrium             first  and  relieved  by 
vomiting  ;      latterly 
vomiting    constant  ; 
uneasiness  ;       much 
increased    by    solid 
food 

For  4  years  has  vomit- 
ed large  quantities 
of  undigested  food, 
more  often  latterly 

Large  quantities 

Occasionally    like 
coffee-grounds 

1  2  years  ago 

In  stomach      Severe  after  food 

Only  vomited  twice 

Nothing  exceptional 

~ 

8  months 
ago 

In  stomach 

Severe     after     meals, 
with      full,      heavy 
feeling 

Food    often    vomited 
immediately     after 
taking  it 

Not  much  more  than 
food  taken 

Watery,    bitter, 
and  slimy 

No  severe 
pain 

In  epi-         Dull  heavy  feeling 
gastrium 

Every    two   or    three 
days 

Very  large  quantities 

Sarcinae 

12  months  ? 
ago 

In  epi-         Constant     uneasiness  ; 
gastrium            severe    after    food  ; 
relieved  by  vomiting 

A  'tor    food  ;     ceased 
when  she  was  preg- 
nant   seven    years 
ago,     but     recom- 
menced after  labour 

Large    quantities. 
"  Does  not  know 
where  it  all  comes 
from  " 

"Watery     and 
frothy  ;   a  scum 
on  top  ;    smells 
and    looks    like 
yeast 

8  years  ago 

In  stomach      Two    sorts    of    pain: 
(1)   a  burning  after 
food  ;   and  (2)  when 
stomach  is  full  like 
labour     pain  ;      re- 
lieved by  vomiting 

after  operation  :    "  There  was  no 

HISTORY. 
CASE  4.—  Mr.  p. 

G.  S.  G.  Martin  reports.  Nov.  28,  1896.  eighteen  months 

doubt  that  [the  patient]  died  of  a  malignant  tumour,  the  growth  of  which  was  very  rapid  during  the 
last  six  weeks  of  her  life.     Could  not  get  a  post-mortem  examination." 

CASE  5. — Twenty  months  after  operation  the  patient  showed  himself  at  the  infirmary.     He  could  eat  and 
digest  anything,  and  was  doing  regular  heavy  work  as  stoneman  in  the  pit. 
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TABLE  OF  ELEVEN  CONSECUTIVE 


Whether  there  is 
No.             swelling  of 
abdomen 

Situation  of 
swelling 

Evidence  of 
dilatation, 
of  stomach 

Date  of 
operation 

Nature  of  lesion 
found  before  operation  • 

I      Considerable    before 
vomiting  attacks 

In  umbilical  and  epi- 
gastric regions 

Succussion  and  visible 
distention 

Oct.  16, 
1894 

Lump  the  size  of  a  walnut 
can  be  picked  up  between 
finger   and   thumb   above 
and  to  the  right  of  the 
umbilicus 

2      After  food 

In  stomach 

Succussion     and     in- 
creased      resonant 
area 

Oct.  17, 
1895 

No  lump  or  nodule 

3      When  stomach  is  full 
there  is  a  painful 
lump  as  big  as  a 
cocoanut 

Bather  to  the  left  of 
the  umbilicus 

Succussion  ;      stomach 
holds  4  pints  of  fluid 

Jan  3, 
1896 

Something   indefinite   to   be 
felt  under  the  ri<?ht  rectus 
muscle   to   the  right  and 
above  the  umbilicus 

4      Always  before  vomit- 
ing 

5      Stomach  gathers  up 
into    a    lump    at 
times 

In  stomach 
Epigastrium 

Enormous     distention 
with    seidlitz     pow- 
der ;   Succussion  and 
percussion 

Succussion  ;       seidlitz 
powder  ;    more  fluid 
returned    than    was 
put  into  the  stomach 

April  12, 
1895 

March  3, 
1896 

Very  tender  and  hard  nodule 
as  big  as  a  walnut  to  the 
right    of  the    umbilicus  ; 
movable      and      descends 
with  inspiration 

Nothing  to  be  felt  over  the 
pylorus 

(5      Yes 

Under  upper  part  of 
the    right    rectus 
muscle  ;   rises  and 
falls  with  respira- 
tion 

Reached  from  the  ribs 
to  the  umbilicus 

Aug.  11, 
1896 

No  lump  ;  under  chloroform 
a  distinct  nodule  could  be 
felt    at    times    previously 
to  operation 

7      Great  swelling 

In  umbilical  region 

Visible    hard    swelling 
when  the  stomach  is 
manipulated 

Oct.  10, 
1896 

No  lump  or  nodule 

8      Swells  towards  night. 

In  stomach  region 

Marked  Succussion 

Dec.  3, 
1896 

Rounded  nodules  of  the  size 
of  a  filbert  indistinctly  felt 
on  deep  inspiration  to  the 
right  of  linea  alba,  between 
umbilicus     and     ensiform 
cartilage 

9      Swelling  after  meals 

In  upper  part  of  the 
abdomen 

When   distended  with 
seidlitz  powder  stom- 
ach   reaches    below 
umbilicus 

March  27, 
1897 

Occasionally  a  small  nodule 
felt 

10     No 

- 

Splashing 

Sept.  3, 
1897 

Painful  spot  to  the  right  of 
the  umbilicus 

!1      A  hard  swelling  be- 
fore vomiting 


In  stomach 


Dilatation  can  be  seen      Sept.  13, 
when        peristaltic  1897 

movements    are 
present 


A  hard  nodule  immediately 
to  the  right  of  the  umbili- 
cus, freely  movable  from 
side  to  side  and  from 
above  downwards 


SUBSEQUENT 
CASE  6.— Eight  months  after  operation  he  called  at  the  infirmary.     He  was  in  perfect  health  and  could  eat 

anything.     He  has  not  beea  seen  since. 
CASE  7. — Dr.  Graham  Miller  reports,  Oct.  7,  1897,  one  year  after  operation  :   "  Everything  agrees  with  him. 

His  general  health  is  excellent.     He  has  been  at  work  regularly  for  5  months." 
CASE  8.— Mr.  W.  Tiplady  reports,  Nov.  16,  1897,  eleven  months  after  operation  :    "  Enjoys  good  health  and 

strength.     Has  no  trouble  with  digestion." 


SURGICAL      (ONTKIW  TIONS      ABDOMINAL 
CASKS  OF  PYLOUOPLASTY. — Continual. 


Nature  of  lesion  found 
at  operation 


Ordinary 
weight 


Date  of  onset 
of  w.i- 


W.-i-i, t    .,- 
time  of 
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Present 
weight 


lorus    felt    like    a    walnut;     internally      7}  St. 
ould    not    admit    closed    haemostatic 


1  I!.. 


10}  st. 


Lesser  curvature  of  stomach  adherent  to      15  years  ago, 
pai-ieies;    pylorus  and    duodenum  with  10  St. 

omentum  bound  down  and  closing 
foramen  of  Winslow  ;  pylorus  re.l  and 
ii-dematous  ;  hard  nodules  of  cicatrix  in 
posterior  and  upper  wall  of  pylorus; 
admitted  tip  of  little  linger 

ard    nodular  mass    surrounding  pylorus,      9  st. 
which  admitted  tip  of  forefinger  ;    colon 
adherent  to  the  front  of  the  pylorus 


Gradual     from     com- 
mencement of  illness 


8  st.  12  Ib. 


9  st.  11  \  Ib. 


7  st.  G  Ib.  5  oz.      10  st. 


Pylorus  hard  and  nodular  ;  white  scar  on 
"front  surface;  no  adhesions;  pylorus 
admitted  tip  of  little  finger 


5  st.  7  Ib.  4  oz. 


'leer  found  on  the  posterior  wall  of  pylorus      10V  st. 
and  cicatrices  of  others  present ;  pylorus 
tipht  ;       admitted     closed     haemostatic 

forceps 


Externally     pylorus     appeared     and     felt 
normal  ;     internally    pylorus    admitted 
only  the  tip  of  haemostatic  forceps 


10  or  11  st. 


15  months 


years  ago 


7  st.  5  Ib. 


6  st.  4  Ib. 


11    st.    8    Ib. 
Sept.  2,  1897 


11  st.  (?) 


Cicatrix  on  anterior  wall  of  stomach  near        9  st. 
pylorus  adherent  to  omentum  and  colon  ; 
pylorus  represented  by  a  thin  band  as  big 
row-quill ;    admitted  a  director 

1'ylorus   adherent  behind   to   considerable      11  st. 
nodular  tumour  like  hard  pancreas ;    in 
stomach  the  pylorus  felt  like  hard,  firm 

riruT  •      nrlrnittp/1    tin    nf    littlA    fincrpr 


stomach  the  pyiorus  ieit  IIKC  nara 
admitted  tip  of  little  finger 


ring  ; 


2}  years 


G  st,  1  Ib. 


8}  st. 


9J  st. 


11  st. 


Tight  narrow-edged  ring  at  pylorus  which      11}  st. 
gripped   the  tip   of  forefinger :    pylorus 
could  not  be  felt  in  this  condition  ex- 
ternally.    Had    it    been    spasmodically 
contracted  ? 


Omentum  adherent  to  pylorus ;  pylorus 
admitted  tip  of  Spencer  AVells's  forceps  ; 
pylorus  hard  and  harsh  to  the  touch  : 
active  ulcer  above  and  behind  close  to 
the  pylorus 

Pylorus  hard,  puckered,  and  cicatrix  on 
outside ;  inside  admitted  small  closed 
pair  of  haemostatic  for,  eps 


Lost     weight     rapidly 
lately 


9  st.  10  Ib.       12  months 


years 


10  st.  5  Ib.  5  oz.      11   st.   7   Ib. 


8  st.  G  Ib. 


10  st.  13  Ib. 


Very  thin  (?8st).     9  st.  J  Ib. 


L  HISTORY. 

CASE  9  —Mr  J   Smale  reports   October   1897,  seven  months  after  operation  :   "  Patient  is  in  a  pood  state  of 
health  and  is  careful  as  to  diet.    He  digests  and  sleeps  well,  and  takes  lots  of  exercise.    Stomach  still 

CASE8!™.— Two  months  after  operation,  Dr.  P.  Pearcey  and  I  saw  him.    He  can  eat  and  digest  anything,  and 

(  IASK  11.— T?o  months  after  operation  she  was  seen  at  the  infirmary.    She  has  no  trouble  whatever  with  the 
stomach  and  has  gained  1J  st.  in  weight. 
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through  all  the  coats)  introduced  from  without  in  (Fig.  7).  A  row 
of  interrupted  Lembert's  sutures  outside  of  the  ring  completes  the 
operation.  This  outer  row  of  sutures  must  tuck  in  and  bury  each  end 
of  the  inner  line  before  the  middle  is  completed,  for  if  the  sutures  be 
applied  from  one  end  throughout,  the  last  portion  left  forms  an  ugly 
tense  angle,  difficult  to  deal  with,  and  in  which  the  blood  supply  is 
most  defective. 

In  two  other  cases  (Cases  5  and  10)  another  complication  was 
met  with.  On  opening  the  pylorus,  in  each  a  circular  active  ulcer 
was  found  close  to  the  pyloric  ring.  In  Case  5  the  ulcer  was  rather 
larger  than  a  sixpenny-piece  ;  in  Case  10  rather  less  than  a  threepenny- 
bit.  In  both  the  ulcer  was  cleansed,  its  walls  scrubbed  with  anti- 
septic gauze,  and  covered  up  by  drawing  the  mucous  membrane  over 
it  by  interrupted  sutures  of  catgut. 


Fig.  7. 


With  regard  to  the  after-treatment,  it  scarcely  needs  descrip- 
tion, for  it  is  that  of  an  ordinary  abdominal  case.  For  the  first  twelve 
hours  rectal  enemata  of  two  ounces  of  milk,  two  ounces  of  beef-tea, 
with  a  small  quantity  of  salt  (and  stimulant,  if  required),  are  adminis- 
tered every  two  hours,  and  two  teaspoonfuls  of  hot  water  by  the 
mouth.  After  twelve  hours  a  teaspoonful  of  milk  and  barley  water, 
in  equal  parts,  is  given  every  hour,  and  the  quantity  gradually  in- 
creased after  a  few  hours.  On  the  fifth  day  some  thin  arrowroot  is 
allowed  with  milk,  which  is  now  taken  in  fair  quantity,  and  if  it  has 
been  necessary  to  continue  the  rectal  enemata  so  long,  they  are  now 
given  up.  By  the  end  of  the  week  milk  puddings,  soup,  and  eggs  can 
be  taken,  and  in  a  few  more  days  ordinary  diet.  On  the  fifth  day 
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live  grains  of  calomel,  followed  in  four  hours  by  a  soap  and  water 
enema,  move  the  bowels.  On  the  tenth  day  the  dressings  are  taken 
off  for  the  first  time,  and  if  the  skin  sutures  are  not  of  catgut  the 
stitches  are  then  removed.  Next  day  the  patient  gets  up. 

A  few  points  about  the  convalescence  are  of  interest.  It  is  quite 
exceptional  that  patients  are  sick,  either  from  the  anaesthetic  or  other- 
wise, after  this  operation.  The  vomiting  centre  in  them  seems  to 
require  a  stronger  stimulus  to  set  it  into  action  than  in  ordinary  indi- 
viduals. The  appetite  returns  very  quickly.  On  the  sixth  or  seventh 
day  nearly  all  the  patients  have  said  that  "  they  felt  hungry,  a  sensa- 
tion which  they  had  not  known  for  a  very  long  time."  For  the  first 
few  weeks  of  convalescence,  within  even  an  hour  of  having  a  full  meal, 
a  desire  for  more  food  is  experienced.  Whether  this  is  due  to  an 
abnormally  fast  passage  of  the  food  from  the  stomach  into  the  intes- 
tine or  not  is  a  question  of  interest.  That  nutrition  is  not  materially 
interfered  with  is  proved  by  the  fact  that  one  pound  a  day  is  a 
common  gain  in  weight,  and  this  is  accompanied  by  a  marked  increase 
in  strength. 


A  CASE  OF  TUBERCULOUS  PERITONITIS  CURED  BY 
OPERATION. 

(Northumberland  and  Durham  Medical  Society :    Reported   in  Journal. 

1898,  pp.  151-155.) 

Mr.  Morison  :  This  patient,  age  18,  was  admitted  to  the  Infirmary 
on  November  8,  suffering  from  acute  peritonitis. 

On  November  2  (six  days  before  his  admission)  he  went  to  bed  feeling 
in  his  ordinary  health.  He  was  awakened  early  by  a  severe  pain  in  the 
back,  which  was  so  acute  he  described  it  as  being  like  a  stab  with  a  knife. 
The  pain  continued  with  slight  remissions  for  four  days,  when  it  seemed 
to  move  into  the  epigastric  region  and  became  less.  He  cannot  say  exactly 
wrhen  the  bowels  began  to  swell,  but  it  was  not  before  his  illness  commenced. 

Previous  Health. — Two  years  ago  he  received  a  severe  kick  in  the  belly 
when  playing  football.  One  year  ago  he  had  scarlet  fever.  Eighteen  weeks 
ago  he  was  laid  up  with  pain  in  the  back  and  diarrhoea,  which  continued 
for  a  week.  Otherwise  he  had  been  in  good  health. 

On  admission  he  was  very  ill  ;  pulse  130,  feeble  ;  temp.  103°  ;  tongue 
dry  ;  sweating  profusely.  No  disease  was  discovered  elsewhere  than  in 
his  abdomen,  which  was  enormously  distended,  tense,  and  tender,  and 
contained  a  quantity  of  free  fluid.  He  was  so  ill  that  it  was  considered 
inadvisable  to  operate  till  the  next  day. 

Operation  (Nov.  9,  1898). — Several  quarts  of  clear,  straw-coloured  fluid 
escaped  wrhen  the  abdomen  was  opened,  and  the  peritoneum — parietal  and 
visceral — was  seen  to  be  studded  everywhere  with  grey  nodules  of  pinhead 
size.  The  abdomen  was  closed,  after  emptying  it,  without  drainage. 

After-progress.  —  His  general  condition  improved  immediately  after 
operation,  and  in  a  few  days,  he  was  evidently  out  of  danger.  In  spite  of 
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this  his  temperature  continued  high  and  erratic,  e.g.,  on  Nov.  29,  though 
he  said  he  felt  well  and  was  eating  and  sleeping  healthily,  his  temperature 
was  102-6°  in  the  evening.  He  was  discharged  on  Dec.  11,  having  been 
out  of  bed  for  some  days  with  his  wound  all  healed  except  a  small  superficial 
sore.  His  evening  temperature  had  never  fallen  below  100°  F.,  but  he 
looked  fairly  well.  Before  being  sent  out,  he  was  assured  that  he  would 
soon  be  "  all  right." 

He  has  returned  to-night  to  show  himself,  and  looks  so  stout  and  well 
that  it  is  not  difficult  to  believe  his  story  when  he  says  he  feels  as  well  as 
ever  he  did  in  his  life. 

The  points  of  interest  in  this  case  are  : — 

1.  The  diagnosis. — Such    sudden    onset    and    development    of    acute 
peritonitis  are  rare  in  tuberculous  cases.     It  seems  a  possible  explanation 
that  the  patient  had  some  large,  soft,  tuberculous  mesenteric  gland,  which 
ruptured  into  his  general  peritoneal  cavity. 

2.  That  the  tendency  to  pour  out  fluid  so  rapidly  as  in  this  case — for 
the  whole  of  it  accumulated  in  less  than  six  days — was  at  once  arrested  by 
opening  the  abdomen,  for  no  further  fluid  was  discovered. 

3.  The  question  as  to  whether  drainage  is  necessary  or  useful.     My 
own  belief  is  that  drainage  in  such  cases  is  needless  and  dangerous.     Tuber- 
culosis,   uncomplicated,    appears   to   me   to   be   a   fairly   curable   affection. 
Tuberculous  tissue  is,  however,  prone  to  become  rapidly  infected  by  pus 
organisms,  and  this  mixed  infection  has  given  to  surgical  tuberculosis  its 
bad  character.     The  risk  of  pus  infection  from  drainage  in  these  cases  is 
therefore   serious. 

4.  The  interesting  question  as  to  how  operation  cures  cases  of  tubercu- 
lous peritonitis.     Even  though  the  diagnosis  in  this  case  is  not  scientifically 
complete,     for    no    microscopical    or    inoculation    confirmation    of    it    is 
forthcoming,  there  is  abundant  other  evidence  to  prove  that  a  permanent 
cure  follows  operation  in  cases  about  which  there  is  no  possibility  of  doubt. 
I  will  not  waste  your  time  or  patience  by  stating  any  of  the  suggestions 
offered,  because  I  feel  sure  that  not  one  of  them  would  appeal  to  you  as 
having  any  weight.      The    '  cure '    follows  with   equal  certainty  cases   in 
which  fluid  is  evacuated,  cases  which  are  dry,  and  cases  in  which  the  abdo- 
minal cavity  cannot  be  opened,  because  no  cavity  exists,  adhesions  having 
obliterated  it.     I  have  seen  this  so  frequently  that  I  know  it.     My  explana- 
tion   is    that    the     '  cure '     is    brought    about    by    suggestion.*      I    have 
thought  so  for  long,  and  additional  experience  has   strengthened  my   belief 
to   such  an  extent  as   to    allow   me  to  express  it  here.     Without  further 
explanation,  I  cannot  expect  you  to  attach  any  importance  to  this  view,  and 
must  ask  you  to  allow  me  to  say  something  in  favour  of  it.     The  first  thing 
that  impressed  me  was  that  the  more  highly  sensitive  and  active-minded 
patients  gave   the  best  results.     Stupid,   dull  people  were  little,   if  at  all, 
benefited  by  the  operation.      Then    I   read  M.  Zola's  Lourdes.      Those  of 
you  who  have  will  remember  his  graphic  description  of  the  girl  with  a  face 
made  horrible  by  lupus,  and  of  the  marvellous  healing  brought  about  by  her 
visit  to  the   shrine.      The  story  appealed  to  me.      Eighteen  months  ago, 
Dr.  Devey,  of  Wolsingham,  sent  to  my  out-patient  department  a  young  man 
with    facial    lupus,    so    extensive   that   operative   treatment   could   not   be 
considered.     I  assured  him  that  in  less  than  a  year,  if  he  would  carry  out 
our  instructions,  to  the  letter,  which  he  faithfully  and  eagerly  promised  to 

*  In  1914  Dr.  Crile  told  me  in  America  that  this  was  his  belief. 
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do,  a  cure  would  be  brought  about.  He  was  stocked  with  some  simple 
antiseptic  ointment  and  some  medicated  drops,  and  sent  home.  I  have 
here  a  letter  from  Dr.  Devey  in  answer  to  my  enquiries  for  his  patient. 
Hi'  says,  "the  face  is  entirely  healed,"  and  requests  me  to  write  full 
particulars  of  the  treatment,  which  has  been  so  successful,  at  my  con- 
venience. 


CLINICAL    LECTURES    ON    GALL-STONES. 

DELIVERED  AT  THE  ROYAL  INFIRMARY.  NEWCASTLE-UPON-TYNE. 

(Northumberland    and   Durham   Medical  Journal,  1898;    also  Scottish 

Medical  Journal.} 

We  have  recently  had  several  cases  of  gall-stones  sent  to  our 
wards  for  operation.  Few  diseases  are  of  so  much  practical  import- 
ance, and  it  is  chiefly  concerning  the  diagnosis  and  localization  of 
gall-stones  that  I  am  going  to  lecture  to-day. 

If  you  look  up  the  subject  in  your  text-books,  you  will  find  that 
the  classical  symptoms  of  gall-stones  are  : — 

1.  Pain,   of  a   severe  character  and  sudden  onset,   referred  to  the 
hepatic  region  ; 

2.  Shivering  and  vomiting  accompanying  the  pain  ;  and 

3.  Jaundice  following  some  hours  after  the  attack. 

You  will  also  find  it  said  that  the  gall-bladder  is  occasionally  so 
much  distended  as  to  form  a  palpable  tumour,  and  sometimes  so  con- 
tracted as  to  be  tucked  away  under,  and  hidden  by,  the  liver.  Now 
all  of  this  is  strictly  true  and  helpful  so  far  as  it  goes,  and  I  advise 
you  that  you  should  remember  this  formula,  as  in  the  majority  of 
instances,  where  a  diagnosis  is  possible,  your  diagnosis  of  gall-stones 
based  upon  it  will  be  correct.  But  surgery  and  medicine  learned  in 
this  way  lose  all  interest,  and  much  is  missed  that  is  useful  to  the 
patient,  more  that  is  instructive  to  yourselves.  There  are  reasons 
for  everything  that  happens  waiting  to  be  found  out,  and  hypotheses 
surely  serve  to  stimulate  further  and  more  accurate  observation,  if 
properly  used — hence  my  observations  of  to-day. 

Pathologists  tell  us  that  gall-stones  are  very  commonly  found  in 
the  gall-bladder  after  death  (in  25  per  cent  of  all  bodies  over  sixty) 
in  persons  who  have  shown  no  symptoms  during  life.  Our  notes  of 
gall-stone  cases  tell  so  frequently  of  a  previous  history  of  spasms 
that  it  is  impossible  to  avoid  believing  these  suggestive  attacks  to  be 
the  result  of  gall-stone  irritation  ;  if  so,  every  practitioner  of  experience 
will  be  easily  brought  to  admit  that  gall-stones  are  not  uncommon. 
Allowing  for  this  possible  source  of  fallacy  in  the  pathological  esti- 
mate, we  are  still  obliged  to  allow  that  gall-stones  may  lie  in  the  gall- 
bladder and  cause  no  symptoms. 

A  19 
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Here  is  a  stone,  a  urinary  one  of  large  size  (mulberry  calculus, 
size  of  bantam's  egg,  shown)  removed  post  mortem  from  the  bladder 
of  a  sensitive,  hypochondriacal  man,  who  during  his  life  made  no 
special  complaint  of  urinary  trouble.  If  the  absence  of  pain  in  this 
case  can  be  explained,  it  may  help  us  to  an  understanding  of  a  similar 
result  in  the  gall-bladder.  Let  me  at  once  say  that  this  is  not  the 
only  time  I  shall  ask  your  attention  to  a  comparison  between  the 
behaviour  of  the  urinary  and  gall-bladders.  For  several  centuries 
the  urinary  bladder  has  been  closely  studied,  and  something  is  now 
known  of  its  conduct  under  a  variety  of  circumstances.  It  is  only 
ten  years  since  the  gall-bladder  was  considered  worthy  of  surgical 
notice,  so  that  our  knowledge  of  it  has  not  had  time  to  develop  pro- 
perly. In  watching  it  I  have  derived  great  aid  from  information 
concerning  the  urinary  bladder,  and  mean  to  suggest  for  your  con- 
sideration that  many  things  that  are  true  for  the  one  hold  good  for  the 
other. 

To  revert  now  to  our  stone  case.  Is  there  any  explanation  of 
the  fact  that  this  large  rough  bladder-stone  caused  no  serious  urinary 
symptoms  ?  Look  at  the  surface  of  the  stone.  You  will  note  that 
it  is  a  pure  mulberry  ;  the  spicules  stand  out  prominently.  There  is 
no  white  deposit  in  the  depressions  between  the  elevations,  as  there 
is  in  this  specimen  (shown).  If  the  stone  had  caused  cystitis,  every 
crevice  on  it  would  have  been  marked  by  a  white  deposit  of  phos- 
phates (as  in  the  second  specimen).  The  patient  has  not  had  cystitis. 

We  know  that  a  gall-stone  may  be  present  in  the  gall-bladder 
or  the  bile  ducts  without  causing  pain,  that  the  gall-bladder  may  be 
distended  without  pain,  and  that  tension  of  the  gall-bladder,  gall- 
stones, and  cholecystitis — all  three  together — exist  in  every  gall- 
stone case  with  serious  symptoms.  It  seems  probable  that  chole- 
cystitis must  be  present  before  gall-stones  cause  the  typical  sym- 
ptoms and  serious  trouble.  A  desire  to  expel  its  contents  then  takes 
possession  of  the  gall-bladder,  and  a  stone  or  stones  may  be  driven 
into  its  narrow  neck,  where,  if  it  be  of  large  size,  it  is  arrested,  and  may 
completely  block  the  outlet. 

The  case  of  a  man  recently  in  the  Victoria  Ward  will  illustrate 
this. 

A  stout  man,  50  years  of  age,  had  been  troubled  for  the  last  five  years 
with  severe  attacks  of  4  spasms.'  An  indigestible  meal  or  efforts  at  work 
would  bring  them  on.  Thirteen  months  ago  he  had  an  unusually  severe 
seizure,  and  shortly  afterwards  discovered  an  aching  '  lump  '  under  his 
right  ribs.  Since  the  bad  attack  he  has  had  no  more  4  spasms,'  but  had 
got  thinner,  and  had  a  more  or  less  uncomfortable  aching  in  the  side, 
increased  by  stooping  and  exercise.  The  operation  showed  a  gall-bladder 
distended  to  the  size  of  a  large  cocoanut  by  a  clear  fluid.  A  gall-stone  the 
size  of  a  filbert  was  firmly  impacted  in  the  cystic  duct. 
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In  this  case  it  was  clear  that  the  gall-bladder  had  become  dis- 
tended to  a  large  size  by  its  own  secretions,  and  you  will  doubtless 
have  noted  the  fact  that  after  a  time  the  severe  pain  characteristic 
of  gall-stones  ceased,  and  the  aching  tumour  was  all  that  the  patient 
complained  of  for  thirteen  months  previous  to  his  admission  to  the 
Infirmary.  On  the  same  day  that  this  patient  came  a  middle-aged 
woman  was  admitted  with  the  following  history  •— 

Except  for  profuse  menstruation,  she  had  had  no  warning  of  anything 
wrong  till  ten  days  previously.  Then,  in  reaching  upwards  to  fix  a  window 
curtain,  she  felt  something  drop  in  her  inside  and  cause  a  sensation  as  if  she 
were  about  to  faint.  She  lay  down,  and  shortly  afterwards  felt  a  desire  to 
pass  water  ;  this  she  was  unable  to  do,  and  suffered  great  pain.  From  this 
time  for  forty-eight  hours  she  was  unable  to  relieve  her  bladder  at  all,  and 
the  pain  came  on  in  paroxysms,  causing  her  to  make  the  attempt  every  few 
minutes.  At  the  end  of  this  time  the  urine  began  to  dribble  away,  and  the 
severe  pain  passed  off.  Ten  days  from  the  commencement  of  her  illness 
she  was  admitted  into  the  Infirmary,  under  my  care,  complaining  of  an 
abdominal  tumour  and  weakness.  The  tumour,  a  cystic  one,  and  reaching 
to  the  umbilicus,  ached,  and  was  tender  when  pressed,  but  she  had  no  severe 
pain.  We  found  a  retroflexed  fibroid  uterus  jammed  in  her  pelvis.  The 
tumour  was  the  urinary  bladder,  enormously  distended  with  urine. 

When  the  urinary  bladder  has  been  continuously  over-distended 
for  some  hours,  it  loses  its  contractile  power,  and  the  violent  pains 
characteristic  of  the  early  period  of  retention  disappear.  Does  it  not 
seem  probable  that,  like  the  urinary  bladder,  the  gall-bladder  will 
dilate  painlessly  when  all  its  efforts  to  remove  an  obstruction  are 
futile  ? 

The  diagnosis  of  gall-stone  in  such  a  case  is  based  upon  :— 

1.  The  history,  possibly  a  clear  and  characteristic  one,  of  previous 
gall-stone  attacks,  or  more  likely  one  of  '  spasms.' 

2.  The  presence  of  a  tumour,  recognized  to  be  the  distended  gall- 
bladder. 

I  need  not  say  that  the  latter  is  immeasurably  the  more  import- 
ant, for  the  diagnosis  of  gall-stones  depends  upon  a  recognition  of 
the  gall-bladder  tumour  as  such.  It  seems  to  have  been  mistaken 
for  every  other  possible,  and  almost  impossible,  tumour  in  the  abdo- 
men ;  but  I  will  not  waste  your  time  by  going  into  the  differential 
diagnosis  between  it  and  everything  else.  As  a  matter  of  practical 
knowledge,  to  get  mixed  between  a  movable  right  kidney  and  a  dis- 
tended gall-bladder  is  the  most  common  error. 

The  chief  diagnostic  points  are  : — 


Movable  Kidney. 
Most  often  found  in  thin  women 
before  forty. 

-  Health  not    seriously   impaired. 
Nervous  subjects. 


Tumour  of  Gall-bladder. 
Most  often  found  in  fat  women 


after  forty. 


Loss  of  flesh  and  strength. 
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PALPATION  : — 

Movable  Kidney. 

Swelling  not  easily  felt  with  one 
hand  on  the  anterior  abdominal  wall, 
and  patient  breathing  quietly. 

Pressure  on  swelling  produces 
sensation  characteristically  disagree- 
able. 

Slips  back  into  the  kidney 
region  easily  and  completely,  and 
remains  there  when  patient  lies  on 
back,  unless  disturbed  by  bodily  or 
respiratory  movements. 

Freely  movable  in  every  direc- 
tion. 


Tumour  of  Gall-bladder. 

Tumour  felt  close  to  the  an- 
terior abdominal  wall,  and  moves 
with  respiration. 

Tender  when  pressed  upon. 


Has  to  be  coaxed  into  kidney 
region,  never  disappears,  and  will 
not  remain  there  unless  retained 
artificially. 

Moored  at  its  upper  part. 


BIMANUAL  PALPATION  (one  hand  in  front,  the  other  in  loin)  :— 


Movable  Kidney. 
Swelling  flattened,  solid,  but  not 
hard. 

Swelling  jerked  down  by  forced 
inspiration  ;  easily  detained  by  hands 
pressed  together  above  or  below  it  ; 
apt  to  jerk  suddenly  back  again 
when  pressure  relaxed. 

Loin  feels  hollow  when  the 
swelling  is  in  the  abdomen. 

PERCUSSION  :— 

Movable  Kidney. 
Tympanitic  over  swelling. 


Distended  Gall-bladder. 

Rounded  ;  feels  very  hard  (be- 
cause it  is  tensely  distended  with 
fluid). 

Tumour  descends  steadily  and 
aggressively  on  forced  inspiration  ; 
ascends  vigorously  on  expiration 
against  any  obstacle. 

Kidney  may  be  felt  behind,  and 
independent  of  tumour. 


Distended  Gall-bladder. 
Dull     over     tumour.      Dullness 
continuous  with  that  of  liver. 


A  large  stone  impacted  in  and  completely  blocking  the  cystic  duct 
produces  precisely  the  same  symptoms  and  signs  as  those  described 
in  the  neck  of  the  gall-bladder,  viz.,  a  bad  attack  of  pain,  lasting  some 
hours,  followed  by  a  large  distention  tumour  of  the  gall-bladder. 

A  small  stone  arriving  at  the  cystic  duct  produces  at  first  acute 
distention  of  the  gall-bladder,  with  severe  pain,  and  a  tumour  of  the 
gall-bladder  not  of  such  dimensions  as  in  the  first  class.  At  a  later 
stage,  if  the  stone  be  arrested,  the  gall-bladder  becomes  smaller  and 
thick  walled,  the  possible  explanation  of  which  we  shall  discuss  later. 

If  the  stone  passes  on  through  the  cystic  into  the  common  duct 
and  on  to  the  duodenum,  the  same  symptoms  are  present,  and  the 
gall-bladder  is  in  a  similar  distended  condition.  This  attack  differs 
from  the  other  only  in  being  followed  by  jaundice.  Such  a  small 
stone  as  is  sometimes  found  in  these  cases  may  mechanically  block 
either  the  cystic  or  common  ducts.  What,  then,  is  the  explanation 
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of  the  symptoms  ?  I  have  published  the  ease  of  a  young  lady  who 
had  a  stone  impacted  in  ilu  \  <  sical  end  of  her  ureter  for  at  least  two 
years.  During  this  time  she  was  subject  to  violent  attacks  of  pain, 
due  to  an  intermittent  hydronephrosis,  for  the  enlarged  kidney  was 
easily  palpable  whilst  the  attacks  lasted,  and  went  down  as  they  passed 
off.  Her  kidney,  subsequently  removed  by  nephrectomy,  was  found 
to  be  largely  dilated.  Though  the  stone  was  permanently  there,  the 
obstruction  was  only  temporary,  though  recurring.  Is  the  obstruc- 
tion of  the  ureter  in  the  one  case,  and  of  the  bile-duct  in  the  other, 
due  to  spasm  of  either  one  or  the  other,  which  relaxes  after  a  time 
and  recurs  at  intervals  ?  I  think  so. 

If  a  large  stone  gets  into  the  common  duct,  and  is  arrested  there, 
the  block  lasts  for  a  longer  time.  The  distended  gall-bladder  can  be 
distinctly  felt,  and  there  is  marked  jaundice.  In  a  few  days  the 
jaundice  diminishes,  and  may  almost  or  quite  disappear.  Then  after 
an  indefinite  interval  another  similar  attack  follows,  then  another 
and  another.  With  each  return  of  pain  comes  shivering  and  vomit- 
ing, and  on  the  following  day  an  increase  of  the  jaundice.  If  it  be 
possible  to  watch  the  behaviour  of  the  gall-bladder  during  this  time, 
it  will  be  noticed  that  as  the  attacks  increase  in  frequency  the  size  of 
the  gall-bladder  diminishes,  till  finally  it  cannot  be  felt  at  all,  either 
during  an  attack  or  during  the  interval.  The  only  physical  sign  then 
discoverable  is  enlargement  of  the  liver,  with  tenderness  in  the  gall- 
bladder notch.  Some  of  you  have  doubtless  had  the  rare  opportunity 
of  seeing  post-mortem  examinations  on  such  cases.  We  always  find 
in  them  a  small  thick-walled,  contracted  gall-bladder,  large  disten- 
tion  of  the  ducts,  and  enlargement  of  the  liver,  chiefly  due  to  dilata- 
tion of  the  ducts  in  its  substance.  The  common  duct  is  especially 
large,  and  its  widening  is  frequently  out  of  proportion  to  the  size  of 
the  stone  or  stones  it  contains.  Its  capacity  for  extending  appears 
to  be  almost  infinite.  This  stone  (almost  as  large  as  a  walnut)  which 
some  of  you  saw  me  remove  from  the  common  duct  of  the  patient  at 
present  in  the  Victoria  Ward,  was  insufficient  to  completely  block  it  ; 
and  only  a  week  ago  I  removed  from  the  common  duct  of  a  woman, 
who  had  been  jaundiced,  and  who  had  suffered  more  or  less  pain  for 
ten  years,  a  mass  of  stones  forming  an  obstruction  the  size  of  a  Tan- 
gerine orange,  which  only  at  certain  intervals  blocked  her  common 
duct.  Let  us  now  consider  the  behaviour  of  the  common  duct  when 
a  stone  is  driven  into  it.  The  stone  is  at  first  firmly  gripped  by  the 
walls  of  the  duct,  and  no  bile  can  pass  it,  hence  the  jaundice.  In  a 
short  time  the  walls  of  the  duct  become  relaxed,  and  it  would  seem 
that  they  dilate  actively  around  the  stone.*  The  urethra  behaves 

*  This  view  has  not  yet  been  generally  accepted,  but  I  continue 
to  be  convinced  of  its  truth. 


294  RUTHERFORD     MORISON 

in  a  very  similar  manner  when  a  foreign  body  finds  its  way 
into  it.  We  make  use  of  this  knowledge  in  the  continuous  dilata- 
tion method  of  treating  a  urethral  stricture.  A  No.  3  catheter 
may  be  tightly  gripped  when  introduced,  but  after  a  few  days 
urine  will  dribble  through  the  urethra  past  the  sides  of  the  catheter, 
and  a  larger  instrument,  say  No.  8,  may  be  passed  with  ease.  In 
the  gall-stone  cases  the  block  is  only  temporary.  In  a  short  time 
the  bile  passes  the  obstruction,  and  the  jaundice  diminishes  or 
disappears. 

Two  explanations  may  be  given  of  the  recurrence  of  jaundice 
with  a  single  stone  in  the  common  duct — first,  that  spasm  of  the  duct 
is  readily  produced  by  stimuli,  e.g.,  a  hearty  or  indigestible  meal, 
exercise,  etc.  ;  second,  that  the  stone  floating,  as  it  usually  is,  in  the 
duct,  may  be  suddenly  displaced  and  temporarily  block  the  duodenal 
orifice  of  the  duct.*  When  a  stone  is  in  the  common  bile  duct  the 
obstruction  is  intermittent  and  incomplete.  The  same  is  true  of  the 
majority  of  urethral  strictures.  The  urinary  bladder  contracts  and 
becomes  thick-walled  from  hypertrophy  behind  a  partial  obstruction, 
and  so  does  the  gall-bladder,  as  we  have  already  seen.  The  fact 
that  the  gall-bladder  cannot  be  felt  in  common  duct  gall-stone 
cases  of  some  duration  must  be  carefully  borne  in  mind,  for  it  has 
an  important  bearing  upon  diagnosis  and  treatment.  Obstructions 
of  the  common  duct  by  malignant  growth  are  not  uncommon, 
and  when  such  disease  has  commenced  in  the  head  of  the  pancreas, 
recurring  pains  closely  simulating  attacks  of  gall-stone  colic,  along 
with  marked  jaundice,  make  a  diagnosis  very  difficult.  The  chief 
points  to  remember  are  : — 

THE  HISTORY  : — 


In  gall-stone  case — pain  first, 
jaundice  second. 

In  gall-stone — jaundice  inter- 
mittent. 

Patient  with  gall-stone  may 
have  a  long  history  and  be  in  fair 
condition. 

Last,  but  not  least,  in  gall-stone 
case  the  gall-bladder  is  contracted 
and  cannot  be  felt. 


In  malignant  pancreas — jaundice 
first,  pain  second. 

In  pancreatic  disease — jaundice 
steadily  progressive,  and  deeper  than 
in  gall-stone  case. 

With  pancreatic  disease  he 
emaciates  rapidly  and  dies  soon. 

In  pancreatic  disease  the  gall- 
bladder can  be  felt  as  a  distinct 
tumour,  often  of  large  size. 


Again,  exactly  the  same  thing  occurs  in  the  urinary  bladder  as 
in  the  gall-bladder.  In  those  cases  of  prostatic  disease  in  which  the 
block  is  permanent  and  complete,  the  bladder  is  thin-walled  and 
dilated  ;  in  others,  where  the  block  is  only  partial,  the  bladder  be- 
comes thick- walled  and  contracted. 


*  The  ball-valve  stone  of  Fenger. 
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I  have  already  drawn  your  attention  to  one  set  of  cases  in  which 
the  characteristic  pains  of  gall-stone  are  absent,  viz.,  those  in  which 
the  neck  of  the  gall-bladder  or  the  cystic  duct  itself  are  completely 
and  permanently  obstructed  by  a  large  stone,  and  in  which  the  dia- 
gnosis of  gall-stone  has  to  be  based  upon  the  previous  history  and  the 
presence  of  a  distended  gall-bladder  causing  a  marked  tumour.  The 
importance  of  recognizing  such  cases  cannot  be  exaggerated,  for  they 
urgently  demand  operative  interference. 

In  another  class,  equally  important,  to  which  attention  was  first 
drawn  by  Osier,  the  characteristic  pain  of  gall-stones  may  also  be 
absent.  The  following  is  a  typical  example  : — 

A  stout  woman,  58  years  of  age,  a  cook  by  occupation,  who  was  recently 
discharged  from  the  Northumberland  Ward,  gave  the  following  history  : 
For  twenty  years  or  more  she  had  suffered  from  frequent  attacks  of  spasms. 
Eight  months  before  her  admission,  after  an  unusually  severe  one,  she  became 
jaundiced.  The  jaundice  never  completely  passed  off,  but  on  several 
occasions  nearly  disappeared.  Every  two  weeks,  with  fair  regularity,  she 
had  a  severe  shivering  attack,  and  vomited.  The  day  after  such  a  seizure 
she  was  markedly  jaundiced.  Since  the  last  severe  painful  attack  of  eight 
months  ago  she  had  had  no  return  of  her  spasms,  nor  any  pain  worth 
mentioning.  Excepting  for  the  history,  and  the  presence  of  jaundice  and  an 
enlargement  of  the  liver,  there  was  nothing  to  guide  us  in  fixing  an  opinion 
as  to  the  cause  of  her  illness.  Those  of  you  who  saw  the  patient  with  me 
will,  however,  remember  that  I  made  a  diagnosis  of  gall-stone  in  the  common 
duct  with  much  confidence,  absence  of  pain  being  the  only  exceptional 
feature  in  the  case.  This  I  explained  by  suggesting  that  we  should  find  a 
gall-bladder  so  contracted  by  its  previous  efforts  (over  twenty  years  of 
extraordinary  work)  that  it  had  become  functionless.  At  the  operation  we 
found  a  single  large  stone  in  the  common  duct,  which  was  much  dilated. 
The  gall-bladder  was  so  thick  and  so  firm  that  I  could  not  satisfy  myself  of 
the  absence  of  a  stone  without  opening  it.  There  was  only  a  drop  or  two 
of  mucus  in  the  cavity,  which  was  not  large  enough  to  hold  any  more. 

I  was  guided  to  an  exact  diagnosis  in  this  case  by  having  seen 
others  similar  operated  upon,  and  in  the  pathological  theatre,  and 
by  a  knowledge  of  what  may  occur  in  the  case  of  the  urinary  bladder 
of  which  the  following  is  a  striking  example  : — 

A  man,  35  years  of  age,  was  sent  to  me  to  see  if  anything  could  be  done 
for  him,  as  he  was  always  wet  from  "  incontinence  of  urine."  When  four 
years  of  age  he  had  ruptured  his  urethra  by  a  fall  straddle-legs  on  a  railing. 
Since  then  he  had  always  had  serious  trouble  with  micturition,  and  had 
suffered  many  things  from  many  physicians.  For  some  years — and,  accord- 
ing to  his  history,  up  to  a  year  ago — his  life  seemed  to  have  been  spent  in 
micturating  and  attempting  to  do  so ;  but  a  year  ago  his  urine  began  to 
dribble  away.  From  that  time  his  pain  ceased,  and  though  he  was  in  poor 
health,  he  made  no  complaint  except  of  the  dribbling,  and  thought  that 
except  for  this  he  was  better  off  than  he  had  ever  been  before.  On  bimanual 
examination,  with  a  finger  in  the  rectum  and  a  hand  above  the  pubis,  his 
bladder  felt  like  a  uterus.  No  instrument  could  be  got  through  his  urethra. 
After  perineal  section,  the  bladder  was  found  to  be  so  thick-walled  and 
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contracted  that  its  cavity  would  scarcely  hold  the  terminal  phalanx  of  my 
index  finger. 

The  lesson  that  we  have  learnt  from  this  and  similar  cases  is  that 
a  gall-bladder  or  urinary  bladder,  whose  muscular  wall  has  become 
functionless,  ceases  to  cause  painful  symptoms  ;  and  what  I  would 
suggest  to  you  is  that  the  characteristic  pains  of  gall-stone  are  due  to 
violent  contractions  of  the  gall-bladder.  I  have  had  the  opportunity 
of  seeing,  with  my  friend,  Dr.  James  Drummond,  of  South  Shields,  a 
patient  who  was  operated  upon  for  gall-stones  eight  years  ago.  A 
large  stone  was  felt  impacted  in  her  common  duct,  and  was  left  there. 
Her  gall-bladder  was  sutured  to  her  abdominal  wall,  the  usual  prac- 
tice at  the  time,  and  a  permanent  fistula  resulted.  She  wore  a  tube 
in  the  gall-bladder,  and  practically  the  whole  of  the  bile  excreted 
escaped  into  a  bottle  which  she  carried  about  in  her  clothes.  Her 
general  health  was  good.  Whenever  the  fistula  had  been  allowed  to 
close  she  had  recurrence  of  her  old  pains,  which  disappeared  as  soon 
as  it  was  re-opened.*  I  need  scarcely  remind  you  that  severe  pain 
results  from  vigorous  contraction  of  unstriated  muscle.  The  intes- 
tinal pains,  vulgarly  called  4  gripes,'  are  a  pathological  example  of 
this  ;  labour  pains  may  be  quoted  as  a  physiological  one. 

The  diagnosis  may,  after  every  care  has  been  taken,  require  to 
be  settled  by  exploratory  incision,  and  in  many  cases  this  has  been 
found  not  to  be  so  easy  as  it  would  appear.  More  than  once  I  have 
seen  the  abdomen  opened  in  gall-stone  cases,  and  closed  again  with  a 
devout  expression  of  hope  that  the  separation  of  serious  adhesions 
might  cure  the  condition.  I  wish  that  I  could  satisfy  myself  that  the 
dragging  of  adhesions  in  the  abdomen  could  cause  the  important 
symptoms  attributed  to  them  by  many  surgeons,  for  to  feel  that  an 
operation  has  done  any  good  is  sometimes  a  not-to-be-despised  consola- 
tion to  the  surgeon,  and  is  a  satisfaction  to  the  friends  of  the  patient. 
Operative  experience  and  frequent  attendance  in  the  post-mortem 
room  have,  however,  both  failed  to  convince  me  that  serious  sym- 
ptoms arising  from  adhesions  of  the  abdominal  and  pelvic  viscera 
are  other  than  rare.  The  discovery  of  adhesions  around  the  gall- 
bladder is,  nevertheless,  of  immense  importance  to  the  surgeon,  for 
next  to  the  actual  discovery  of  the  stone,  or  stones,  it  is  the  most 
certain  sign  that  the  diagnosis  of  gall-stones  is  a  correct  one.  Stimu- 
lated by  this  knowledge,  the  surgeon  will  explore  the  gall-bladder 
and  ducts,  even  though  the  adhesions  be  dense  and  strong,  and  the 
operation  tedious  and  difficult,  as  it  too  frequently  is.  The  usual 
explanation  given  of  the  presence  of  adhesions  is  that  inflammation 

*  This  was  also  confirmed  by  injecting  the  gall-bladder  through  the 
fistula.  As  soon  as  the  gall-bladder  became  tense,  pain  followed. 
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spreads  through  I  lie  coals  of  the  <rall-i>ladder.  and  causes  a  locali/cd 
peritonitis  in.  its  neighbourhood.  This  explanation  I  accept  for  ordi- 
nary cases,  in  which  adhesions  are  not  extensive  or  strong,  but  it 
appears  to  me  insufficient  to  account  for  the  more  serious  conditions. 
In  this  connection  please  listen  to  the  notes  of  the  case  of  a 
woman,  at  present  in  the  side  ward  upstairs,  who  was  operated  on 
nearly  three  weeks  a«jo,  and  sec  what  her  history  su.i^csls,  and  what 
the  result  of  the  operation  confirms. 

For  almost  eight  years  she  had  suffered  at  intervals  of  a  few  months 
from  attacks  like  gall-stone  colic,  sometimes  lasting  for  several  hours,  and 
very  severe.  The  day  following  an  attack  she  felt  weakened,  but  otherwise 
had  no  trouble.  Six  weeks  before  her  admission  to  the  Infirmary  she  had  an 
unusually  severe  attack,  which  commenced  at  bedtime  and  continued  till 
dinner-time  next  day.  She  then  got  relief  from  pain,  but  for  some  hours 
was  very  faint  and  ill,  and  '  inflammation  '  came  on,  which  confined  her  to 
bed  for  six  weeks,  during  most  of  which  time  her  life  was  despaired  of.  She 
had  not  recovered  on  her  admission.  The  operation  showed  that  the  gall- 
bladder, omentum,  stomach,  transverse  colon,  and  under  surface  of  the  liver 
were  glued  together  by  dense,  strong  adhesions,  which  were  separated  with 
difficulty.  Further  examination  disclosed  the  fact  that  there  was  a  hole  in 
the  under  surface  of  the  gall-bladder  as  large  as  a  split  pea,  which  from  its 
appearance  was  evidently  due  to  a  perforating  ulcer  of  the  gall-bladder. 
There  were  stones  in  the  gall-bladder  and  ducts. 

In  more  than  one  case  in  separating  dense  adhesions,  I  have 
found  gall-stones  entangled  in  them,  sometimes  surrounded  with  pus, 
at  others  lying  encapsuled  and  dry  ;  and  careful  examination  of  the 
gall-bladder  has  failed  to  demonstrate  the  site  of  rupture.  It  is  there- 
fore impossible  in  many  cases  to  demonstrate  a  rupture,  hence  the 
want  of  recognition  of  the  cause  of  adhesion.  It  appears  to  me  prob- 
able that  the  rupture  is  usually  preceded  by  ulceration,  as  rupture  of 
the  urinary  bladder,  caused  by  retention,  is.  But  this  is  not  the  only 
method  of  its  production.  I  have  published  the  notes  of  a  case  on 
which  I  operated  for  gall-stones  and  found  the  gall-bladder  of  a  curious 
hour-glass  shape.  Careful  scrutiny  and  slitting  up  of  that  gall-bladder 
showed  that  its  peculiar  shape  was  not  due  to  ulceration,  followed  by 
cicatrization,  about  the  middle,  as  it  usually  is,  but  was  due  to  a  thin 
sacculus  protruding  from  its  fundus.  The  sacculus  was  larger  than 
the  gall-bladder  itself,  and  so  thin-walled  and  brittle  that  it  was 
obvious  that  no  great  pressure  from  inside  would  have  been  required 
to  rupture  it.  This  sacculus  in  every  respect  resembled  the  similar 
condition  met  with  in  the  urinary  bladder. 

Again,  the  rupture  may  be  due  to  gangrene  of  the  gall-bladder 
from  acute  inflammation  with  tension. 

At  the  beginning  of  the  session,  Dr.  Drummond  asked  me  to 
operate  on  a  lady  who  was  urgently  ill.  A  week  previously  he  had 
seen  her,  and  found  a  large  tense  gall-bladder,  which  he  concluded 
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was  due  to  a  stone  blocking  the  cystic  duct,  and  urged  immediate 
operation,  though  she  did  not  at  the  time  appear  to  be  seriously  ill. 
He  heard  nothing  of  her  for  a  week,  when  he  was  hurriedly  sent  for, 
and  found  her  very  ill,  with  all  the  symptoms  and  signs  of  peritonitis 
and  the  gall-bladder  tumour  gone.  On  opening  her  abdomen,  between 
two  and  three  pints  of  purulent  fluid  escaped,  and  floating  in  it  a 
number  of  gall-stones.  The  gall-bladder  was  entirely  open,  its  fundus 
had  sloughed  off,  and  a  large  stone  was  felt  either  in  the  neck  of  the 
gall-bladder  or  the  cystic  duct,  and  impacted  there.  No  effort  was 
made  to  remove  it,  as  the  patient  was  too  urgently  ill  to  tolerate  any 
more  operative  interference  than  incision  and  drainage  ;  but  to  our 
surprise  she  recovered,  except  for  a  small  mucus  fistula,  which  will 
persist  till  the  stone  is  got  rid  of. 

Some  of  you  will  remember  a  patient  coming  a  few  days  ago  to 
show  herself  six  months  after  an  operation,  as  I  explained  to  those 
present,  for  removal  of  her  gall-bladder  and  cystic  duct.  Her  case 
illustrates  the  pathology  of  the  last  one,  and  possibly  another  method 
of  gall-bladder  rupture.  She  had  been  subject  to  '  spasms,'  and 
had  noticed  a  tumour  in  her  right  side  for  between  two  and  three 
years.  All  the  medical  men  she  had  consulted  told  her  it  was  a  mov- 
able kidney,  and  she  had  worn  a  belt.  Except  for  an  aching  in  the 
tumour,  she  had  no  definite  symptoms,  and  was  able  to  do  her  work 
till  five  weeks  ago.  Then  she  had  a  shivering  and  increased  aching 
in  the  tumour,  and  had  since  been  ill  and  mostly  confined  to  bed.  At 
the  operation  we  found  her  gall-bladder  much  distended,  and  on  the 
under  surface  a  thin  bulging  area.  On  opening  the  gall-bladder  more 
than  twelve  ounces  of  purulent  fluid  escaped.  There  was  a  stone 
impacted  in  the  cystic  duct.  On  removal  the  gall-bladder  wall  was 
found  to  be  so  thin  at  the  bulging  spot  that  it  could  not  have  resisted 
the  increased  tension  for  a  much  longer  time. 

In  most  of  the  cases  where  strong  adhesions  are  found,  a  carefully 
taken  history  will  tell  of  '  inflammation,'  which  has  come  on  sud- 
denly, as  a  perforation  peritonitis  would.  Whenever  in  any  case 
strong  peritoneal  adhesions  are  met  with,  a  gross  infection  leakage 
from  some  viscus  is  suggested.  If  you  regard  the  evidence  I  have 
endeavoured  to  bring  before  you  as  I  do,  you  will  think  with  me  that 
rupture  of  the  gall-bladder  is  by  no  means  uncommon,  and  that  this 
explains  the  dense  adhesions  met  with  so  often  in  gall-stone  cases.* 

Before  concluding,  let  me  say  one  thing  about  the  treatment  of 
gall-stones.  Medical  means  are  all  very  well,  and  most  necessary  to 
palliate  symptoms  ;  but  no  medicine  or  other  means  short  of  surgical 
ones,  that  I  know  of,  will  remove  the  stone  or  stones.  The  bowel 

*  This  is  yet  not  generally  accepted,  but  I  am  convinced  of  its  truth. 
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excreta  should  he  carefully  searched,  and  if  stones  are  passing  and 
found,  tliis  is  nu  encouragement  to  wait,  but  even  then  the  waiting 
must  not  be  prolonged.  If  no  stones  are  found  after  careful  search, 
and  the  attacks  are  repeated,  it  is  probable  that  a  stone  is  impacted, 
and  the  sooner  it  is  removed  the  better.  Every  case  with  serious 
symptoms  should  be  at  once  handed  over  to  the  surgeon.  A  gall- 
stone is  a  serious  possession,  more  serious  than  a  bladder  stone,  and 
the  operation  for  its  removal  safe,  as  safe  as  that  for  excision  of  a 
urinary  calculus. 


TWO  PATIENTS  AFTER  PYLORECTOMY:  WITH  SPECIMENS. 

(The  Northumberland  and  Durham  Medical  Society :    Reported  in 
Journal,  November,  1898.) 

My  object  in  bringing  here  these  cases  of  operation  for  cancer  of  the 
stomach  is  to  correct  the  hopeless  impression  conveyed  by  our  standard 
surgical  text-books,  and  to  express  my  opinion  that  until  a  better  method  of 
treating  malignant  disease  than  by  operation  is  discovered,  it  is  the  duty  of 
the  surgeon  to  remove  every  malignant  growth  when  it  appears  to  be  possible 
to  do  so  completely.  I  believe  that  many  of  the  bad  results  of  cancer 
operations  are  due  to  faulty  operative  technique,  and  that  prospects  of  a 
4  cure '  have  vastly  improved  of  late  years,  and  are  likely  to  go  on 
improving. 

Erichsen,  vol.  ii,  p.  906,  says  : — "  The  chance  of  recovery  (judging  by 
available  statistics)  from  the  operation  is  small,  and  recurrence  is  almost 
certain  if  the  patient  survives.  It  is  doubtful,  therefore,  whether  pylor- 
ectomy  will  retain  a  place  amongst  legitimate  surgical  operations." 

Treves,  vol.  ii,  p.  578,  says  : — "  In  66  examples  of  the  operation  for 
cancer,  collected  by  Kramer,  50  died  very  soon  after  the  operation,  16 
recovered,  but  had  more  or  less  speedy  recurrence.  There  is  nothing  to 
recommend  the  operation  in  malignant  disease." 

In  spite  of  the  views  of  these  authorities,  I  thought  that  the  operation 
of  pylorectomy  for  cancer  should  be  a  good  operation,  and  I  think  anyone 
seeing  these  cases  will  now  be  of  the  same  opinion. 

The  first  case  is  a  man,  who  was  previously  shown  at  the  North  of 
England  Branch  of  the  British  Medical  Association  meeting  at  Durham, 
three  weeks  after  the  operation  of  pylorectomy  was  performed.  Since  that 
time  he  has  gained  weight  rapidly,  and  has  now  reached  his  normal.  He 
can  eat  anything,  is  in  full  work,  and  feels  quite  well.  This  large  tumour 
(exhibited)  which  involved  and  obstructed  his  pylorus,  was  causing  serious 
symptoms.  He  had  lost  a  stone  in  weight,  and  was  weak  and  anaemic. 

The  second  case,  a  woman,  gave  011  admission  a  long  history  of  stomach 
troubles  and  haematemesis.  The  well-marked  hard  nodular  tumour  felt 
in  the  pyloric  region,  however,  suggested  a  malignant  growth  of  the  pylorus. 
Her  stomach  was  much  dilated,  she  was  reduced  to  living  on  fluid  food, 
most  of  which  she  vomited,  and  it  was  evident  in  her  case  that,  unless  she 
could  be  relieved  by  operative  treatment,  she  could  not  live  for  more  than 
a  month. 

The  operation  of  pylorectomy  was  performed  seven  weeks  ago,  and  this 
tumour  (exhibited)  excised.  The  pyloric  portion  of  the  stomach  removed 
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has  been  so  prepared  as  to  show  the  pyloric  opening,  which  will  be  seen  to 
be  contracted  to  such  an  extent  as  to  admit  only  a  slate  pencil.  Attached 
to  the  growth  are  some  large  glands  which  were  removed  along  with  it. 

She  can  now  eat  and  enjoy  a  hearty  meal,  and  that  she  digests  it  is 
proved  by  the  fact  that  she  has  gained  a  stone  in  weight  during  the  last 
three  weeks. 

Microscopic  examination  of  the  growths  found  in  both  these  cases 
showed  them  to  be  adeno-carcinoma. 

Four  cases  of  pylorectomy,  performed  by  my  method,  for  cancer  have 
now  been  shown  at  meetings  of  this  Society.  Five  cases  in  all  have  been 
done — one  by  Dr.  Hume,  four  by  myself.  All  five  patients  have  recovered. 
I  regret  that  I  cannot  bring  forward  to-night  my  first  case,  done  on  Oct.  21, 
1897.  Last  time  I  heard  of  her,  six  months  after  the  operation,  she  was 
well ;  but  she  has  left  her  old  address,  and  the  new  cannot  be  found.1 


PATIENT  AFTER  REMOVAL  OF  PYLORIC  HALF  OF  STOMACH. 

(The  Northumberland  and  Durham  Medical  Society  :    Reported  in 
Journal,  November,  1898.) 

CASE  3  is  the  man  shown  by  Dr.  George  Murray,  at  the  last  meeting  of 
the  Society,  with  a  large,  freely  movable  stomach  tumour.  Some  of  you 
may  remember  that  it  was  said  to  have  grown  so  rapidly  that  from  the 
commencement  of  symptoms  to  the  time  of  operation  was  only  six  weeks. 
On  opening  his  abdomen,  three  weeks  ago,  I  found  the  tumour,  though 
large,  freely  movable.  A  chain  of  enlarged  glands  running  along  the  lesser 
curvature  was  also  discovered.  I  determined  to  remove  the  growth  and 
the  glands  as  far  as  I  could.  The  tumour  and  portion  of  stomach  (exhibited) 
would  take  up,  so  far  as  I  could  judge,  the  pyloric  half  of  the  stomach.  So 
much  had  been  removed  that  it  was  impossible  to  operate  by  splitting  the 
duodenum,  to  which  I  attached  the  cardiac  half  by  a  method  which  appears  to 
me  to  have  considerable  advantages  over  Billroth's  plan.  (Method  explained 
by  aid  of  diagrams.)  This  patient  to-day  ate  an  ordinary  hospital  dinner, 
and  during  the  last  week  has  gained  more  than  1  Ib.  a  day  in  weight.  Micro- 
scopic examination  of  the  growth  shows  it  to  be  a  colloid  carcinoma. 

As  to  the  ultimate  prognosis  for  these  cases,  it  is  impossible  at  present  to 
speak.  The  type  of  growth  in  each  case  appears  to  be  of  a  highly  malignant 
character,  and  this,  together  with  the  evident  involvement  of  glands  in 
two  cases,  makes  the  outlook  for  them  at  least  not  too  hopeful.  The 
limited  dry  annular  type  of  pyloric  cancer  would  appear  to  me  to  hold  out 
good  hopes  for  permanent  cure  by  operation  ;  and  such  are  scarcely  to  be 
discovered  but  by  exploratory  operation,  which  I  would  urge  as  a  measure 
to  be  recommended  more  readily  than  it  is  at  present. 

Taking  the  cases  as  they  are,  I  think  you  will  all  agree  with  me  that 
pylorectomy  for  cancer  is  worth  doing.  The  dangers  of  it  are  not  greater 
than  those  of  ordinary  abdominal  operations,  if  a  proper  method  of  suturing 
is  employed,  and  if  special  precautions  be  taken  to  avoid  sepsis. 

1  Thanks  to  the  kindness  of  Dr.  Ethel  Bentham,  this  patient  has  since  been 
found.  She  called  upon  me  at  the  Infirmary  in  the  second  week  of  December, 
1898.  A  careful  examination  showed  no  sign  of  recurrence.  She  looked  well  and 
had  gained  2i  st.  in  weight. 
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REVIEWS. 

(Northumberland  and  Durham  Medical  Journal,  March,  1898.) 

"  SOME  POINTS  IN    THE   ANATOMY,   PATHOLOGY,   AND   SURGERY    OF 
INTUSSUSCEPTION."     (BY  D'ARCY  POWER.) 

The  preface  states  that  the  present  work  is  an  enlargement  of  the 
Hunterian  Lectures  delivered  by  the  author  in  1897,  and  that  the  chief 
reason  for  their  publication  was  that  "  The  problems  to  be  solved  in  hernia 
are  often  identical  with  those  occurring  in  the  surgery  and  pathology  of 
intussusception."  It  is  interesting  for  us  to  note  that  attention  was  first 
drawn,  so  far  as  we  know,  to  the  comparison  between  hernia  and  intus- 
susception in  the  Northumberland  and  Durham  Medical  Journal. 

Chapter  I  deals  with  some  points  in  the  minute  anatomy  of  intussus- 
ception. It  is  well  and  interestingly  written  and  illustrated  by  good,  clear 
photomicrographs  of  sections  of  the  involved  intestines.  An  increase  in 
the  number  of  goblet  cells  belonging  to  the  mucous  coat  is  noted,  and  is 
said  to  account  for  the  excessive  mucus.  Examination  of  a  number  of 
specimens  shows  that  the  mucous  membrane,  the  submucous  tissue,  and 
the  circular  layer  of  muscles  suffer  most  in  the  early  stages  of  intussuscep- 
tion. In  adults,  presumably  in  consequence  of  the  greater  frequency  of  a 
chronic  form  of  the  disease,  fibrotic  changes  in  the  affected  intestines  are 
more  common  than  is  the  case  in  children. 

In  children,  intussusception,  the  author  states,  is  nearly  always  spon- 
taneous, and  post-mortem  does  not  often  reveal  any  definite  cause  for  its 
occurrence.  An  exception  to  this  rule  is  quoted.  A  specimen  of  ileocaecal 
invagination  from  a  child  of  five  years  was  caused  by  infiltration  of  the 
intestinal  walls  with  round-celled  sarcoma.  In  adults  a  determining  cause 
of  intussusception  can  nearly  always  be  found,  usually  a  growth,  either 
benign  or  malignant. 

Chapter  II  deals  with  the  pathology  of  intussusception.  As  from 
forty  to  sixty  per  cent  of  all  recorded  cases  are  said  to  occur  in  the  ileocaecal 
portion  of  the  alimentary  canal,  a  careful  anatomical  examination  has  been 
made  of  this  part,  and  the  results  are  recorded  and  illustrated  by  clear 
diagrammatic  drawings. 

Next  the  physiological  side  is  discussed,  and  the  statement  made  that 
observation  tells  us  that  the  peristaltic  wave,  passing  along  the  small 
intestine,  ceases  at  the  ileocaecal  valve,  and  that  a  new  wave  is  developed 
there  by  the  contraction  of  the  muscular  coat  of  the  large  intestine. 

Experimental  work  has  taught  that  intussusception  is  due  to  one  piece 
of  gut  swallowing,  so  to  speak,  a  neighbouring  piece  which  has  become 
constricted  by  contraction  of  its  circular  layer  of  muscle. 

Certain  drugs  were  found  experimentally  to  occasion  disorderly 
contraction  and  favour  intussusception,  and  purgatives  in  the  same  way 
may  have  a  similar  effect. 

Chapter  III  deals  with  the  treatment  of  intussusception,  and  at  the 
end  of  it  we  find  a  summary.  Intussusception  is  a  condition  which  brooks 
no  delay  in  its  treatment.  In  all  doubtful  cases  purgatives  should  be  with- 
held. The  reason  given  is  that  the  symptoms  are  seriously  increased  by 
purgatives.  As  a  criticism  of  this  point  we  may  suggest,  Would  it  not  be 


302  RUTHERFORD     MORISON 

well  in  case  of  doubt  to  run  a  risk  of  increasing  the  symptoms  to  make  the 
diagnosis  clear  ? 

"  The  routine  treatment  of  intussusception  is  to  chloroform  the  patient 
and  steadily  to  fill  his  large  intestine  with  hot  salt  solution  under  a  hydro- 
static pressure  of  not  more  than  three  feet  in  a  child,  the  fluid  being  allowed 
to  remain  in  the  intestine  at  least  ten  minutes.  The  earlier  this  method 
is  adopted  after  the  appearance  of  the  symptoms  the  better  are  the  results 
obtained  ;  but  it  should  not  be  adopted  in  enteric  intussusception,  in  cases 
where  the  symptoms  are  very  acute,  or  in  those  where  the  absence  of  signs 
and  symptoms,  with  a  subnormal  temperature,  leads  the  surgeon  to  suspect 
that  the  intestine  is  becoming  gangrenous.  In  these  cases,  and  when  an 
injection  has  twice  been  tried,  and  when  after  reduction  the  intussusception 
has  thrice  recurred,  the  abdomen  must  be  opened." 

We  cannot  agree  with  such  teaching.  Why  all  this  delay  in  opening 
the  abdomen  ?  In  skilful  hands  the  operation  is  attended  by  less  immediate 
risk  than  prolonged  anaesthesia  and  administration  of  the  large  enema,  and 
to  leave  the  patient  after  an  operation  feeling  that  the  constricted  intestine 
has  certainly  been  released,  must  be  allowed  to  have  some  importance. 
Here  we  do  not  try  either  to  reduce  a  strangulated  hernia  by  prolonged, 
repeated  taxis,  or  an  intussusception  by  enemata.  The  risks  of  working 
in  the  dark,  we  think,  are  obvious,  and  we  regard  the  danger  as  lurking  in 
delay.  Pathology  and  results  both  teach  that  early  operation  should  be 
the  treatment.* 

Every  practitioner  should  get  this  interesting  book,  the  pleasure  of 
reading  which  is  enhanced  by  the  excellent  type  and  clear  illustrations. 

"  THE  DISEASES  OF  WOMEN  :  A  HANDBOOK  FOR  STUDENTS  AND 
PRACTITIONERS."  (Bv  J.  BLAND  SUTTON,  F.R.C.S.  and  ARTHUR 
E.  GILES,  M.D.,  B.Sc.LoND.,  F.R.C.S.Eo.) 

The  contributions  of  Bland  Sutton  to  surgical,  anatomical,  and  patho- 
logical literature  are  so  original,  so  suggestive,  so  clear,  and  so  instructive, 
that  surgeons  are  more  indebted  to  him  than  to  any  other  author.  The 
present  work  will  therefore  be  widely  read  and  its  teaching  largely  accepted, 
hence  the  justification  of  a  longer  review  than  we  generally  accord  to  the 
average  book. 

We  have  collected  a  few  points  for  criticism. 

We  do  not  consider  that  sufficient  caution  is  inculcated  in  regard  to  the 
use  of  the  uterine  sound,  and  almost  all  the  information  which  it  gives  may 
in  most  cases  be  better  and  more  safely  learned  by  bi-manual  examina- 
tions. The  sound  should  be  used  exceptionally  and  with  strictest  antiseptic 
precautions.  There  is  appreciable  risk  in  using  it  without  :  and  here  we 
may  say  that  the  paramount  importance  of  antiseptic  precautions  is,  perhaps, 
hardly  enough  insisted  on  throughout  the  book.  True,  we  are  now  in  an 
age  when  this  is  a  cardinal  axiom  of  surgery,  and  a  generation  has  sprung 
up  which  never  knew  a  time  when  such  was  not  the  case  ;  still,  in  a  book 
which  will  be  read  by  many  of  the  older  school,  it  is  well  to  point  out  that 
the  success  of  abdominal  operations  cannot  be  obtained  without  the  strictest 
attention  to  the  details  of  antiseptic  treatment.  The  advocacy  of  the  use 
of  an  anaesthetic  for  examination  we  are  glad  to  notice  and  to  commend. 

*This  is  now  accepted  teaching. 
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We  would  add,  that  with  a  patient  anaesthetized,  a  finger  in  the  rectum  and 
the  cervix  drawn  down  by  volsellum  forceps,  it  is  easy  to  feel  the  whole  of 
the  posterior  surface  of  uterus,  broad  ligaments,  ovaries,  and  tubes.  We 
are  equally  glad  to  note  that  no  anterior  *  displacements  '  are  to  be  treated 
by  instruments.  Possibly,  in  the  next  edition  of  this  work,  we  may  find 
the  same  said  of  posterior  malpositions.  The  majority  of  backward  displace- 
ments, we  believe,  cause  no  symptoms,  and  unless  the  uterus  is  enlarged 
and  menstruation  profuse,  they  may  be  disregarded.  In  the  latter  case, 
currettage,  followed  by  the  operation  of  shortening  the  round  ligaments 
when  adhesions  are  absent,  or  hysteropexy  when  the  uterus  is  fixed,  can 
effect  a  *  cure  '  which  can  almost  certainly  not  be  accomplished  by  the 
even  prolonged  wearing  of  a  pessary,  as  recommended  by  the  authors. 

With  regard  to  the  statement  that  double  vagina  "  is  always  associated 
with  double  uterus,"  we  would  say  that  this  may  be  true  when  each  vagina 
is  complete,  though  we  doubt  it.  We  recently  examined  a  girl,  age  19 
years,  under  an  anaesthetic,  and  found  what  appeared  to  be  a  double  vagina. 
A  thick,  fleshy,  vertical  partition  separated  the  vaginal  canal  in  its  lower 
two-thirds  into  two  tubes,  a  right  one  of  ordinary  size,  and  a  left  one  large 
enough  to  admit  a  small  finger.  The  upper  third  of  the  septum  was  absent, 
so  that  the  canals  communicated  freely  with  each  other  above.  There  was 
only  one  cervix,  and  the  uterus,  so  far  as  could  be  judged  by  passing  a  probe 
and  by  bimanual  examination  under  chloroform,  was  normal. 

The  method  of  perineorrhaphy  introduced  by  Lawson  Tait  is  said  by 
the  authors  to  have  "  revolutionized  the  surgical  treatment  of  lacerated 
perineum."  With  this  we  cordially  agree.  The  complicated  sutures, 
however,  shown  in  these  illustrations  have  long  been  given  up  by  us.  The 
advantage  of  the  shot  and  coil  described  is  that  it  facilitates  the  removal 
of  the  sutures,  which  proceeding  was  frequently  the  most  difficult  and 
painful  part  of  the  operation  when  performed  exactly  on  the  lines  laid  down 
by  Mr.  Tait.  We  found,  however,  that  they  caused  much  discomfort  as 
long  as  they  were  left  in,  and  the  wire  occasionally  became  brittle  and  broke. 
For  several  years  we  have  used  buried  catgut  sutures  in  three  tiers,  and 
find  that  a  thicker  and  stronger  perineum  results,  and  that  the  advantage 
of  having  no  sutures  to  remove  has  to  be  experienced  to  be  fully  appre- 
ciated. 

For  vesico-vaginal  fistula  the  operation  described,  of  paring  the  edges 
of  the  fistula  and  suturing  it,  is  behind  the  times.  The  opening  into  the 
bladder  should  first  be  freely  exposed  by  the  reflection  of  a  flap  of  the  vaginal 
mucous  membrane,  and  sutured  independently  of  the  opening  through  the 
vaginal  wall,  which  should  be  closed  subsequently.  If  catgut  sutures  are 
used,  they  require  no  further  attention,  and  the  fistula  is  closed  at  one 
operation  with  a  certainty  unknown  to  the  method  described.  As  a  part 
of  the  after-treatment  of  the  operation  for  imperforate  hymen,  it  is  said 
that  "It  is  in  the  highest  interests  of  the  patient  to  thoroughly  evacuate 
the  secretion  and  to  keep  the  cavity  well  drained  and  regularly  irrigated 
during  ten  or  fourteen  days  following  operation."  We  cannot  endorse 
this  view,  for  we  believe,  and  our  experience  is  considerable,  that  the  less 
thorough  the  operation  in  these  cases  the  better  for  the  patient.  No  douche 
is  necessary,  and  may  be  harmful  ;  scrupulous  cleanliness  before  and  after 
incision  are  alone  required. 

With  regard  to  directions  for  the  applications  of  ligatures,  and  avoiding 
the  ureters  in  vaginal  hysterectomy,  we  believe  that  it  is  easier  and  better 
to  deliver  the  whole  uterus  in  ordinary  cases  before  securing  any  vessels. 
The  broad  ligaments  are  thus  clearly  defined,  and  the  ureters  pushed  forward 
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out  of  danger.  The  recommendation  favouring  ligatures  in  preference  to 
forceps  for  securing  the  broad  ligaments  we  cannot  endorse.  The  ligature 
cannot  be  safer,  for  we  have  done  between  thirty  and  forty  cases  of  vaginal 
hysterectomy,  with  one  death  (sudden,  and  with  all  the  symptoms  of 
embolism),  securing  the  broad  ligaments  with  haemostatic  forceps.  The 
operation  with  ligatures  is  not  so  easy  or  so  rapid,  that  is  universally 
admitted  ;  the  after-attention  cannot  be  less  in  one  case  than  in  the  other, 
for  our  after-treatment  is  limited  to  keeping  the  external  parts  clean  ; 
recovery  cannot  be  more  rapid,  for  we  are  accustomed  to  send  our  patients 
home  on  the  tenth  day  after  operation. 

Under  directions  for  an  abdominal  incision,  we  find  it  stated  that, 
"  It  is  important  to  remember  that  the  bladder  is  sometimes  pushed  upwards 
by  tumours,  and  lies  in  the  subperitoneal  tissue  above  the  pubes  ;  it  is  then 
apt  to  be  cut."  The  bladder  will  not  be  endangered  if  the  peritoneum  is 
opened  near  the  umbilicus  sufficient  to  admit  two  fingers,  and  then  torn 
down  to  the  pubis.  The  peritoneum  tears  in  a  fairly  straight  line,  and  no 
reasonable  force  will  damage  the  bladder. 

For  irrigation  purposes  we  do  not  use  plain  water,  which  seriously 
damages  normal  tissues,  as  can  be  proved  by  examination  of  a  piece  of  living 
healthy  muscle  under  the  microscope.  Normal  saline  has  not  the  same 
bad  effect,  and  therefore  we  prefer  it  for  irrigation. 

As  the  authors  say,  drainage  is  rarely  necessary,  and  we  think  particu- 
larly so  if  efficient  antiseptic  measures  have  been  taken.  When  it  is  required, 
however,  we  prefer  to  drain  from  Douglas's  pouch  by  a  vaginal  incision 
rather  than  employ  the  Mickulicz  method  through  the  abdominal  incision. 
The  drain  in  Douglas's  pouch  is  at  the  most  dependent  point  of  the  abdomen, 
and  the  chance  of  ventral  hernia  from  imperfect  apposition  of  the  sides  of 
the  wound  in  the  parietes  is  reduced. 

Further  on,  in  the  directions  for  enucleating  sessile  cysts,  we  find  the 
abdominal  method  of  drainage  again  advocated,  but  here  also  we  prefer 
the  method  through  Douglas's  pouch,  the  raw  surface  and  the  drainage 
tube  being  covered  on  the  abdominal  side  by  the  loose  peritoneum. 

That  supravaginal  hysterectomy  and  panhysterectomy  may  be  per- 
formed "  easily,  safely,  and  quickly,  and  that  convalescence  is  as  rapid  and 
uneventful  as  after  ovariotomy,"  when  Mr.  Sutton  does  the  operation,  we 
know  to  be  true,  but  not  every  surgeon  is  gifted  with  his  skill  and  courage. 
The  safety  or  otherwise  of  such  an  operation,  as  indeed  of  all,  depends  upon 
the  quality  of  the  operator. 

To  the  description  of  Alexander's  operation  for  shortening  the  round 
ligament,  we  would  add  that  we  have  been  much  pleased  with  Abbe's 
modification  of  this  operation.  The  external  oblique  is  slit  over  the  inguinal 
canal,  the  ligaments  drawn  out  for  five  or  six  inches,  and  detached  at  the 
distal  ends.  They  are  then  drawn  through  the  abdominal  wall  near  the 
ant.  sup.  iliac  spine,  and  pull  the  uterus  well  forward.  The  divided 
external  oblique  is  sutured  with  the  loose  end  of  the  ligament  of  its  own 
side.  No  drainage  is  necessary. 

The  gravest  criticism  we  can  make  of  this  excellent  book  is  that  sufficient 
stress  is  not  laid  upon  the  necessity  for  antiseptic  precautions,  and  perhaps 
the  master-hand  is  a  little  forgetful  of  the  events  and  incidents  which  have 
attended  the  work  of  abdominal  surgery  before  it  arrived  at  the  state  which 
makes  it  possible  to  write  of  formidable  operations  in  so  confident  a  manner. 
The  experienced  surgeon  is  perhaps  apt  to  forget  how  he  gained  his 
experience  when  writing  for  students  as  well  as  practitioners.  Seldom, 
however,  have  we  read  a  condensed  book  which  has  gained  so  much  and 
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lost  so  little  by  the  process  of  condensation.  It  is  a  model  for  many  writers, 
and  its  success  will,  we  hope,  be  a  stimulus  for  them  to  follow  in  the  same 
lines. 

The  facts  of  embryology  and  pathology  are  brought  into  relation  with 
the  diagnosis  and  treatment  of  gynaecological  conditions,  as  Mr.  Sutton 
only  could  have  suggested.  The  illustrations,  many  of  which  originated 
with  Dr.  Giles,  are  a  real  help.  Principles  are  thoroughly  taught,  and  such 
a  book  is  likely  to  help  students,  and  even  practitioners,  to  become  more 
satisfactory  gynaecologists  than  many  of  the  more  pretentious  volumes. 

A  word  must  be  said  for  the  publishers.  It  is  rare  to  see  a  medical 
work  so  well  got  up,  both  internally  and  externally. 


A  20 
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1899 

STOMACH    SURGERY. 

{Northumberland  and  Durham  Medical  Society  :    Reported  in 
Journal,  1899.) 

At  the  present  day  there  are  perhaps  two  standard  English  text- 
books on  surgery — Erichsen  and  Treves — and  to  them  students  and 
practitioners  refer  when  in  difficulty  concerning  their  cases.  I  wish 
to  show  that  neither  of  them  must  be  regarded  as  a  reliable  guide 
when  the  surgery  of  the  stomach  is  in  question. 

The  first  patient  I  am  going  to  bring  before  you  is  a  man  on  whom 
gastrostomy  was  performed,  for  malignant  stricture  at  the  cardiac 
end  of  the  stomach,  three  weeks  ago. 

Before  introducing  the  patient  I  should  like  to  read  what  the 
text-books  to  which  I  have  referred  say  on  the  subject  of  gastros- 
tomy for  malignant  disease. 

Erichsen,  vol.  ii,  p.  709  : — "  Of  167  cases  in  which  the  operation 
was  performed  for  malignant  stricture  (statistics  collected  by  Gross), 
117  died  within  the  first  month — 49  directly  from  the  operation,  28 
more  died  under  10  months,  and  only  I  survived  a  year.  In  such 
cases  the  advantages  and  the  dangers  of  the  operation  must  be  laid 
fairly  before  the  patient,  but  it  is  not  the  duty  of  the  surgeon  to  urge 
him  to  submit  to  it."  It  appears  to  me  that  if  the  surgeon  offers  to 
his  patient  the  information  given  here,  that  he  will  be  spared  from 
the  duty  of  urging  an  operation. 

Treves,  vol.  i,  p.  577  says  :  "  The  feeding  is  difficult,  and  the 
general  after-treatment  of  the  case  complex.  .  .  .  Out  of  106  cases 
of  operation  for  cancer,  only  25  were  alive  from  three  to  eight 
months  after  the  opening  of  the  stomach.  .  .  .  The  great  majority 
of  the  fatal  cases  fall  within  the  first  fortnight  after  the  operation.  .  .  . 
To  insure  any  degree  of  success  the  operation  must  be  done  early, 
must  be  done  in  two  stages,  and  must  be  followed  by  the  most  careful 
after-treatment.  At  present  the  best  that  can  be  said  of  the  opera- 
tion in  malignant  cases  is  that  it  makes  the  method  of  dying  more 
easy  and  often  more  speedy." 

It  is  because  I  wish  to  correct  every  statement  made  by  these 
authorities  that  I  have  brought  this  patient  here  to-day. 

CASE. — The  patient,  a  man  of  58,  whilst  eating  dinner  one  day  about 
the  end  of  June,  felt  a  choking  sensation  which  he  attributed  to  flatulence. 
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He  was  able  to  finish  the  meal,  but  from  that  time  could  never  take  solid  food 
without  some  discomfort.  At  the  end  of  the  first  week  in  July  he  found  it 
impossible  to  swallow  anything  but  fluid  food.  By  the  end  of  the  month 
the  difficulty  in  swallowing  steadily  increased,  he  was  unable  to  keep  any- 
thing down.  All  he  swallowed  came  back.  Dr.  Blair,  of  Ashington,  sent 
him  to  see  me  on  July  27,  1898.  He  had  been  weighed  early  in  July,  and 
his  weight  was  12  st.  10  Ibs.  On  August  31  he  weighed  10  St.,  having 
lost  nearly  3  st.  since  his  illness  commenced.  He  looked,  as  he  does  now, 
an  active,  intelligent  man,  with  plenty  of  *  go  '  left  in  him.  His  only 
complaint  was  that  he  felt  terribly  hungry  and  weak  for  want  of  food.  I 
tested  him  with  a  glass  of  water  flavoured  by  whisky.  He  swallowed  it 
freely,  but  in  a  few  minutes  it  had  all  come  back  in  mouthfuls.  A  full-sized 
cesophageal  bougie  passed  easily  for  19  in.,  but  did  not  reach  the  stomach. 
A  diagnosis  of  stricture  at  the  stomach  end  of  the  oesophagus,  probably 
malignant,  was  accordingly  made,  and  the  only  possible  treatment, 
gastrostomy,  was  explained  to  him.  For  business  reasons  it  was  impossible 
for  him  to  remain  on  that  day  (Saturday),  and  he  went  back  to  Ashington. 
On  the  following  Thursday,  Sept.  5  (five  days  later),  he  returned,  anxious 
to  have  the  operation  performed  without  delay.  He  had  been  unable  to 
swallow  anything  since  his  first  visit,  and  felt  his  weakness  increasing  so 
rapidly  that  he  recognized  he  could  only  live  very  few  more  days  without 
food. 

Gastrostomy  was  performed  by  Frank's  method  on  Sept.  6,  1898.  The 
stomach  was  opened  on  the  operation  table,  and  one  ounce  each  of  beef-tea 
and  brandy  were  introduced  into  it  through  the  tube. 

At  6  p.m.  (five  hours  after  operation)  regular  feeding  through  the  tube 
was  commenced,  and  has  been  continued  up  to  the  present  time.  For  the 
first  twelve  days  the  tube  projected  through  the  dressings,  which  were  not 
interfered  with  from  the  time  of  the  operation  till  twelve  days  later.  On 
their  removal  the  long  wound  was  found  to  have  entirely  healed.  The 
opening  made  for  the  tube  had  not  leaked  at  all.  The  patient  was  up  on 
the  tenth  day,  never  having  suffered,  and  from  the  first  appreciated  the 
food  and  stimulant  put  into  his  stomach.  His  present  appearance,  all  of 
you  will  agree,  would  surprise  anyone  knowing  his  history.  He  looks  and 
feels  in  good  health.  If  you  ask  him  to  cough,  stoop  and  exert  himself,  or 
employ  any  other  test  to  prove  the  competence  of  the  valvular  opening  into 
the  stomach,  you  will  find  that  it  answers  to  every  test,  and  is  watertight, 
except  when  the  tube  is  in  it.  To  feed  him  is  a  very  simple  matter  indeed, 
and  his  daughter  has  kindly  accompanied  the  patient  to  show  how  this  is 
done  (method  exhibited). 

Now  that  the  patient  has  retired,  I  may  add  that  the  diagnosis  was 
verified  at  the  time  of  the  operation  by  the  introduction  of  my  hand  into  his 
abdomen.  I  found  the  obstruction  to  be  due  to  a  large  hard  nodular  tumour 
at  the  cardiac  end  of  the  stomach,  which  I  felt  could  be  nothing  else  but  a 
malignant  growth. 

In  all,  I  have  performed  the  operation  of  gastrostomy  for  malig- 
nant disease  four  times.  All  the  patients  recovered  from  the  operation. 

The  first  patient  lived  404  days,  and  worked  actively  as  a  tailor 
for  more  than  a  year.  This  case  is  already  published. 

The  second  patient,  a  woman  sent  to  me  by  Dr.  Russell,  of  Heaton, 
unable  to  swallow  anything,  recovered  her  power  of  swallowing  fluids 
a  few  days  after  operation,  probably  from  ulceration  of  the  large 
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malignant  growth  at  the  cardiac  end  of  her  stomach.  She  continued 
to  be  able  to  swallow  liquids  freely  for  four  months,  but  the  tube  was 
worn,  as  it  caused  no  inconvenience,  though  never  used  until  the  end 
of  this  time,  when  the  difficulty  of  keeping  anything  down  returned. 
The  growth  had  now  invaded  so  much  of  the  stomach  that  not  more 
than  one  ounce  could  be  introduced  ;  and  she  soon  afterwards  died. 

The  third  case,  a  man  sent  to  me  by  Dr.  Coley,  who  had  given  a 
full  explanation  of  what  was  in  store  for  him,  gave  a  history  as  nearly 
like  that  of  the  patient  shown  as  any  two  medical  histories  can  be. 
He  rode  up  to  my  house  on  a  bicycle,  as  he  said  it  was  easier  than 
\valking,  and  wanted  the  operation  done  at  once,  as  he  was  starving. 
The  operation  was  performed  on  November  6,  1897.  He  was  much 
pleased  with  the  result,  and  died  nine  months'  later  (Aug.  2,  1898) 
from  involvment  of  the  mediastinal  glands  and  lungs,  with  secondary 
disease. 

The  patient  shown  is  my  fourth  case. 

In  these  cases  it  will  be  noted  that  the  block  remained  complete. 

CONCLUSIONS. — Gastrostomy  is  a  good  operation  in  selected  cases. 
It  is  easy  and  safe,  gives  marked  relief,  and  the  discomforts  following 
the  ordinary  operation  are  avoidable.  Suitable  cases  are  such  as  I 
have  described.  The  block  must  be  practically  complete,  a  certain 
amount  of  vigour  must  be  retained,  and  a  strong  desire  to  live  shown. 
(This  combination  of  symptoms  is  mostly  found  when  the  block  is  due 
to  a  growth  at  the  cardiac  end  of  the  stomach.) 

The  operation  is  contra-indicated  :  (1)  When  the  patient  can 
swallow  a  sufficiency  of  fluid  nourishment ;  (2)  When  the  block  has 
occurred  very  gradually  ;  (3)  When  the  patient  has  lost  all  desire 
for  food,  and  likes  best  to  be  left  alone.  I  have  seen,  more  than  once, 
gastrostomy  performed  on  a  worn-out  old  man  for  malignant  stricture 
of  the  oesophagus.  Feeding  by  the  stomach  could  not  be  tolerated. 
A  very  small  quantity  of  fluid  nourishment  caused  so  much  discom- 
fort in  the  stomach  that  food  did  more  harm  than  good.  Such  a 
patient  will  live  in  comparative  comfort  in  a  warm  bed,  on  nutrient 
enemata  containing  brandy  and  opium,  longer  than  he  would  after 
gastrostomy.  Surely  it  is  to  operations  on  this  class  of  case  that  the 
text-books  quoted  refer  to  ?  * 

Mr.  Morison  also  showed  a  man  three  weeks  after  pylorectomy 
for  cancer.  He  was  now  free  from  discomfort,  could  eat  anything, 
and  was  gaining  weight 


These  conclusions  still  hold  good. 
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CASE    AFTER    GASTRO-ENTEROSTOMY. 

(Northumberland  and  Durham  Medical  Society:  Reported  in 
Journal,  1899.) 

This  man  had  noticed  a  lump  in  his  upper  abdomen  for  three  years, 
and  presented  well-marked  symptoms  of  dilated  stomach.  Six  months 
ago  I  opened  his  abdomen,  but  finding  the  mass  too  extensive  for  removal, 
I  anastomosed  the  jejunum  to  the  stomach  by  a  method  which  is  new  and 
presents  obvious  advantages.  The  jejunum  was  completely  and  transversely 
divided  about  6  in.  from  its  commencement,  and  both  cut  ends  closed.  A 
lateral  anastomosis  was  then  made  between  the  anterior  surface  of  the 
stomach  and  the  distal  portion  of  jejunum.  The  proximal  end  was  then 
attached  to  the  distal  portion  by  a  lateral  anastomosis  about  6  in.  from  the 
stomach.  The  portion  of  intestine  between  the  two  anastomoses  was  hooked 
by  sutures  to  the  stomach  in  such  a  way  as  to  form  a  syphon  trap.  By 
using  this  method  regurgitation  of  intestinal  contents  was  less  liable  to 
occur.  Mr.  Morison  related  a  second  similar  case  in  a  man  who  had  since 
died.* 


A  CASE  OF  EXCISION  OF  THE  SPLEEN  FOR  INJURY. 

RECOVERY. 

(The  Lancet,  January,  1899,  p.  27.) 

The  operation  of  removal  of  the  spleen  is  remarkable  for  the  great 
diversity  in  the  results  obtained,  according  to  the  cause  for  which  the 
operation  is  performed.  In  most  cases,  so  far  as  the  operation  itself 
is  concerned,  the  difficulties  are  by  no  means  great,  and  the  differences 
in  the  mortalities  must  be  wholly  attributable  to  the  cause  requiring 
the  operation.  In  leucocythaemia  removal  of  the  spleen  has  been 
recorded  twenty-five  times,  and  of  these  cases  only  one  recovered  ; 
doubtless  many  other  instances  of  a  fatal  result  after  the  operation 
for  this  condition  have  never  been  published.  With  such  a  result 
splenectomy  for  leucocythaemia  is  practically  unjustifiable.  A  very 
different  death-rate  exists  after  excision  of  the  spleen  for  trauma. 
Even  in  pre-antiseptic  days  it  happened  several  times  that  an  abdo- 
minal wound  permitted  the  extrusion  of  the  spleen,  and  a  ligature 
having  been  tied  round  its  pedicle  the  spleen  was  removed.  These 
cases  recovered.  Since  surgeons  have  been  able  to  open  the  abdomen 
without  fear  of  sepsis,  it  has  been  found  that  removal  of  a  ruptured 
spleen  can  be  effected  with  a  surprisingly  low  mortality,  and  no  better 
example  of  this  operation  could  be  given  than  that  reported  below. 

*  The  no-loop  posterior  operation  is  so  good  that  there  is  now  no 
need  for  anything  else.  Since  1911  /  have  performed  it  117  times  for 
simple  ulcer  and  its  complications,  with  one  death,  and  that  not  due  to 
the  operation. 
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The  evidence  of  fluid  in  the  peritoneal  cavity  was  very  distinct,  and 
the  diagnosis  was  practically  certain  before  the  abdomen  was  opened. 
For  conditions  other  than  leucocythaemia  and  trauma  the  statistics 
of  splenectomy  vary  very  greatly,  but  a  steady  diminution  in  the 
death-rate  is  very  noticeable.  Spanton  gives  the  mortality  from  1865 
to  1875  at  80  per  cent ;  from  1876  to  1885  it  was  45  per  cent ;  and 
from  1886  to  1895  it  was  20'68  per  cent.  For  the  notes  of  the  case  we 
are  indebted  to  Dr.  Grant  Arnott,  House  Surgeon  to  Mr.  Rutherford 
Morison. 

The  patient,  a  youth  age  16,  was  admitted  to  the  Royal  Infirmary, 
Newcastle-on-Tyne,  on  August  7,  1898.  Whilst  riding  down  a  steep  hill 
on  the  front  seat  of  a  tandem  bicycle,  he  ran  against  the  wall  of  a  cottage. 
He  was  thrown  off  the  bicycle,  crushing  his  abdomen  against  the  handlebar. 
When  he  was  picked  up  he  was  quite  unconscious  and  blood  was  streaming 
from  his  nose.  The  accident  occurred  at  11  a.m.  on  the  day  of  admission. 
The  patient,  when  he  was  admitted  to  the  Infirmary  at  10  p.m.,  was 
collapsed,  pale,  and  unconscious,  but  appeared  to  be  in  pain.  There  was 
a  subconjunctival  haemorrhage  of  the  left  eye  over  the  external  rectus,  and 
also  a  contusion  over  the  left  temple.  There  was  no  bruise  on  the  abdomen. 
The  abdomen  was  slightly  distended  and  breathing  was  entirely  thoracic. 
The  patient  lay  with  his  legs  drawn  up.  His  abdomen  was  tender  on 
pressure  and  the  abdominal  muscles  were  rigid.  There  was  dullness  in 
both  flanks  as  he  lay  on  his  back,  and  the  upper  flank  cleared  when  he  was 
turned  on  to  his  side,  whilst  the  dependent  flank  showed  an  increased  dull 
area.  He  had  vomited  a  small  quantity  of  greenish  fluid  several  times. 
The  liver  dullness  was  normal.  There  were  no  fractured  ribs.  A  catheter 
was  passed  and  a  few  ounces  of  normal  urine  were  drawn  off.  The  tempera- 
ture was  98°  F.,  and  the  pulse  was  140.  On  the  following  morning  the 
patient  was  improved  in  condition.  His  pulse  was  slower  and  his  tempera- 
ture was  normal.  The  dullness  in  the  flanks  had  however  increased,  and  he 
was  very  restless.  A  diagnosis  of  intra-abdominal  haemorrhage  was  made 
and  immediate  operation  was  decided  upon. 

The  abdomen  was  opened  by  a  median  incision  below  the  umbilicus, 
and  a  large  quantity  of  blood  welled  out.  The  intestine  and  mesentery 
were  examined  and  were  found  to  be  uninjured.  The  incision  was  then 
prolonged  up  to  the  ensiform  cartilage,  and  the  spleen  was  found  to  be 
enlarged,  much  torn  and  bleeding  freely.  The  splenic  vessels  were  isolated 
and  ligatured  with  catgut,  and  the  whole  organ  were  removed.  The 
abdomen  was  then  washed  out  with  saline  solution,  and  large  quantities  of 
fluid  and  clotted  blood  were  washed  out.  As  a  portion  of  the  tail  of  the 
pancreas  was  damaged,  a  drainage  tube  was  inserted  in  the  left  loin  through 
a  stab  puncture.  The  patient  was  transfused  with  50  oz.  of  normal  saline, 
and  did  not  appear  to  be  much  the  worse  for  the  operation.  The  abdomen 
was  closed  with  silk  sutures. 

From  the  third  to  the  eighth  day  after  the  operation  the  temperature 
varied  from  100°  to  104-6°.  For  the  first  three  days  the  patient  was 
delirious,  apparently  in  consequence  of  the  injury  to  the  head.  On  August 
12,  four  days  after  the  operation,  the  glands  of  the  groin,  axillae,  and  neck 
were  found  to  be  enlarged  and  tender.  There  was  no  pain  in  the  long  bones 
as  has  been  noticed  in  other  cases.  The  patient,  however,  complained  for 
some  days  of  attacks  of  pain  in  the  epigastrium.  On  the  15th  a  red  rash 
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like  that  of  scarlet  fever  was  observed  on  his  abdomen  and  thighs  ;  the 
rash  faded  on  the  following  day.  There  was  no  sore  throat  or  sign  of  scarlet 
fever.  The  patient  quickly  became  emaciated  and  complained  of  great 
thirst,  but  not  specially  of  feeling  hungry.  The  skin  later  became  very 
<irv  and  desquamated  freely.  In  spite  of  his  high  temperature  and  cerebral 
disturbance,  he  never  appeared  to  be  dangerously  ill.  The  wound  healed 
by  first  intention.  He  left  the  Infirmary  at  the  end  of  the  fifth  week  feeling 
quite  well.  At  the  time  of  the  accident  his  weight  was  6  st.  7  lb.,  and  on 
his  departure  he  weighed  6  st.  4  lb.,  having  regained  all  but  3  Ibs.  The 
glands  in  the  groin,  axillae,  and  neck  had  returned  to  their  normal  size. 

Examination  of  the  Blood. — The  blood  was  examined  on  August  16, 
and  was  found  to  contain  3,500,000  red  corpuscles  per  cubic  millimetre. 
There  were  8  white  cells  to  700  red.  A  specimen  stained  with  methyl  blue 
and  eosin  showed  the  white  corpuscles  to  be  of  the  following  varieties  : 
lymphocytes,  52  per  cent ;  multipartite,  42  per  cent ;  and  eosinophile, 
6  per  cent.  The  haemoglobin  was  50  per  cent  of  the  normal  amount.  On 
August  26  the  haemoglobin  was  70  per  cent  of  the  normal  amount. 

The  following  description  of  the  excised  organ  should  have  been 
added  to  the  report  of  Mr.  Rutherford  Morison's  interesting  case  of 
"  Excision  of  the  Spleen  for  Injury,"  published  in  the  "  Mirror  of 
Hospital  Practice,"  in  The  Lancet  of  January  7. 

The  spleen  measured  12-5  cm.  in  length  and  9  cm.  in  breadth.  It  weighed 
248  grains.  Two  obvious  lacerations  presented  the  following  features  : 
The  first  began  3  cm.  below  the  upper  extremity  of  the  organ  on  the  external 
surface,  when  it  extended  for  2  cm.  and  involved  the  whole  substance  for 
practically  that  distance.  On  the  internal  surface  this  tear  passed 
horizontally  inwards  for  3  cm.  and  then  obliquely  downwards  and  inwards 
to  terminate  in  front  of  the  hilum.  The  total  extent  on  this  surface  was 
5' 5  cm.  and  its  average  depth  was  equivalent  to  half  the  thickness  of  the 
spleen.  The  second  laceration  commenced  at  the  anterior  border  11  cm. 
below  the  upper  extremity  of  the  spleen,  and  passed  along  the  whole  breadth 
of  the  outer  surface  with  a  slight  upward  inclination.  Though  shallow,  for 
the  most  part  amounting  to  little  more  than  a  stripping  of  the  capsule,  here 
and  there  it  extended  to  a  depth  of  £  cm.,  while  at  the  posterior  border  the 
laceration  involved  the  entire  substance  for  1£  cm.  On  the  inner  surface 
it  passed  horizontally  to  the  hilum  and  was  0-75  cm.  in  depth.  Above  and 
below  the  actual  laceration  on  this  surface  the  capsule  was  stripped  over 
two  quadrilateral  areas  of  about  6  square  cm. 


CASES   ILLUSTRATING   THE   SURGERY  OF  THE   STOMACH. 

(Clinical  Society's  Transactions,  London,  March,  1899.) 
PYLOROPLASTY. 

The  first  case  that  I  wished  to  show  this  evening  is  a  patient 
whose  case  was  published  in  full  in  the  Lancet  of  February  16,  1895. 
Unfortunately  she  is  snowed  up  at  home,  and  could  not  come  as  she 
had  promised  to  do. 

The  operation  of  pyloroplasty  was  performed  on  her  October  16, 
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1894.  She  was  the  first  patient  on  whom  I  had  done  this  operation. 
The  day  before  the  operation  (October  15)  the  patient  weighed  5  st.  1  lb., 
her  stomach  required  daily  washing  out,  and  would  retain  only  the 
smallest  quantity  of  liquid  nutriment.  She  was  dependent  almost 
entirely  on  nutrient  enemata.  At  the  present  time  she  writes  to  say, 
"  I  weigh  10  st.  12  Ibs.,  can  eat  anything,  and  never  felt  better." 

The  only  exceptional  feature  in  this  case  is  the  fact  that  the  patient 
has  more  than  doubled  her  weight  since  the  operation,  otherwise  the 
result  is  such  as  my  experience  has  led  me  to  expect  after  operation 
on  suitable  cases. 

In  the  Lancet  of  February  26,  1898,  I  published  an  abstract  of 
eleven  consecutive  cases  on  which  I  had  operated,  and  wrote  a  paper 
on  pyloroplasty.  It  is  therefore  unnecessary,  and  would  be  tedious, 
to  go  over  all  of  the  matter  contained  in  that  paper  again,  so  I  shall 
merely  state  the  conclusions  at  which  I  have  arrived,  based  upon 
what  was  found  in  the  case  that  was  to  have  been  shown  (in  every 
respect  a  typical  one),  and  on  subsequent  cases. 

Pyloroplasty  is  the  best  operation  for  cases  of  simple  pyloric 
stricture.*  The  stomach  dilatation,  consequent  on  the  stricture, 
ceases  to  cause  any  trouble  after  pyloroplasty,  therefore  no  infolding 
of  the  stomach  wall  or  other  method  of  diminishing  its  size  is  desirable. 

Gastro-enterostomy  is  attended  by  special  dangers  when  the 
stomach  is  dilated,  and  should  only  be  used  when  pyloroplasty  is 
impossible.  The  ordinary  anterior  gastro-enterostomy  should  never 
be  done  when  the  stomach  is  largely  dilated. 

The  diagnosis  of  pyloric  stricture  is  based  upon  the  history  and 
the  physical  signs. 

The  history,  that  of  long-standing  dyspeptic  symptoms,  fre- 
quently those  of  gastric  ulcer ;  of  vomiting,  the  vomited  matter  con- 
sisting of  food  retained  after  it  should  have  left  the  stomach,  or  of 
yeasty  offensive  material,  or  both. 

Of  the  physical  signs  one  is  constant,  viz.  the  evidence  of  dilata- 
tion of  the  stomach.  One  is  frequent,  viz.  a  small,  movable,  tender 
nodule  in  the  neighbourhood  .of  the  pylorus.  In  addition  to  confirm- 
ing the  diagnosis  the  nodule  signifies  that  the  operation  will  be  an 
easy  one. 

The  preparation  of  the  patient  is  that  for  an  ordinary  abdominal 
case.  Washing  out  the  stomach  is  neither  advantageous  nor  free 
from  risk. 

The  Operation. — The  stomach  is  opened  an  inch  and  a  half  above 
the  pylorus,  and  a  finger  is  introduced  to  feel  the  pyloric  orifice  from 


*  /  still  believe  this  to  be  true — the  after-history  of  the  cases  proves  it. 
Suitable  cases  are  now  rare. 


sri«;i(  \L     CONTRIBUTIONS— ABDOMINAL  B18 

inside.  The  stricture  is  measured,  and  a  guide  is  passed  through  into 
the  duodenum.  The  stomach  incision  is  carried  on  through  the 
pylorus  as  near  its  centre  as  possible,  and  onwards  into  the  duodenum 
for  one  inch.*  The  longitudinal  incision  is  sutured  transversely.  The 
first  suture  of  catgut,  to  which  I  draw  special  attention,  is  continuous 
and  goes  through  all  the  coats  of  stomach  and  duodenum.  This 
suture  is  meant  only  to  secure  watertight,  firm  closure,  and  arrest  all 
bleeding.  The  first  line  of  suture  is  buried  by  an  interrupted  one  of 
fine  silk  Lembert  sutures  (a  continuous  overhand  suture  should  never 
be  used  for  the  purpose  of  securing  permanent  union,  because  of  its 
interference  with  a  proper  blood-supply  ).f 

The  operation,  performed  in  the  manner  indicated,  is  a  safe  one, 
for  I  have  done  it  nineteen  times,  and  all  the  patients  have  recovered 
(an  additional  case  operated  on  last  Tuesday  makes  the  number 
twenty). 

The  after-treatment  has  nothing  special  about  it. 

The  prognosis  is  unreservedly  good.     Relapses  do  not  occur.  J 

PYLORECTOMY. 

CASE  1. — The  first  case  I  have  to  show  is  a  woman,  J.  H.,  age  40,  whose 
case  was  fully  reported  in  the  British  Medical  Journal,  February  19,  1898. 

For  five  months  previous  to  operation  she  had  pain  after  food.  For 
two  months  vomiting.  On  her  admission  to  the  infirmary  she  was  confined 
to  bed  from  weakness,  and  was  much  emaciated.  A  freely  movable  tumour, 
the  size  of  a  Tangerine  orange,  was  found  under  the  umbilicus. 

Pylorectomy  was  done  on  October  21,  1897.  On  November  13,  1897 
(the  first  time  she  was  able  to  go  upstairs  to  be  weighed),  her  weight 
was  6  st.  7  Ibs. 

Present  Condition. — She  feels  as  well  as  ever  she  did,  and  can  eat  any- 
thing. Her  weight  is  8  st.  (her  normal  weight). 

Microscopically,  the  growth  removed  (sections  of  which  will  be  shown 
later  with  the  others)  is  a  scirrhous  carcinoma. 

CASE  2. — J.  W.,  age  48.  Two  months  before  his  admission  to  the 
infirmary  he  felt  a  burning  and  discomfort  after  food,  which  gradually 
increased  until  he  could  take  no  solid  food.  He  had  never  vomited.  He 
had  become  pale  and  weak,  and  had  lost  fully  a  stone  in  weight.  Beneath 
the  upper  end  of  the  left  rectus  abdominis  muscle,  immediately  below  the 
costal  margin,  a  hard  nodulated  tumour  could  be  felt  ascending  and  descend- 
ing with  respiration.  On  turning  the  patient  on  to  his  right  side  the  tumour 
moved  over  for  two  inches. 

*  In  Binney's  "  Operative  Surgery"  this  is  described  as  the  way  NOT 
to  do  it.  I  still  believe  it  to  be  better  titan  tin1  original  Heineke-Mickulicz. 

t  It  is  still  true  to  say  that  the  interrupted  suture  allows  of  a  better 
blood-supply. 

%  It  is  quite  true,  so  far  as  I  still  knon\  iliat  relapse  of  the  stricture 
does  not  occur,  but  fresh  ulceration  may  cause  recurrence  of  symptoms. 
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Pylorectomy,  September  12th,  1898.  A  large  malignant  growth,  reach- 
ing to  within  a  quarter  of  an  inch  from  the  pylorus,  but  not  involving  it, 
was  excised  along  with  the  pylorus. 

Present  Condition.— This  patient  is  at  regular  work  as  a  riveter,  and  is 
earning  33s.  a  week.  He  says  that  he  feels  quite  well  and  can  eat  anything. 
On  October  8,  1898,  he  weighed  8st.  3  Ibs.,  and  now  he  weighs  9  st.  8|  Ibs. 

Microscopically,  the  growth  is  encephaloid  cancer. 

CASE  3. — B.  A.,  a  woman,  age  41,  had  symptoms  of  gastric  ulcer  twenty- 
two  years  ago.  She  got  well  in  a  short  time,  and  remained  so  till  fourteen 
months  ago,  when  she  had  what  she  thought  was  a  return  of  her  old  pain. 
Ten  months  ago  vomiting  commenced,  and  latterly  she  had  been  unable  to 
retain  any  solid  food.  Her  stomach  was  much  dilated.  In  the  neighbour- 
hood of  the  pylorus,  a  hard,  freely  movable  tumour,  the  size  of  a  walnut,  was 
found.  She  was  very  thin  (weight  before  the  operation  6  st.  11  Ibs.),  weak, 
and  anaemic. 

Pylorectomy,  September  19,  1898.  The  specimen  removed  shows  the 
pyloric  orifice  to  be  contracted  to  the  size  of  a  slate  pencil  by  a  growth 
which  surrounds  it.  Attached  to  the  growth  are  three  enlarged  and 
infiltrated  glands.  Microscopically,  the  growth  and  glands  are  adeno- 
carcinoma. 

Present  Condition. — The  patient  says  "  she  can  eat  more  than  she  can 
get,  as  she  is  a  widow  and  has  to  work  hard  to  keep  her  family."  She  appears 
to  be  in  excellent  health,  and  weighs  8  st. 

CASE  4. — Male,  age  38,  had  rheumatic  fever  seventeen  weeks  ago,  and 
recovered  slowly.  Six  weeks  ago  he  commenced  to  vomit,  and  had  done  so 
every  day  since.  He  had  become  pale  and  anaemic,  and  had  lost  22  Ibs.  in 
weight.  He  was  admitted  under  the  care  of  Dr.  George  Murray,  and  was 
transferred  to  me  for  surgical  treatment.  During  the  few  days  of  his  stay 
in  hospital  previous  to  operation,  it  was  observed  that  the  tumour  was 
increasing  in  size.  The  tumour,  which  was  the  size  of  a  cocoa-nut,  moved 
freely  with  respiration  and  on  manipulation.  Weight  previous  to  operation 
9  st.  11  Ibs. 

Pylorectomy,  October  18,  1898.  On  opening  the  abdomen  the 
tumour,  though  very  large,  was  freely  movable,  and  could  be  drawn  out. 
A  chain  of  enlarged  glands  running  along  the  lesser  curvature  as  far  as  the 
cardiac  orifice  was  also  discovered.  I  decided  to  remove  the  growth  and 
glands  as  freely  as  seemed  possible.  So  far  as  I  could  judge,  this  necessitated 
taking  away  the  pyloric  half  of  the  organ.  So  much  had  been  excised  that 
it  was  not  possible  to  bring  the  ends  together  if  the  duodenum  was  split  as 
in  my  ordinary  operation.  The  method  I  adopted  appears  to  me  to  have 
considerable  advantages  over  Billroth's  plan.  The  cut  duodenum  was 
attached  to  a  portion  of  the  posterior  wall  of  the  stomach,  and  the  gap 
left  in  the  remainder  of  the  stomach  was  sewn  up.  The  sutured  portion 
was  then  folded  into  a  triangular- shaped  tongue,  which  was  doubled  over 
and  fixed  to  the  anterior  wall  of  the  duodenum,  thus  strengthening  the 
junction  and  relieving  tension. 

Present  Condition. — The  patient  appears  to  be  in  robust  health,  and 
can  eat  anything.  His  weight  is  11  st.  8  Ib. 

The  large,  thick  growth  involves  the  pylorus,  which  is  but  little  con- 
tracted by  it,  for  it  admits  my  forefinger  readily.  Microscopically,  it  is 
colloid  cancer.  The  glands  show  a  similar  structure. 

CASE  5. — J.  R.,  age  41,  had  pain  and  vomiting  after  food  for  five  months. 
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He  had  not  vomited  blood.  He  had  lost  3  st.  in  weight  since  the  commence- 
ment of  his  illness,  and  was  in  very  feeble  condition  when  admitted  to  my 
wards.  He  did  not  know  where  he  was  and  has  no  recollection  of  the  events 
preceding  and  succeeding  his  operations.  His  stomach  was  much  dilated, 
and  he  vomited  much  sarcinous  matter.  A  small  tumour  could  occasionally 
be  felt  in  the  neighbourhood  of  the  pylorus.  Weight  6  st.  10  Ib.  Pylor- 
ectomy,  February  9,  1899.  The  excised  pylorus  is  seen  to  be  surrounded 
by  a  narrow  ring  of  new  growth  which  tightly  constricts  it.  Some  enlarged 
infiltrated  glands  are  attached  to  the  specimen.  In  this  operation  no  blood- 
vessel required  a  ligature.  Microscopically,  the  growth  was  scirrhous  cancer. 

The  patient  says  he  feels  quite  well,  and  during  the  six  weeks  which 
have  elapsed  since  the  operation  he  has  gained  a  stone  in  weight,  now  weigh- 
ing 7  st.  10£  Ibs. 

Last  night  my  house  surgeon  and  I  carefully  examined  each  of  these 
patients,  and  neither  of  us  could  find  any  evidence  of  disease.  Of  this  fact 
the  gentlemen  present  can,  however,  satisfy  themselves. 

On  the  question  of  appetite  I  am  also  able  to  give  a  favourable  report, 
as  I  had  the  opportunity  at  York  of  seeing  each  of  these  people  do  justice  to 
such  a  lunch  as  would  have  satisfied  any  ordinary  human  being. 

[The  growths  excised  and  microscopic  sections  of  them  were 
exhibited.] 

The  following  are  my  conclusions  on  pylorectomy  for  cancer, 
based  upon  these  cases  : 

Pylorectomy  for  cancer  is  a  good  operation. 

Mobility  of  the  pyloric  tumour,  when  one  can  be  felt,  is  the  guide 
as  to  whether  an  operation  should  be  attempted. 

Two  types  of  gastro-intestinal  cancer  are  recognizable  clinically 
(the  histological  character  of  the  growth  has  no  bearing  on  this  state- 
ment) : 

1.  A  flat  tumour  formation  which  blocks  any  orifice  it  involves 
by  its  size,  and  diminishes  the  motor  activity  of  the  part  invaded  by 
its  rigidity.     It  grows  rapidly. 

2.  An  annular  form,  the  first  sign  of  which  is  obstruction  pro- 
duced by  the   constriction   of.  the   part   attacked.     It  grows   slowly, 
occasionally  very  slowly,  and  remains  as  a  localized  annular  stricture 
for  a  considerable  time.     The  more  nearly  the  growth  approaches  to 
the  second  type,  the  more  satisfactory  the  case  for  operation. 

A  simple  ulcer  surrounded  by  inflammatory  induration  (of  which 
I  have  recorded  a  case,  British  Medical  Journal,  February  19,  1898), 
and  a  tuberculous  tumour  of  the  pylorus,  of  which  I  have  seen  one 
example,  are  indistinguishable  clinically  from  cancer.  In  the  latter 
case  the  true  nature  of  the  growth  was  not  suspected  till  after  micro- 
scopic examination. 

Gastro-enterostomy  is  serviceable  in  very  few  cancer  cases.  It 
should  not  be  regarded  as  a  substitute  for  pylorectomy,  which  is  a 
safer  operation,  but  should  be  reserved  for  cases  in  which  the  symptoms 
are  definitely  due  to  pyloric  obstruction,  and  the  pylorus  is  irremov- 
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able.  Even  in  the  most  favourable  circumstances  it  gives  but  short 
relief  in  cancer  cases. 

The  operation  (Fig.  8)  described  by  me  in  the  British  Medical 
Journal,  February  19,  1898,  has  been  performed,  so  far  as  I  know, 
seven  times,  twice  by  my  colleagues  Dr.  Hume  and  Mr.  Williamson, 
five  times  by  myself.  All  the  patients  recovered. 

This  operation  does  not  take  more  than  an  hour  to  complete, 
and  has  been  followed  by  no  greater  shock  or  constitutional  disturbance 
than  any  other  abdominal  operation.  The  same  absence  of  shock 
and  constitutional  disturbance  was  noted  in  the  patient,  half  of  whose 
stomach  I  removed.  The  only  special  risks  of  the  operation,  leakage 
from  defective  sutures  and  septic  infection  from  the  opened  stomach 
and  intestine,  are  avoidable. 


Fig.  8.— PYLORECTOMY — First  Stage. 

There  are  two  anatomical  points  which  I  wish  to  add  to  my 
already  published  description  of  the  operation,  as  having  a  bearing 
upon  it.  The  duodenum  is  divided  immediately  below  the  pylorus, 
the  first  step  in  my  operation. 

The  first  point  to  which  I  wish  to  draw  attention  is  the  peritoneal 
covering  of  the  cut  portion  of  duodenum.  The  peritoneum  covers  not 
more  than  half  of  it.  It  does  not  entirely  surround  it,  as  stated  in 
the  anatomical  text-books.  This  necessitates  very  careful  sewing  of 
the  thin  inner  surface  of  the  duodenum. 

The  second  point  is  the  relation  of  the  gastro-duodenal  artery. 
If  it  often  ran,  as  described  in  the  books,  immediately  under  the 
pylorus  or  the  first  portion  of  the  duodenum,  division  of  it  or  of  its 
main  branches  would  frequently  be  unavoidable.  In  all  of  my  cases, 
with  the  exception  of  that  in  which  half  the  stomach  was  excised, 
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neither  the  gastro-duodenal  nor  the  right  gastro-epiploic  artery 
divided,  only  small  pyloric  branches  had  to  be  tied.  The  reason  for 
this  is  obvious,  if  the  usual  course  of  the  gastro-duodenal  artery  be 
borne  in  mind. 


A  HISTORY  OF  THE  AFTER-PROGRESS  OF  FIVE  CASES  OF 
PARTIAL  GASTRECTOMY  FOR  CANCER  OF  THE  PYLORUS.1 

(The  Lancet,  January  11,  1902,  p.  86.) 

CASE  1. — The  patient  was  a  woman,  age  40  years.  For  five  months 
previously  to  the  operation  she  had  pain  after  food  and  for  two  months 
she  had  vomiting.  On  her  admission  into  the  Newcastle  Royal  Infirmary 
she  wras  confined  to  bed  from  weakness  and  was  much  emaciated.  A  freely 
movable  tumour  of  the  size  of  a  Tangerine  orange  was  found  under  the 
umbilicus.  Pylorectomy  was  performed  on  October  21,  1897. 

From  the  time  the  patient  left  the  hospital  she  was  perfectly  well  until 
May,  1900.  She  was  able  to  eat  and  to  digest  any  ordinary  food  and  worked 
regularly  at  her  household  duties.  On  November  13,  1897,  she  weighed 
6  st.  8  lb.,  and  on  December  31,  7  st.  9  Ib. ;  on  February  11,  1898,  7  st.  13J  Ib.  ; 
on  December  9,  1898,  8  st.  3  lb.  ;  and  on  March  3,  1899,  7  st.  13£  lb.  In 
May,  1900,  the  patient  began  to  have  uneasy  sensations  after  food,  with 
rumbling  and  water-brash,  and  she  discovered  a  lump  in  her  epigastrium. 
These  symptoms  gradually  got  worse,  until  she  was  unable  to  take  any  solid 
food.  She  was  re- admitted  into  the  infirmary  on  July  18.  Previously  to 
this  she  had  vomited  three  times.  Her  general  condition  was  good.  Under 
the  abdominal  scar  there  was  a  definite  hard,  nodular,  and  tender  tumour 
about  3  in.  across  and  2  in.  from  above  downwards.  It  was  adherent  to 
the  anterior  abdominal  wall,  but  moved  slightly  with  respiration.  The 
stomach  was  dilated.  There  were  no  signs  of  dissemination.  On  the  24th 
her  abdomen  was  opened.  The  scar  was  adherent  to  the  stomach  ;  there 
was  a  large  tumour  extending  from  the  pyloric  end  of  the  stomach  along 
the  lesser  curvature  nearly  to  the  oesophagus,  and  along  the  greater  curvature 
to  within  4  in.  of  it.  Near  the  duodenal  end  the  growth  wras  adherent  to 
the  liver,  but  did  not  appear  to  involve  the  latter.  There  were  several 
enlarged  glands  in  the  lesser  omentum.  The  abdomen  was  closed,  nothing 
being  done.  The  patient  made  a  good  recovery  from  this  exploration.  On 
August  7  her  weight  was  reduced  to  6  st.  9  lb.  On  September  14  the  patient 
was  reported  to  be  worse.  She  had  frequent  retching  and  was  unable  to 
take  solid  food.  In  October  she  was  getting  worse  and  was  only  kept  com- 
fortable by  living  upon  liquid  food  and  taking  sedatives.  In  December, 
1900,  three  years  and  two  months  after  the  first  operation,  she  died  at  home. 
There  was  no  necropsy. 

CASE  2. — The  patient  was  a  male,  age  48  years.  Two  months  before 
his  admission  into  the  Newcastle  Royal  Infirmary  he  felt  a  burning  and 


1  This  note  is  written  in  response  to  an  editorial  request  for  the  further  history 
of  these  cases  made  in  The  Lancet,  in  which  a  report  of  them  was  published  (vide 
The  Lancet,  April  1,  1899,  pp.  901  and  911).  The  cases  were  exhibited  at  the 
Clinical  Society  of  London  on  March  24,  1899,  and  published  in  vol.  xxxii.  of  the 
Society's  Transactions. 
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discomfort  after  food,  which  gradually  increased  until  he  could  take  no  solids. 
He  had  never  vomited.  He  had  become  pale  and  weak,  and  had  lost  fully 
a  stone  in  weight.  Beneath  the  upper  end  of  the  left  rectus  abdominis 
muscle,  immediately  below  the  costal  margin,  a  hard  nodulated  tumour  could 
be  felt,  ascending  and  descending  with  respiration.  On  turning  the  patient 
on  to  his  right  side  the  tumour  moved  over  for  2  in.  Pylorectomy  was 
performed  on  September  12,  1898. 

After  the  operation  the  patient  rapidly  improved  and  went  to  work 
in  December.  On  August  7,  1899,  he  reported  himself.  He  looked  in  good 
health,  and  was  able  to  eat  and  to  digest  ordinary  food.  He  weighed  10  St., 
which  was  his  normal  weight.  He  was  working  regularly  from  6  a.m.  to 
5  p.m.  and  earning  8s.  a  day.  On  September  28  he  was  well  ;  on  February 
5,  1900,  he  complained  of  not  feeling  so  well  as  before,  and  had  lost  7  Ib. 
since  the  previous  September.  There  were  no  stomach  symptoms,  but  there 
was  a  small  nodule  in  the  skin  of  the  abdominal  wall  immediately  to  the 
right  of  the  scar.  There  were  no  other  signs  of  recurrence  or  dissemination. 
On  August  29  he  returned  with  a  large  mass  in  the  epigastrium,  firmly 
adherent  to  the  parietes.  He  complained  of  pains  shooting  to  the  shoulder. 
There  was  no  vomiting  or  other  stomach  symptom.  From  this  time  he 
steadily  got  worse,  and  died  on  November  3,  1900,  two  years  and  two  months 
after  the  operation.  Dr.  J.  Ingram,  of  Wallsend,  under  whose  care  the 
patient  had  been,  was  fortunate  and  enthusiastic  enough  to  obtain  a 
necropsy.  There  was  no  sign  of  growth  in  the  stomach  itself.  The  suture 
line  formed  a  firm  fibrous  ring  which  just  admitted  two  fingers.  The  glands 
surrounding  this  orifice  were  enlarged  and  infiltrated  with  growth,  but  they 
were  quite  easily  separated  from  the  stomach.  The  liver  was  studded 
throughout  with  large  masses  of  growth. 

CASE  3. — The  patient  was  a  woman,  age  41  years.  Fourteen  months 
previously  she  had  gastric  pain,  vomiting  commenced  ten  months  before, 
and  latterly  she  had  been  unable  to  retain  any  solid  food.  Her  stomach 
was  much  dilated.  In  the  neighbourhood  of  the  pylorus  a  hard,  freely 
movable  tumour  of  the  size  of  a  walnut  was  found.  She  was  very  thin, 
weak,  and  anaemic,  and  weighed  6  st.  11  Ib.  Pylorectomy  was  performed 
on  September  19,  1898. 

After  the  operation  the  patient  quickly  improved,  and  on  March  24, 
1899,  she  weighed  8  st.  She  was  very  well,  and  able  to  work  and  to  maintain 
her  family  until  May,  when  she  began  to  have  stomach  symptoms — burning 
in  the  epigastrium,  with  retching  and  loss  of  appetite.  On  July  13  she  came 
to  the  infirmary.  She  looked  very  ill.  Her  stomach  symptoms  had  increased 
and  there  was  a  large  hard  mass  in  the  epigastrium  which  appeared  to  be  a 
malignant  growth.  On  August  10  she  was  much  worse  ;  the  mass  was 
larger  and  she  had  severe  diarrhoea.  She  died  in  December,  1899,  one  year 
and  three  months  after  the  operation.  There  was  no  necropsy. 

CASE  4. — The  patient  was  a  male,  age  38  years.  Six  weeks  before 
admission  he  commenced  to  vomit,  and  had  done  so  every  day  since.  He 
had  become  pale  and  anaemic  and  had  lost  22  Ib.  in  weight.  A  tumour  of 
the  size  of  a  cocoanut,  moving  freely  on  respiration  and  on  manipulation, 
was  found  in  his  epigastrium.  During  the  few  days  of  his  stay  in  hospital 
previously  to  operation  it  was  observed  that  the  tumour  was  increasing  in 
size.  His  weight  was  9  st.  11  Ib.  Pylorectomy  was  performed  on  October  18, 
1898. 

On  September  15,  1899,  the  patient  returned  to  report  himself.     He 


SURGICAL     CONTRIBUTIONS— ABDOMINAL  319 

appeared  to  be  in  perfect  health  and  was  able  to  take  ordinary  food,  and 
had  gained  2  st.  6  Ib.  in  weight.  In  September,  1900,  he  wrote  to  say  that 
he  was  perfectly  well  and  had  gained  a  further  7  Ib.  He  sent  his  photograph 
and  this  made  him  look  robust.  In  March,  1901,  he  was  perfectly  well  and 
was  able  to  eat  anything.  At  this  time  he  was  working  as  a  timekeeper  for 
twelve  days  out  of  every  fortnight.  He  had  lost  4  Ib.  since  September,  1900. 
At  the  latter  end  of  this  month  he  had  a  febrile  attack,  accompanied  by 
much  pain  in  the  right  side  of  the  chest,  said  to  be  due  to  influenza  and 
pleurisy.  Convalescence  from  this  illness  was  slow  and  incomplete,  and 
he  began  to  lose  ground.  By  June  he  had  lost  another  16  Ib.  On  July  19 
he  returned  to  the  infirmary.  There  were  signs  of  a  large  local  recurrence 
with  deposits  in  the  liver.  He  had  lost  other  12  Ib.  On  August  2  he  was 
re-admitted  into  the  infirmary  ;  he  was  then  extremely  jaundiced,  thin, 
and  ill.  The  mass  in  the  epigastrium  had  increased  and  the  liver  was  much 
enlarged.  There  was  a  good  deal  of  pain  and  frequent  vomiting.  On 
September  19,  1901,  two  years  and  eleven  months  after  the  operation,  he 
died  at  home.  There  was  no  necropsy. 

CASE  5. — The  patient  was  a  male,  age  41  years.  He  had  been  ill  and 
vomited  after  food  for  five  months  ;  he  had  also  vomited  blood.  He  had 
lost  three  stones  in  weight  since  the  commencement  of  his  illness  and  was 
in  a  very  feeble  condition.  His  stomach  was  much  dilated  and  he  vomited 
sarcinous  matter.  A  small  tumour  could  occasionally  be  felt  in  the  neigh- 
bourhood of  the  pylorus.  He  weighed  6  st.  10  Ib.  Pylorectomy  was  per- 
formed on  February  9,  1899. 

On  March  24,  1899,  he  weighed  7  st.  10£  Ib.  He  stated  that  he  felt  in 
good  health,  and  that  he  could  eat  ordinary  food.  Shortly  after  this  he 
became  ill  again,  with  pain  and  vomiting.  He  gradually  got  worse  and  died 
at  home,  so  far  as  we  could  learn,  about  six  months  after  the  operation. 
There  was  no  necropsy. 


CURE  OF  ASCITES  DUE  TO  LIVER  CIRRHOSIS 
BY  OPERATION. 

NOTES  OF  A  SECOND  SUCCESSFUL  CASE  AND  OF  A  POST-MORTEM 

EXAMINATION. 

(Lancet,  May  27,  1899.) 

Dr.  Drummond  and  I  have  already  published  a  paper1  on  the 
cure  of  ascites  due  to  liver  cirrhosis  by  a  surgical  operation.  The 
design  of  the  operation,  as  we  then  pointed  out,  was  to  relieve  the 
obstructed  portal  circulation  by  the  establishment  of  an  efficient 
anastomotic  one.  I  propose  to  offer  now  further  evidence,  both  of  a 
clinical  and  post-mortem  character,  that  this  can  be  successfully 
accomplished. 

A  man,  age  42  years,  was  sent  to  me  in  January,  1897,  by  Mr.  G. 
Longbotham,  of  Middlesbrough,  complaining  of  swelling  of  his  bowels.  It 
appeared  that  eight  weeks  previously  he  had  felt  unfit  to  attend  to  his 

1  Brit.  Med.  Jour.,  Sept.  19,  1896. 
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business  from  weakness,  having  an  uncomfortable  puffed-up  feeling  after 
meals,  and  being  somewhat  swollen.  Since  the  beginning  of  the  year  the 
swelling  had  increased  very  rapidly.  Except  for  a  history  of  three  attacks 
of  pneumonia,  always  in  the  left  lung,  there  was  nothing  to  note  in  his 
previous  health,  and  his  family  history  was  excellent.  With  regard  to 
alcohol,  he  said  that  he  never  took  more  than  a  pint  of  beer  to  his  dinner 
and  supper,  and  very  occasionally  a  glass  of  whisky,  and  that  he  had  always 
been  temperate.  This  statement  was  corroborated  by  his  wife  and  by  Mr. 
Longbotham.  His  arms,  his  legs,  and  his  chest  had  got  much  thinner  since 
his  illness  commenced.  His  organs,  with  the  exceptions  to  be  presently 
noted,  appeared  to  be  sound.  His  abdomen  was  much  swollen  and  it  felt 
tense.  All  the  signs  of  a  large  collection  of  free  fluid  were  present.  No 
liver  dullness  could  be  distinguished.  His  spleen  was  so  much  enlarged 
as  to  fill  the  left  iliocostal  and  lumbar  spaces  and  to  bulge  forward  the 
left  flank.  A  distinct  notch  was  felt  in  the  tumour,  showing  it  to  be  spleen, 
in  a  line  drawn  from  the  umbilicus  to  the  ninth  left  costal  cartilage  and 
midway  between  the  two.  Never  having  seen  so  large  a  spleen  before  in 
liver  cirrhosis,  before  deciding  to  operate  I  asked  Dr.  Drummond  to  see  the 
patient.  He  concluded  ,that  the  ascites  and  enlarged  spleen  were  due  to 
liver  cirrhosis,  and  advised  operation. 

The  operation  was  performed  on  Jan.  12,  1897,  under  chloroform.  The 
abdomen  was  opened  midway  between  the  umbilicus  and  ensiform  cartilage, 
sufficiently  to  admit  my  index  finger  for  exploratory  purposes.  The 
characteristic  hard,  hobnail  surface  which  was  felt  on  reaching  the  liver 
left  no  further  doubt  as  to  the  diagnosis,  and  the  parietal  incision  was  extended 
from  the  ensiform  cartilage  to  the  umbilicus.  I  then  introduced  my  hand 
into  the  abdomen  and  projected  my  finger  against  the  anterior  parietes  3  in. 
above  the  pubes,  and  made  an  opening  sufficiently  large  there  to  admit  a 
glass  drain  into  the  recto- vesical  pouch.  About  2  gallons  of  fluid  escaped 
from  the  upper  opening  and  through  the  tube.  Through  the  upper  opening 
a  perfect  view  of  the  liver  and  spleen  was  obtained.  The  liver  presented 
the  typical  appearance  of  the  ordinary  form  of  alcoholic  cirrhosis,  and 
although  diminished  in  size,  was  not  so  much  contracted  as  we  expected  it 
might  be  from  the  diminished  liver  dullness.  The  spleen  was  enlarged  to 
at  least  six  times  its  normal  size.  After  emptying  the  peritoneal  cavity  and 
drying  it  with  sponges,  the  anterior  surface  of  the  liver,  the  outer  surface  of 
the  spleen,  the  exposed  coils  of  intestine,  and  the  parietal  peritoneum  were 
all  firmly  sponged  and  the  omentum  was  attached  by  sutures  widely  to  the 
parietal  peritoneum  lining  the  anterior  abdominal  wall,  as  described  in  the 
paper  to  which  I  have  referred  above.  The  whole  of  the  upper  wound  was 
closed  by  deep  and  superficial  sutures,  and  the  glass  drainage-tube  was 
left  projecting  and  firmly  gripped  below.  Wide,  long  strips  of  strapping 
were  applied  firmly  over  the  dressing  from  the  epigastrium  down  to  the 
drainage-tube.  The  nurse  who  was  left  in  charge  was  directed  to  keep  the 
dressing  dry  by  frequently  emptying  the  tube  with  a  pump.  The  operation 
was  completed  at  12.45  p.m.  The  after-progress  of  the  case  was  as  follows. 
Fluid  was  drawn  off  at  2.15  p.m.,  at  2.45  p.m.,  at  3.15  p.m.,  at  3.45rp.m., 
at  4  p.m.,  at  4.30  p.m.,  at  5.15  p.m.,  at  6.10  p.m.,  at  7  p.m.,  at  7.40  p.m., 
at  9.15  p.m.,  at  10.15  p.m.,  and  at  12  midnight.  The  total  amount  of  fluid 
drawn  off  since  the  operation  was  8  oz.  4  dr.  On  Jan.  13  fluid  was  drawn 
off  at  2.30  a.m.,  at  4.30  a.m.,  at  6  a.m.,  at  7.40  a.m.,  at  9.15  a.m.,  at  10.40 
a.m.,  at  12.35  p.m.,  and  at  2.45  p.m.  The  total  drawn  off  during  the  twenty- 
four  hours  was  6  oz.  6  dr.  On  the  15th  fluid  was  drawn  off  at  6.15  a.m., 
at  9  a.m.,  at  1.30  p.m.,  at  3  p.m.,  at  10  p.m.,  and  at  12  midnight,  and  on 
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the  16th  at  1  a.m.,  3  a.m.,  and  at  6.JJO  a.m.  The  total  for  the  twenty-lour 
hours  was  4  o/.  The  wound  was  dressed  for  tin  first  time  on  the  18th,  when 
the  glass  tube  was  removed  and  a  small  india-rubber  one  \vas  inserted.  On 
this  day  and  on  the  19th  and  liOth  the  dressing  was  frequently  changed  to 
keep  the  wound  dry.  The  wound  was  dry  all  the  nighl  of  the  21st,  and  on 
the  2(>th  the  india-rubber  tube  was  taken  out.  The  patient  went  home  on 
the  28th  with  the  wound  healed  except  where  the  drainage-tube  had  been. 
The  general  recovery  of  the  patient  requires  no  note.  From  the  surgical 
point  of  view  it  was  straightforward.  It  was,  however,  evident  during  the 
last  few  days  of  his  stay  in  Newcastle  that  he  was  much  depressed  mentally, 
and  after  his  return  home  the  depression  increased,  and  for  three  weeks  he 
was  alternately  depressed  and  excited.  This  feature  seems  to  me  to  be 
deserving  of  more  attention  than  would  have  been  given  to  the  same  in  an 
ordinary  case,  for  it  may  possibly  be  one  of  the  special  risks  of  this  operation. 
Dr.  Drummond  has  brought  before  the  Northumberland  and  Durham 
Medical  Society  at  various  times  cases  of  liver  cirrhosis  complicated  by 
peculiar  nervous  symptoms,  and  in  <jne  patient  who  died  he  was  unable  to 
find  any  change  in  the  nervous  system  to  account  for  the  symptoms.  In 
that  case  the  liver  was  in  an  advanced  stage  of  cirrhosis,  there  was  no  ascites. 
and  there  was  a  very  large  vein  of  Sappey  connecting  the  portal  with  the 
systemic  circulation.  The  explanation  given  by  Dr.  Drummond  of  the 
attacks — viz.,  that  they  were  due  to  intestinal  products  finding  their  way 
directly  into  the  systemic  circulation  without  any  liver  influence  being 
brought  to  bear  on  them — is  in  accordance  with  the  fact  that  this  patient 
was  on  several  occasions  rescued  from  an  apparently  hopeless  coma  by  the 
administration  of  a  brisk  purgative  and  also  with  the  results  of  experiments 
on  the  liver  functions.  Ten  months  after  the  operation  my  patient  was 
shown  at  a  meeting  of  the  Northumberland  and  Durham  Medical  Society. 
He  appeared  then  to  be  in  excellent  health  and  said  that  he  felt  perfectly 
well.  His  spleen,  though  considerably  less,  was  large  enough  to  be  easily 
felt.  There  was  no  sign  of  fluid  in  the  abdomen.  I  next  heard  definitely 
of  him  in  January,  1899.  A  well-known  insurance  office  wrote  asking  me 
to  report  on  the  nature  of  the  operation  performed  two  years  previously. 
He  had  been  passed  by  the  medical  adviser  of  the  company  as  a  first-class 
life,  but  before  completing  the  insurance  I  was  consulted. 

The  only  difference  between  this  operation  and  those  previously 
recorded  by  me  was  in  the  position  of  the  parietal  incision.  The  main 
opening  in  this  case  was  made  above  the  umbilicus,  and  the  second 
was  only  large  enough  to  admit  a  drainage-tube  below  that  point. 
The  importance  of  avoiding  the  chance  of  a  ventral  hernia  will  be  seen 
later. 

The  patient  in  the  first  successful  case,  a  woman,  attended  the  Medical 
Section  at  the  annual  meeting  of  the  British  Medical  Association  at  Carlisle, 
eight  months  after  the  operation,  and  was  then  apparently  in  perfect  health. 
The  abdominal  cicatrix  had  yielded  to  some  extent,  producing  a  ventral 
hernia.  This  was  the  result  of  a  cough  which  had  troubled  her  for  some 
months,  and  imperfect  suturing  :  but  the  hernia  occasioned  no  inconvenience 
and  was  kept  in  place  by  an  abdominal  belt.  Two  years  after  the  operation 
this  patient  called  on  me  concerning  her  ventral  hernia.  During  this  time 
she  had  felt  strong  and  well,  had  led  an  active  and  happy  life,  and  had  per- 
formed all  the  duties  of  her  household.  Latterly  a  troublesome  cough  had 
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led  to  a  marked  increase  in  the  size  of  the  hernia,  and  her  belt  had  ceased  to 
be  a  sufficient  support.  She  was  anxious  to  have  the  hernia  radically  cured, 
and  considering  the  trouble  which  it  was  causing,  the  certainty  that  it  would 
get  worse,  and  the  good  condition  she  was  in,  I  could  not  refuse  to  undertake 
the  operation.  The  operation  was  performed  on  Oct.  5,  1897,  by  a  method 
of  my  own,  without  opening  the  peritoneum.  The  only  peculiarity  observed 
was  that  the  sub-peritoneal  vessels  were  large  and  bled  freely.  She  recovered 
in  an  hour  from  the  immediate  effects  of  the  operation,  but  towards  evening 
became  very  restless  and  complained  of  pricking  pains  and  numbness  in  her 
arms  and  legs.  Next  morning,  after  a  restless  night,  I  found  her  distinctly 
jaundiced,  and  complaining  still  more  of  the  numbness  and  pain  in  her  arms 
and  legs,  which  were  very  tender  when  touched.  The  jaundice  and  restless- 
ness increased,  and  on  the  second  day  after  the  operation  she  became 
comatose  and  died  at  night,  deeply  jaundiced. 

Post-mortem  Evidence. — At  the  necropsy,  Mr.  W.  G.  Richardson  removed 
the  whole  of  the  abdominal  viscera  and  the  parietes,  excepting  the  skin,  en 
masse.  He  then  injected  the  whole  from  the  trunk  of  the  portal  vein.  I 
showed  the  specimen  at  a  meeting  of  the  Northumberland  and  Durham 
Medical  Society  on  Nov.  11,  1897,  and  in  demonstrating  it  said  :  1  "  The 
liver,  spleen,  and  the  intestines  are  seen  to  be  attached  to  the  parietes  chiefly 
by  numerous  band-like  adhesions.  (Many  of  these  seemed  to  contain  little 
except  a  blood-vessel  and  in  several  of  them  such  vessel,  was  4  in.  in  length.) 
The  omentum  also  is  firmly  adherent  over  the  anterior  abdominal  wall  by 
strong  bands.  In  all  of  these  adhesions  innumerable  injected  vessels  are 
readily  seen  passing  from  the  omentum  and  viscera  to  the  parietes.  Many 
of  them  are  fully  the  size  of  a  normal  radial  artery.  The  sub-peritoneal 
plexus  of  vessels  forms  a  dense  large  network. 

This  specimen  establishes  our  belief  that  an  efficient  anastomotic 
circulation  can  be  brought  about  by  operation.  There  can  also  be  no  doubt 
that  this  patient  was  cured  of  ascites  and  that  useful  life  was  prolonged  to 
her  for  two  years  by  the  operation.  A  further  examination  of  the  specimen 
shows  the  liver  to  be  much  atrophied  and  degenerated.  The  spleen  is  at 
least  four  times  its  normal  size.  It  is  quite  evident  that  the  obstructed 
portal  circulation  has  nothing  to  do  with  the  splenic  enlargement— in  this 
case  at  all  events — for  the  new  anastomotic  circulation  is  clearly  more  than 
sufficient  to  compensate  for  any  diminution  in  size  of  the  portal  vein." 

Dr.  Bolam  reported  as  to  the  microscopic  condition  of  the  liver  : 
"  Typical  cirrhosis  with  much  fatty  degeneration.  Fibrous  tissue  well 
formed.  .  .  .  So-called  new  bile-ducts  present  in  numbers,  liver  cells  show- 
ing extreme  fatty  degeneration  in  all  zones,  and  normal  cells  few  and  situate 
in  central  portion  of  lobule." 

In  another  case  I  have  performed  the  operation  for  the  cure  of 
ascites,  and  though  the  case  is  of  no  value  in  forming  an  estimate  of  the 
worth  of  the  method,  I  think  it  is  right  to  report  it,  as  the  introducer  of 
a  new  operation  should  be  expected  to  offer  the  whole  of  his  experience 
concerning  it. 

The  patient,  a  woman,  age  54  years,  was  sent  to  me  by  Dr.  Welsh, 
of  Felton,  when  she  was  very  ill.  She  was  an  excessively  stout  woman,  and 
had  enormous  distention  of  the  abdomen.  Eighteen  months  previously  she 
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noticed  her  legs  to  be  swollen  for  the  first  time.  One  year  previously,  though 
always  very  stout,  she  found  herself  getting  stouter,  and  this  was  most  noted 
in  the  abdomen.  Up  to  two  months  ago  she  was  able  to  attend  to  her 
business  and  felt  fairly  well,  then  the  swelling  of  her  abdomen  and  legs,  which 
had  been  steadily  increasing,  incapacitated  her,  and  for  the  last  three  weeks 
she  had  been  confined  to  her  bed.  Her  mother  died  from  '  consumption  ' 
and  her  father  from  pneumonia  ;  all  her  father's  family  had  had  delicate 
chests,  and  her  only  sister  had  died  from  *  consumption.'  Eight  years 
previously  the  patient  had  had  pneumonia  and  bronchitis,  to  which  she  was 
subject,  but  otherwise  her  health  had  been  good.  A  year  after  this  she  had  a 
rupture  at  the  navel. 

When  I  saw  her  on  March  5,  1897,  her  legs  and  abdomen  were 
enormously  swollen,  and  beyond  ascertaining  that  there  was  a  quantity  of 
free  fluid  in  her  abdomen  and  some  albumin  in  her  urine,  I  learned  nothing 
from  careful  physical  examination.  On  March  6  I  tapped  her  and  removed 
5£  gallons  of  ordinary  ascitic  fluid.  This  made  no  appreciable  difference 
in  the  size  of  the  swelling,  but  I  thought  that  I  could  now  feel  that  the  bulk 
of  the  enlargement  was  due  to  a  round  elastic  tumour.  On  March  18  I 
opened  her  abdomen  and  found  in  addition  to  a  quantity  of  ascitic  fluid  an 
enormous  multilocular  cyst.  The  abdominal  incision  was  extended  so  as 
to  include  the  umbilicus  and  the  sac  of  a  hernia,  and  these  were  excised. 
After  separating  the  adherent  omentum  the  tumour  was  found  to  be  of  the 
left  ovary  and  to  be  buried  in  the  broad  ligament.  An  extensive  enucleation 
was  necessary  for  its  removal,  but  very  little  blood  was  lost.  The  liver  was 
seen  to  be  cirrhotic  and  the  spleen  and  the  omental  vessels  to  be  enlarged, 
so  the  omentum  was  sutured  across  the  anterior  abdominal  wall.  The 
abdomen  was  closed  without  drainage.  For  the  first  week  after  the  operation 
the  patient  was  exceptionally  well,  and  looked  as  if  there  was  no  doubt  as  to 
her  recovery.  Then  she  had  an  attack  of  diarrhoea,  with  some  vomiting ; 
she  became  lethargic,  and  she  refused  her  food.  On  March  27  it  was  noticed 
that  her  pulse  had  become  markedly  intermittent.  She  steadily  went 
downhill,  and  died  on  March  29,  on  the  eleventh  day  after  the  operation.  A 
post-mortem  examination  limited  to  the  abdomen  corroborated  the  opinion 
formed  at  the  operation.  There  was  some  free  fluid  in  the  abdomen.  Both 
kidneys  were  in  an  advanced  cirrhotic  condition,  not  smaller  than  normal, 
but  markedly  granular  on  the  surface,  with  adherent  capsules.  There  were 
no  surgical  complications.  I  think,  judging  by  the  symptoms  and  the 
result  of  the  limited  post-mortem  examination,  that  death  was  due  directly 
to  the  kidney  lesion. 

It  is  more  rare  than  I  thought  to  see  uncomplicated  cases  of  liver 
cirrhosis  and  ascites.  Valvular  heart  lesions,  thoracic  aneurysm, 
albuminuria,  and  glycosuria,  are  the  most  frequent  complications 
which  I  have  met  with,  and  each  would  seem  to  contra-indicate  opera- 
tion because  but  seldom  can  the  latter  two  be  temporary.  Of  my  two 
previously  recorded  cases,  one  was  successful  in  curing  the  ascites,  the 
other  was  not.1  The  clinical  diagnosis  of  liver  cirrhosis  was  not  in 
the  latter  case  corroborated  by  surgical  examination  of  the  liver,  and 
Dr.  William  Ewart  suggested  at  a  meeting  of  the  Harveian  Society  of 
London,  on  April  6,  1899,  that  my  case  might  be  similar  to  one  under 
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his  care.  In  his  case  the  operation  failed  to  cure  an  obstinate  ascites 
which  was  believed  to  be  due  to  liver  cirrhosis,  and  his  patient  died, 
like  mine,  several  months  after  the  operation.  In  his  case  the  post- 
mortem examination  showed  a  universally  adherent  pericardium 
stiffened  by  a  layer  of  calcareous  salts  which  must  have  precluded  the 
contraction  of  the  ventricles.  The  liver  was  not  cirrhosed. 

I  have  now  operated  on  four  cases.  Two  were  uncomplicated 
and  were  regarded  as  suitable  cases  for  operation,  and  both  of  them 
were  cured.  In  one  the  diagnosis  was  doubtful,  and  in  another  the 
complications  were  such  as  to  preclude  recovery. 

The  conclusions  which  I  have  come  to  are  as  follows  :  (1)  Ascites 
due  to  liver  cirrhosis  can  be  cured  by  the  establishment  of  an  efficient 
anastomotic  circulation  ;  (2)  Adhesive  peritonitis  produces  adhesions 
between  the  abdominal  contents  and  its  parietes  in  which  new  blood- 
vessels form.  If  there  is  any  demand  for  the  new  blood-vessels  they 
remain  permanently  ;  (3)  The  operation  described  in  the  paper  by 
Drummond  and  myself1  is  the  safest  and  most  certain  method  of  pro- 
ducing adhesions  ;  (4)  It  is  no  longer  advisable  to  treat  the  ascites 
due  to  cirrhosis  by  repeated  tappings  if  the  patient  is  otherwise  sound 
and  in  fair  general  condition.  After  one  or  two  tappings  have  failed, 
operation  offers  the  best  chance  of  prolonged  and  useful  life.* 


PYLOROPLASTY. 

(Edinburgh  Medical  Journal,  August,  1899.) 

No  surgical  operation  has  ever  been  followed  by  more  brilliant 
results  than  pyloroplasty.  The  first  case  on  which  I  performed  the 
operation  was  a  female,  age  48.  The  day  before  the  operation 
(Oct.  15,  1894)  she  weighed  only  5  st.  4  lb.,  her  stomach  required 
daily  washing  out,  and  would  retain  only  the  smallest  quantity  of 
liquid  nutriment.  She  was  dependent  almost  entirely  on  nutrient 
enemata,  and,  to  cut  a  long  story  short,  was  within  a  few  days  of 
death.  The  operation  of  pyloroplasty  was  done  for  her  on  October 
16,  1894. 

In  March,  1899,  in  response  to  my  inquiry,  she  writes  to  say  : 
"  I  weigh  10  st.  12  lb.,  can  eat  anything,  and  never  felt  better." 

The  only  exceptional  feature  in  this  case  is  the  fact  that  the 
patient  has  more  than  doubled  her  weight  since  the  operation,  other- 

*  The  operation,  in  spite  of  the  successful  case  recorded,  should  not 
be  done  till  several  tappings  have  failed. 
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wise  the  result  is  such  as  my  experience  has  led  me  to  expect  after 
operation  on  suitable  cas< -s. 

In  the  Lancet,  London,  of  February  26,  1898,  I  published  an 
abstract  of  eleven  consecutive  eases,  and  there  and  elsewhere,  almost 
in  season  and  out  of  season,  I  have  written  «md  spoken  on  pyloroplasty. 
The  operation  was  introduced  by  Professor  Mikulic/.  of  Hreslau,  for 
stricture  of  the  pylorus,  but  my  knowledge  of  it  was  derived  from 
a  short  note  by  Professor  Senn,  of  Chicago,  to  whom  the  English- 
speaking  surgical  world  is  more  indebted  than  to  any  other  author. 

The  diagnosis  of  pyloric  stricture  is  based  upon  the  history  of  the 
illness  which  is  given  by  the  patient,  and  the  physical  signs  which  arc- 
discovered  by  the  doctor. 

The  history  given  by  the  patient  is  of  long-standing  dyspeptic 
symptoms,  frequently  commencing  with  those  which  are  characteristic 
of  gastric  ulcer,  namely,  pain  aggravated  by  taking  food  and  relieved 
by  vomiting,  or  less  definite  symptoms,  such  as  are  common  to  all 
dyspeptics,  namely,  vertigo,  pronounced  constipation,  depression  of 
spirits,  marked  emaciation,  and  loss  of  appetite.  The  most  suggestive 
point  in  the  history,  however,  is  the  story  which  the  patient  tells  as  to 
vomiting.  Such  a  patient  will  frequently  remark  that  he  vomits  so 
large  a  quantity  that  he  does  not  know  where  it  all  comes  from.  He 
will  also  perhaps  say  that  a  portion  of  cabbage  leaf  or  orange,  or  other 
recognizable  substance,  came  up  undigested  more  than  twenty-four 
hours  after  it  had  been  eaten,  or  he  will  describe  the  vomited  matter 
as  having  a  bad  smell,  and,  in  addition,  having  a  scum  or  froth  floating 
on  it,  which  is  like  yeast.  This  story  is  almost  conclusive  evidence 
of  a  dilated  stomach. 

The  physical  signs  are  two.  One  of  these  is  constant,  the  other 
is  frequently  found  if  carefully  looked  for. 

The  sign  constantly  present  is  the  evidence  of  dilatation  of  the 
stomach.  To  seek  for  this,  the  patient  should  be  laid  flat  on  his  back, 
and  the  abdomen  fully  exposed  and  carefully  watched  for  a  few 
minutes.  In  this  way  the  most  definite  evidence  of  dilated  stomach 
may  be  obtained.  Owing,  I  suppose,  to  the  exposure  of  the  skin 
covering  the  abdomen  to  the  cool  air,  contractions  of  the  stomach 
walls  are  set  up,  and  the  outline  of  the  stomach  can  be  plainly  dis- 
cerned through  the  thin  abdominal  wall.  In  one  case  I  examined  in 
this  way  it  was  easily  seen  that  the  stomach  reached  the  pubic  bone. 
This,  however,  was  an  unusual  amount  of  dilatation.  It  is  more 
common  to  see  the  outline  of  the  greater  curvature  of  the  stomach  in 
the  neighbourhood  of  the  umbilicus.  During  the  time  of  the  contrac- 
tion the  patient  will  sometimes  groan  with  pain,  and  will  blame  the 
swelling  for  all  his  trouble.  He  is  likely  to  say  that  this  same  swelling 
frequently  comes  in  the  evening  and  causes  great  pain,  till  it  produces 
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vomiting,  when  he  is  quite  comfortable  till  food  is  partaken  of  again. 
A  distinct  peristaltic  wave  may  be  seen  to  pass  from  left  to  right  in 
this  swelling  before  its  subsidence.  This  suggests  that  the  swelling 
is  stomach  and  not  colon,  in  which  the  peristaltic  wave  would  pass 
from  right  to  left.  Sometimes,  though  rarely,  I  have  felt  the 
stomach  walls  become  firm  to  the  overlying  hand.  A  very  strong 
contraction  like  that  of  a  pregnant  uterus,  so  far  as  I  know,  does 
not  occur  in  the  stomach  in  chronic  cases,  because  the  dilatation 
is  in  excess  of  the  hypertrophy  at  this  time ;  but  such  strong 
contraction  can  occur  in  the  intestine,  so  that  this  observation  may 
be  of  considerable  diagnostic  service.  If  this  condition  of  pain- 
ful contracting  and  enlarged  stomach  be  present,  there  is  positive 
knowledge  that  the  outlet  is  obstructed  and  that  the  cavity  is  dilated. 
If  no  swelling  becomes  visible  on  exposure,  the  epigastric  region 
should  be  rubbed  and  ballotted,  after  which  visible  peristalsis  should 
again  be  looked  for.  By  the  ballottement  over  the  stomach  further 
evidence  of  stomach  dilatation  will  be  obtained  ;  the  splashing  of 
fluid  contents  will  be  heard  with  each  movement  of  the  hand  or  hands, 
and  that  over  a  larger  area  than  usual,  and  continuing  for  a  longer 
time  than  occurs  in  normal  states  of  the  stomach.  If  these  methods 
fail  to  demonstrate  the  dilatation,  which  from  the  symptoms  should 
be  assumed  to  exist  until  the  contrary  is  proved,  the  two  halves  of  a 
large  seidlitz  powder  may  be  administered  separately,  when  the  gas 
generated  in  the  stomach  will  distend  it  and  make  its  outline  visible. 
If  the  patient,  as  is  not  infrequently  the  case,  has  been  in  the  habit  of 
washing  out  his  stomach,  the  same  result  will  be  more  readily  obtained 
by  blowing  up  the  stomach  with  a  bicycle  pump,  through  the  stomach 
tube,  and  at  the  same  time  the  quantity  of  water  which  the  stomach 
will  hold  may  be  ascertained  by  accurate  measurement.  The  normal 
stomach  will  not  tolerate  more  than  one  quart.  Additional  evidence 
may  be  obtained  from  careful  percussion,  by  which  the  area  occupied 
by  the  stomach  may  be  mapped  out,  and  this  is  still  more  certainly 
done  by  combining  auscultation  with  the  percussion.  This  combined 
method  is  of  considerable  value  when  properly  applied,  and  is  not  suffi- 
ciently practised.  A  binaural  stethoscope  is  essential.  This  is  placed 
over  an  area  under  which  the  stomach  is  certainly  lying,  and  whilst 
listening  over  this  area  the  examiner  gently  flips  the  abdominal  wall 
with  his  finger,  commencing  at  a  part  removed  from  the  stomach, 
and  gradually  approaching  it.  As  soon  as  the  percussing  finger 
strikes  over  the  stomach  area,  the  sound  conveyed  to  the  stethoscope 
is  so  loud  and  characteristic  as  to  be  unmistakable.  By  marking  the 
outline  gradually  all  round,  the  presence  or  absence  of  dilatation  may 
be  determined  with  certainty.* 

*  This  can .  only  be  done  with  x  rays  following  a  bismuth  meal. 
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Unless  dilatation  is  present,  the  case  is  not  a  surgical  one.  The 
lad  of  dilatation  being  settled,  further  useful  information  may  be 
obtained.  The  other  sign  mentioned  as  frequently  to  be  found  is  to 
be  earefully  looked  for. 

A  large  number*  of  pyloric  strictures  are  due  to  cicatricial  contrac- 
tion of  pyloric  ulcers,  and  when  the  ulcer  heals,  a  hard  nodule  is  left. 
Through  the  thin  abdominal  wall,  it  is  surprising  how  small  a  thicken- 
ing can  be  discovered  by  careful  examination.  The  nodule  is  gener- 
ally to  be  found  a  little  to  the  right  of  the  middle  line  and  above  the 
umbilicus,  but  usually  not  far  removed  from  it.  As  a  rule  it  is  tender 
when  pressed  upon,  and  once  touched  the  patient  is  able  to  say  when 
it  has  been  arrived  at  on  subsequent  examinations.  In  addition  to 
making  out  the  presence  of  this  nodule,  the  examiner  should  ascertain 
its  mobility.  This  can  be  done  by  getting  the  patient  to  draw  long 
breaths,  when,  if  the  nodule  is  not  fixed,  it  will  ascend  and  descend 
with  the  respiratory  movements.  Also,  on  turning  the  patient  on  to 
one  or  the  other  side,  its  mobility  or  otherwise  may  be  determined. 
The  presence  of  a  movable  nodule,  in  addition  to  making  the  diagnosis 
complete,  is  of  great  practical  importance,  for  it  means  that  an  opera- 
tion is  demanded,  and  that  it  is  likely  to  be  an  easy  and  successful  one. 

A  patient  comes  with  the  history  of  long-standing  stomach 
trouble,  tells  a  story  of  foul  vomitings,  especially  towards  night,  is 
very  thin,  has  a  largely  dilated  stomach,  and  a  nodule  which  is 
movable  at  the  pylorus.  The  diagnosis  is  cicatricial  stricture  of 
the  pylorus,  with  secondary  dilatation  of  the  stomach.  What  is  the 
treatment,  and  what  is  the  prognosis  ?  Treatment  by  medicine  and 
by  diet,  if  it  has  not  already  been  proved  a  failure,  can  promise  nothing 
but  at  the  best  slight  palliation  of  the  symptoms.  A  semi-starvation 
diet  of  easily  digested  fluid  foods  may  enable  the  patient  to  live  in 
comparative  comfort  for  some  time  longer,  so  may  regular  washing  out 
of  the  stomach,  but  to  regain  good  health  an  operation  is  essential. 
The  pyloric  stricture  cannot  be  cured  by  medicine,  or  by  diet,  or  by 
lavage,  and  it  is  unusual  to  find  now  a  patient  object  to  operation, 
when  the  facts  are  fairly  laid  before  him.  A  patient  sent  to  me  by 
Dr.  Kimpster,  of  Gateshead,  gave  a  history  which  illustrates  remark- 
ably well  the  course  of  such  cases.  For  eight  years  he  had  been  a 
martyr  to  dyspepsia,  and  had  tried  all  sorts  of  treatment.  For  a  time 
he  had  usually  obtained  a  certain  amount  of  relief  from  each  new 
form  of  treatment  tried.  During  the  eight  years  of  his  illness,  in  spite 
of  periods  of  improvement,  he  had  made  sure  progress  downhill.  He 
had  been  a  very  big,  strong  man,  originally  weighing  over  16  st.,  and 
leading  the  healthy  life  of  a  sporting  country  gentleman.  When 
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Dr.  Kimpster  saw  him  he  had  been  an  invalid  almost  entirely  confined 
to  the  house  for  several  months,  and  was  only  able  to  exist  by  limiting 
his  diet  to  peptonised  milk  and  by  frequently  washing  his  stomach 
out.  Notwithstanding  the  fact  that  the  patient  had  been  advised  in 
London  that  an  operation  was  unlikely  to  benefit  him,  and  would  be 
attended  with  grave  risks,  he  willingly  listened  to  Dr.  Kimpster' s 
suggestion  that  pyloroplasty  should  be  done.  Three  months  after 
the  operation  this  gentleman  was  able  to  enjoy  and  digest  a  beefsteak 
and  porter,  and  had  returned  to  his  active  life.* 

The  gravity  of  pyloroplasty  has,  I  think,  been  over-estimated, 
for  I  published1  eleven  consecutive  cases,  all  of  which  recovered,  and 
I  have  now  operated  on  ten  other  cases,  making  twenty-one  consecu- 
tive cases  without  any  death.  I  feel  confident  that  no  other  grave 
abdominal  operation  could  have  been  performed  with  no  mortality 
on  patients  so  feeble  and  reduced  as  most  of  those  were. 

The  Preparation  of  the  Patient. — The  same  preparation  for  this 
operation  is  needed  as  for  an  ordinary  abdominal  case.  In  my  article 
on  wound  treatment  I  have  given  in  full  detail  the  methods  I  employ 
to  insure  surgical  purity  of  the  skin  of  operator,  assistant,  and  patient, 
and  the  manner  of  preparing  instruments,  etc.,  and  the  dressings  I 
advocate.  The  only  special  preparation  relates  to  the  intestinal 
tract.  Many  of  these  patients  cannot  be  properly  evacuated  by  ordin- 
ary measures,  so  that,  in  addition  to  the  usual  purgative,  I  like  to 
insure  that  their  colons  shall  be  thoroughly  emptied  by  ordering  a 
large  enema  (3  to  4  quarts)  of  salt  water  hot  (1  drachm  of  salt  to  1  pint 
water),  to  be  slowly  administered  through  a  long  tube  and  funnel,  in 
the  knee-chest  position,  for  two  or  three  consecutive  days  before  the 
operation.  The  cleanliness  of  the  colon  allows  full  use  of  nutrient 
enemata  after  the  operation,  should  they  be  needed. 

It  is  usual  to  wash  out  the  stomach  in  these  cases  before  operat- 
ing, and  the  chief  reason  advanced  in  favour  of  this  measure  is  that 
the  stomach  cavity  is  cleansed  before  the  operation,  and  that  there 
is  consequently  less  risk  of  wound  infection  from  its  contents.  I 
doubt  all  this.  It  is  too  mechanical  and  theoretical  a  view  to  com- 
mend itself  to  me,  nor  do  I  think  the  possibility  of  it  being  correct 
sufficient  to  induce  me  to  ask  the  patient  to  suffer  grave  discomfort 
and  some  risk  to  uphold  it,  and  in  my  cases  the  stomach  is  not  washed 
out.  If  the  patient  is  exceptionally  feeble,  I  order  a  small  dose  of 
spirit  to  be  taken  half  an  hour  before  operation,  and  a  nutrient  enema 
of  3  oz.  of  beef-tea  and  milk  to  be  administered.  Before  commencing 


He  is  still  (1915)  in  robust  health. 


1  Lancet,  London,  Feb.  28,  1898. 
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the  operation,  all  instruments  which  may  possibly  be  required  should 
be  prepared  and  ready  for  use.  It  is  important,  in  greater  degree  than 
in  almost  any  other  operation,  to  keep  the  patient  as  short  a  time  as 
possible  exposed  on  the  operating  table,  so  that  no  trouble  should  be 
avoided  which  will  help  to  shorten  the  operation.  The  room  in  which 
the  operation  is  to  be  performed  should  be  well  warmed  (not  less  than 
65°  F.)  before  the  patient  is  brought  into  it.  The  patient  should  be 
well  protected  from  chill  by  bandaging  small  blankets  on  arms  and 
legs,  by  sufficient  woollen  clothing,  and  on  the  table  should  be  sur- 
rounded by  hot  bottles.  I  prefer  in  this,  as  in  most  of  my  operations, 
to  have  chloroform  given  first,  till  the  patient  is  well  under,  then  to 
continue  the  anaesthesia  with  ether,  on  an  Ormesby's  inhaler,  unless 
the  ether  causes  strong  abdominal  respiratory  movements,  when 
chloroform  is  re-administered. 

The  Operation. — The  abdomen  is  opened  between  the  ensiform 
cartilage  and  the  umbilicus,  and  almost  from  one  to  the  other  point. 
In  this,  just  as  in  every  other  operation,  the  external  incision  should 
be  large  enough  to  allow  of  favourable  inspection  and  of  unfettered 
manipulation.  It  has  to  be  borne  in  mind  that  the  patients  are 
thinner  here  than  at  any  other  part  normally,  and  that  the  emaciation 
of  the  patient  added  to  this  makes  it  easy  for  a  careless  operator  to  get 
through  before  he  knows,  and  possibly  wound  the  liver.  There  is 
usually  no  difficulty  in  finding  the  pylorus.  It  is  recognizable  in  the 
normal  condition  by  the  appearance  of  constriction  over  it,  and  the 
thickened  ring-like  feeling  that  it  gives  when  grasped  between  the 
finger  and  thumb.  These  characters  are  usually  made  more  distinct 
in  stricture  cases.  If  any  difficulty  should  be  met  with  in  finding  the 
pylorus  with  certainty,  it  is  best  to  draw  a  portion  of  the  stomach  wall 
to  the  surface  and  follow  the  lesser  curvature  to  it.  Cicatrices  on  or 
near  the  pylorus  confirm  the  diagnosis  of  stricture,  so  do  the  presence 
of  adhesions.  The  absence  of  either  gives  negative  information.  A 
strictured  pylorus  is  usually  thickened,  and  this  thickening  can  be 
felt  as  an  addition  to  the  normal  resistance.* 

When  found,  the  pylorus  is  drawn  well  forward  into  the  abdo- 
minal opening,  and  all  around  it,  boiled  gauze  wrung  out  of  sterile 
normal  saline  is  carefully  packed  into  the  abdominal  cavity  and  over 
the  parietal  wound.  If  more  than  one  piece  of  gauze  is  used,  the 
nurse  in  charge  of  the  sponges  must  keep  account,  and  have  the 
number  of  pieces  as  well  as  the  sponges  written  down  on  a  slate  or  a 
piece  of  paper  for  reference.! 

*  The  pyloric  veins,  as  pointed  out  by  Mayo,  are  also  a  good  guide. 

t  For  some  years  no  gauze  has  been  put  into  the  abdomen  without 
a  tape  and  guide  attached. 
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When  the  pylorus  has  been  completely  isolated,  the  stomach  is 
opened  1J  in.  above  it.  The  easiest  and  safest  way  to  make  the  open- 
ing is  to  pinch  up  a  transverse  fold  (see  Fig.  9),  and  give  one  side  to 
an  assistant  to  hold,  whilst  the  operator  himself  holds  the  other,  and 
to  make  the  opening  with  scissors  in  the  centre.  A  finger  should  then 
be  introduced  into  the  stomach,  to  examine  the  pylorus  from  the  in- 
side. In  cases  of  great  dilatation,  the  antrum  pylori  participates  in 
the  general  enlargement,  and  forms  a  big  pouch  into  which  the  finger 
readily  passes.  An  operator  not  knowing  this  will  sometimes  lose 
valuable  time  in  looking  for  the  pylorus  at  the  bottom  of  this  cavity, 
when  it  is  at  the  top.  The  lesser  curvature  of  the  stomach  should  be 


Pylorus 


Duod-enum 


taken  as  the  guide,  and  followed  up  to  the  pylorus.  The  stricture  is 
next  measured,  and  a  guide  is  passed  on  through  it  into  the  duodenum. 
A  large  blunt  director  makes  a  good  guide  (see  Fig.  9) ;  and  if  this 
be  kept  as  near  the  centre  of  the  pylorus  as  possible,  and  projected 
against  the  anterior  wall  of  the  duodenum  about  an  inch  down,  and  the 
stomach  wall,  pylorus,  and  duodenum  be  slit  up  with  scissors  from 
the  first  opening  to  the  point  of  the  director,  a  proper  and  safe  incision 
will  have  been  made.  The  director  must  on  no  account  be  moved 
until  the  whole  incision  has  been  satisfactorily  completed,  for  the 
exact  position  of  the  duodenum  may  be  difficult  to  recognize  if  definite 
landmarks  are  once  lost.  As  soon  as  this  part  of  the  operation  is  satis- 
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factorily  completed,  a  threaded  catgut  suture  is  passed  through  each 
divided  surface  of  the  pylorus.  ;md  the  suture  is  tied  with  a  long  end 
which  carries  the  needle,  and  a  short  end  which  is  clamped  in  forceps 
(Fig.  10).  By  drawing  the  forceps  apart,  the  longitudinal  wound  is 
converted  into  a  transverse  one,  and  is  to  be  sutured  in  that  position. 
The  centre  of  the  now  transverse  wound  may  be  grasped  with  haemo- 


Fig.  10. 

static  forceps  on  each  side  before  commencing  this  suture.  These 
serve  as  a  useful  guide  until  one-half  of  the  first  suture  is  complete. 
This  first  suture  is  of  catgut,  and  the  needles  are  Hagedorn's  (Fig.  11). 
It  goes  through  all  the  coats  of  both  stomach  and  duodenum,  is  con- 
tinuous, and  secures  watertight  firm  closure,  and  arrests  all  bleeding. 
For  several  years  I  have  used  this  method  of  closing  openings  in  the 
stomach  and  intestine,  and  would  like  to  draw  special  attention  to  it 
as  the  most  simple  and  satisfactory  one.  The  suture,  as  will  be  seen 
by  a  reference  to  the  figures,  is  not  a  simple  overhand  one.  The  first 
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turn  after  the  knot  is  looped,  and  this  loop  is  put  in  every  second  or 
third  turn  after.  The  looping  closes  the  angles  well  and  prevents 
any  puckering,  such  as  is  apt  to  occur  with  the  ordinary  continuous 
stitch.  No  trouble  is  taken  to  enfold  any  protruding  mucous  mem- 
brane, and  the  line  of  suture  does  not  look  very  pretty.* 

It  is  meant  to  serve  only  a  temporary  purpose  and  act  solely,  as 
previously  stated.  The  first  line  of  suture  is  buried  by  an  interrupted 
one  of  fine  silk  Lembert  sutures  (Fig.  12).  (A  continuous  overhand 
suture  should  never  be  used  for  the  purpose  of  securing  permanent 
union,  because  of  its  interference  with  a  proper  blood  supply.  )f 


Fig.  11. 


The  best  needle  for  this  purpose  that  I  know  of  is  the  intestinal 
needle  made  for  me  by  Downs,  London.  The  outer  line  of  suture 
should  be  applied  at  and  tuck  in  each  angle  first,  leaving  the  centre 
portion  to  be  dealt  with  last,  and  the  aim  should  be  to  get  the  stomach, 
which  is  lax  and  thick-walled,  drawn  well  down  over  the  thinner 
duodenum.  No  further  interference  with  the  stomach  is  necessary. 
The  dilatation  soon  gets  well  when  its  cause,  the  stricture,  is  removed. 
The  simple  operation  described  is  in  six  cases  out  of  ten  that  required, 
and  any  ordinarily  careful  surgeon  who  will  perform  it  three  times  on 


*  /  now  use   a   suture   which   inverts   the   mucous   membrane  — the 
post-mortem  suture. 

t  Further  experience  has  modified  this  view,  though  it  still  seems  to 
me  of  some  importance. 
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tlu-  eorpse.   can   do   it    in   twenty   minutes.      Ilr«r;mliii;r   the  dillienlf  ics 
in  diagnosis  and   operation   met    with.    I   shall  say  nothing  at    present. 
Most  of  them  are  described  in  the 
paper  previously  referred  to.1 

After  -  treatment.  This  has 
nothing  special  about  it.  At  the 
end  of  twelve  hours,  as  in  an 
ordinary  abdominal  case,  small 
quantities  of  a  mixture  of  equal 
parts  of  milk  and  barley-water 
may  be  given,  and  the  doses  of 
this  are  gradually  increased  dur- 
ing  the  next  three  days,  when 

some  thin  arrowroot  and  milk  may  be  added,  and  milk  pudding  at  the 
end  of  the  week.  A  5-gr.  dose  of  calomel  on  the  third  day,  followed 
by  a  soap  and  water  enema  in  eight  hours,  will  move  the  bowels. 

Recurrence  of  the  stricture  does  not  occur  after  this  operation.* 


DISCUSSION     OX     APPENDICITIS. 

(Northumberland  and  Durham  Medical  Society  :  Reported  in  Journal.) 

The  President,  Mr.  Morison,  drew  attention  to  several  points  which 
seemed  of  interest.  Cases  which  were  slight  at  first  and  then  fulminated, 
indicated  gangrene  of  the  appendix,  and  should  be  operated  upon  promptly. 
It  was  true  that  diffuse  septic  peritonitis  might  be  recovered  from  without 
operation,  though  to  wait  for  such  a  result  was  dangerous  in  the  interests 
of  the  patient,  since  in  this  condition  of  affairs  time  was  of  the  utmost 
value.  The  points  which  he  thought  indicated  operation  were  : — (1)  A 
second  attack  ;  (2)  The  presence  of  a  lump  ;  (3)  An  acute  onset. 


DISCUSSION     ON     H.EMATEMESIS. 

(Northumberland  and  Durham  Medical  Society:   Reported  in  Journal.) 

Mr.  Morison  congratulated  Mr.  Angus  on  the  result  of  his  case.  He 
said  it  was  not  always  an  easy  matter  to  find  the  bleeding  point,  and 
instanced  a  case  of  a  patient  after  repeated  attacks  of  haematemesis  where 
he  had  opened  the  stomach  and  failed  to  find  the  source  of  the  haemorrhage. 
He  also  related  a  case  of  repeated  severe  attacks  of  haematemesis  which  had 
recovered  without  operation.  Unless  he  had  strong  reasons  for  doing  so, 
he  would  not  open  the  stomach. 

*  Recurrence  of  the  symptoms  may,  and  is  due  to  fresh 
ulceration.  Mr.  G.  Grey  Turner  has  recently  reported  all  our  old  cases 
of  pyloroplasty,  and  proved  that  the  results  are  excellent. 

1  Lancet,  London,  Feb.  26,  1898. 
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A  CASE  OF  HYDATID  OF  THE  LIVER  AND  SUPPURATING 
HYDATID    OF    THE    LEFT    LUNG. 

(The  Lancet,  1900.) 

The  early  diagnosis  of  the  presence  of  a  hydatid  cyst  in  the  lung 
is  very  difficult,  and  though  exploratory  puncture  may  afford  definite 
information  in  doubtful  cases,  yet  the  danger  of  rupturing  the  cyst 
during  the  puncturing,  and  of  flooding  the  lungs  with  the  hydatid 
fiuid  is  by  no  means  small,  several  fatal  cases  having  been  recorded. 
When  the  hydatid  has  given  rise  to  an  empyema  the  treatment  is 
much  more  simple.  The  modern  method  of  treating  hydatids  of  the 
liver  by  incision  after  free  exposure  of  the  organ  gives  much  more 
satisfactory  results  than  those  obtained  by  tapping,  as  it  is  possible 
to  remove  every  portion  of  the  parasite,  and  the  cavity  in  the  liver  is 
gradually  obliterated.  For  the  notes  of  the  case  we  are  indebted  to 
Dr.  Henry  Fielden,  house  surgeon. 

The  patient  was  a  single  woman,  age  30  years,  who  was  admitted 
into  the  Royal  Infirmary,  Newcastle-upon-Tyne,  on  March  3,  1899,  com- 
plaining of  a  swelling  in  the  right  side.  She  stated  that  in  August,  1895, 
she  began  to  suffer  from  pain  below  the  right  breast  and  at  the  top  of  the 
right  shoulder,  increased  by  deep  breathing  and  by  swallowing.  The  pain 
on  swallowing  was  so  prominent  a  symptom  that  her  condition  was 
attributed  to  indigestion.  At  Christmas  of  the  same  year  she  noticed  that 
her  right  side  was  becoming  larger  and  at  the  same  time  the  pain  was  more 
marked  than  it  had  been  before.  She  continued  going  about  her  house- 
work suffering  in  this  way  till  August,  1898,  when  she  had  a  severe  attack 
of  pleuritic  pain  in  the  left  side,  which  was  accompanied  by  a  dry  cough. 
For  this  attack  she  remained  in  bed  for  three  days,  and  then  got  up.  She 
had  only  been  up  for  three  days  when,  while  walking  along  a  landing,  she  was 
seized  with  a  violent,  continuous  fit  of  coughing,  which  lasted  from  7.30  p.m. 
to  4.30  a.m.,  and  almost  a  gallon  of  muco-purulent  material  was  expectorated. 
To  her  medical  attendant  the  case  now  assumed  all  the  appearances  of 
phthisis,  and  this  it  was  considered  to  be.  This  appearance  was  rendered  still 
more  deceptive  by  the  occurrence,  twelve  months  previously,  of  haemoptysis. 
Until  she  reached  the  age  of  15  years  her  parents  had  a  dog  living  in  the 
house.  From  the  age  of  18  years  she  was  maid  in  a  hotel,  where  she  was 
accustomed  to  eat  freely  of  green  vegetables.  On  admission  she  had  the 
appearance  of  a  patient  suffering  from  phthisis.  She  had  a  cough  and 
expectorated  a  good  deal  of  muco-purulent  material.  Respiratory  move- 
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UK-MI s  were  much  freer  on  the  right  than  on  the  left  side,  especially  at  the 
base,  and  the  base  of  the  right  chest  bulged.  Percussion  gave  a  resonant 
note  all  over  the  chest  except  over  an  area  of  about  the  size  of  the  palm  of 
the  hand  below  the  scapula  on  the  left  side,  where  there  was  a  great  loss 
ol  resonance  but  not  absolute  dullness.  The  breath  sounds  were  rather 
harsh  on  the  right  side.  At  the  left  base  behind  the  breath  sounds  were 
feeble  and  were  accompanied  by  bubbling  rales.  The  heart  sounds  were 
normal.  There  was  a  large  swelling  in  the  right  hypochondrium,  which 
made  the  ribs  bulge  forward  and  move  with  respiration.  The  swelling  felt 
elastic  and  fairly  tense.  On  percussion  it  was  possible  to  obtain  a  4  hydatid 
thrill.'  The  liver  dullness  was  increased.  A  diagnosis  of  hydatid  of  the 
liver  was  made. 

An  operation  was  performed  by  Mr.  Morison  on  March  9,  1899.  Under 
chloroform  a  transverse  incision  was  made  from  the  right  rectus  in  front 
to  the  quadratus  lumborum  behind,  and  the  liver  was  freely  exposed.  An 
exploring  syringe  was  then  introduced  into  the  liver  and  a  clear  fluid  like 
hydatid  contents  was  drawn  off.  The  liver  was  then  incised,  the  cyst  was 
opened,  and  the  contents  of  the  cyst,  about  half  a  gallon  of  fluid  and  daughter 
cysts,  escaped.  By  the  aid  of  lithotomy  forceps,  sponges,  and  washing 
the  whole  of  the  remainder  of  the  cyst  wall  was  removed.  No  pus  was 
discovered.  A  gauze  drain  and  a  tube  were  then  introduced  into  the  cavity 
and  the  abdominal  wound  was  closed,  except  behind,  where  the  tube  and  gauze 
were  left  projecting  into  the  loin.  For  some  time  the  temperature  remained 
elevated  and  the  cough  was  extremely  troublesome.  On  the  25th  she 
expectorated  some  muco-purulent  material  containing  '  grape  skins.'  The 
base  of  the  left  chest  was  examined  and  was  found  to  present  the  physical 
signs  of  an  empyema.  An  exploring  needle  was  inserted  on  the  29th  and 
pus  was  drawn  off.  On  the  same  day  chloroform  was  administered  and 
portions  of  the  seventh  and  eighth  ribs  were  removed,  and  a  collection  of 
pus  in  the  lung  was  cut  into,  when  a  large  number  of  cysts  escaped.  A 
gauze  drain  and  tube  were  inserted  and  she  had  no  further  bad  symptoms. 
The  cough  almost  entirely  ceased. 

She  was  discharged  on  May  4  ;  she  had  regained  perfect  health,  and 
is  now  in  a  housemaid's  situation. 


RENAL    CALCULUS    LOCALIZED    BY    X    RAYS,    WITH 

SKIAGRAMS. 

(The  Northumberland  and  Durham  Medical  Society : 
Reported  in  Journal,  1900.) 

Mr.  Morison  :  This  oxalate  of  lime  calculus,  about  the  size  of  a 
large  filbert,  was  removed  from  the  kidney  in  the  usual  way,  having  been 
previously  localized  by  the  fluorescent  screen,  and  by  the  faint  shadow 
on  these  skiagrams,  kindly  taken  by  Dr.  Angus.  The  patient  made  a  good 
recovery. 
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TWO   CASES    OF  ASCITES    DUE   TO   CIRRHOSIS   OF   THE 
LIVER,    CURED    BY    OPERATION. 

(The  Northumberland  and  Durham  Medical  Society:  Reported  in 

Journal,   1900.) 

Mr.  Morison  brought  forward  two  patients  whom  he  had  recently 
treated  for  chronic  ascites  due  to  cirrhosis  of  the  liver  by  abdominal 
section  and  epiplorrhaphy.  In  both  instances  there  was  still  some  fluid  in 
the  abdomen,  but  it  was  as  yet  too  early  to  say  whether  a  collateral  circula- 
tion had  been  fully  established  and  the  operation  entirely  successful.  The 
first  case  upon  which  he  had  ever  performed  this  operation  was  completely 
cured,  and  two  and  a  half  years  later,  after  an  operation  for  ventral  hernia 
died,  probably  from  ptomaine  poisoning,  which  in  these  cases  is  apt  to  occur 
owing  to  the  portal  blood,  instead  of  passing  through  the  liver,  going  direct 
into  the  systemic  circulation.  In  two  of  his  most  successful  cases  there 
had  been  marked  enlargement  of  the  spleen. 


CASES  AFTER  OPERATION   FOR  APPENDICULAR   ABSCESS. 

(The  Northumberland  and  Durham  Medical  Society:   Reported  in 

Journal,   1900.) 

I  exhibit  these  cases  in  order  to  illustrate  certain  remarks  and 
opinions  upon  the  subject  of  appendicular  abscess  which  I  wish  to 
express  before  the  members  of  this  Society. 

CASE  1. — This  boy  presented  a  tender  tumour  in  the  right  iliac  fossa 
when  first  seen  on  the  ninth  day  after  the  onset  of  attack.  In  spite  of  the 
absence  of  temperature,  I  operated,  and  found  about  1  oz.  of  pus,  with  a 
perforated  appendix,  and  a  small  stercorolith  in  the  abscess  cavity. 

The  general  opinion  is  that  when  there  is  pus,  operation  is  impera- 
tive. All  agree  with  this  ;  the  presence  of  pus,  however,  is  said  to 
be  difficult  to  diagnose. 

My  point  here  is,  that  if  after  the  fourth  day  there  is  a  tender 
mass,  the  patient  is  the  subject  of  an  appendicular  abscess,  and  ought 
to  be  operated  upon  at  once. 

In  this  case  the  operation  was  performed  on  January  29 — ten 
days  ago  ;  the  abscess  was  on  the  inner  side  of  the  caecum  ;  the 
appendix  was  excised,  and  the  wound  packed  and  drained  into  the 
loin. 

CASE  2. — This  boy  had  seven  attacks.  I  was  sent  for  urgently,  two 
years  ago,  and  found  the  boy  extremely  ill.  I  was  doubtful  whether  he 
then  had  general  peritonitis  or  not,  so  simply  incised  and  drained  the  abscess. 

Six  months  later  he  had  a  similar  illness,  but  on  this  occasion  there  was 
a  localized  mass.  The  abscess  burst  into  colon,  and  pus  was  passed  per 
rectum.  On  two  succeeding  occasions  a  similar  result  occurred. 

During  the  seventh  attack  it  did  not  burst.  He  was  admitted  to  the 
Infirmary,  and  was  again  operated  upon,  the  appendix  being  this  time 
removed. 
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I  advocate  the  removal  of  the  appendix  in  all  possible  abscess 
cases,  because  during  the  last  year  I  have  operated  upon  at  least  six 
cases  where,  after  simple  incision  and  drainage,  the  attacks  have 
recurred.  It  is  not  enough  only  to  incise  the  abscess,  the  appendix 
must  also  be  removed. 

CASE  3. — A  girl.  On  operation  a  hole  was  found  into  the  caecum,  and 
a  very  small  quantity  of  pus  in  the  abscess  cavity.  Bursting  into  the 
caecum  is  not  uncommon  ;  such  a  result  may  terminate  in  recovery  without 
operation,  so  that  we  cannot  say  that  operation  is  always  the  only  chance  of 
recovery,  but  undoubtedly  operation  gives  the  best  chance  by  determining 
the  direction  of  pus  evacuation. 

My  points,  then,  are  briefly  as  follows  : — 

1st. — The  diagnosis  of  pus  is  based  upon  the  presence  of  a  tender 
tumour  in  the  right  iliac  fossa.* 

2nd. — Even  where  there  is  an  abscess  the  appendix  should  be 
removed,  otherwise  the  attacks  may  recur. 

3rd. — Such  abscesses  may  possibly,  by  bursting  into  the  bowel, 
result  in  spontaneous  cure — a  result  neither  to  be  waited  for  nor  relied 
upon. 

Diagrams  were  shown  illustrating  the  diagnosis  not  only  of 
abscess,  but  also  bearing  upon  the  exact  position  of  the  abscess. 

This  was  based  upon  the  site  of  the  appendix,  which  determined 
the  locality  of  swelling. 

The  importance  of  a  previous  knowledge  of  the  exact  site  of  the 
abscess  is  considerable,  surgically  : — 

1.  Inner  side  of  caecum — dangerous. 

2.  Outer  side  of  caecum — much  less  so. 

3.  In    subcaecal   pouch — rumbling   of   caecum    over   abscess,    and 
resonance  on  light  percussion  over  point  of  mass,  are  the  chief  points 
in  diagnosis. 

4.  Abscess   in  pelvis — presence  of  bladder  symptoms   (frequency 
and  pain  on  micturition),  and  in   females  occasionally  menorrhagia. 
The  diagnosis  of  this  class  is  especially  difficult  in  women. 

5.  In   pouch   under   liver — appendix   running   upwards   on   outer 
side  of  caecum,  resembling  kidney  tumour. 

6.  Retrocaecal,  and  into  psoas  sheath.     In  this  case  there  is  slight 
flexion  of  thigh. 

In  reviewing  the  surgical  technique,  Mr.  Morison  laid  stress 
upon  the  importance  of  packing  all  round  the  abscess  before  pus 
escaped  ;  of  working  from  the  outer  side  of  the  caecum  ;  of  a  large 
incision  extending  into  the  loin  ;  and  the  prevention  of  subsequent 
hernia  by  careful  suture  in  layers. 

*  This  fact  is  still  not  realized. 

A  22 
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OVARIAN    TUMOURS    WITH    TWISTED    PEDICLES. 

NOTES  OF  CASES,  BY  EDWARD  GOFTON. 
(Northumberland  and  Durham  Medical  Journal,  1900.) 

The  diagnosis  and  treatment  of  ovarian  cyst  with  twisted  pedicle 
is  one  of  the  most  important  in  surgery. 

The  condition,  when  acute,  is  almost  certainly  fatal  if  unrecognized, 
and  the  operative  treatment  of  it  is  safe  and  eminently  satisfactory. 

There  is  no  general  agreement  as  to  the  cause  of  twisted  pedicle, 
for  it  seems  likely  that  no  explanation  suffices  for  every  case.  The 
most  important  cause  is  probably  to  be  found  in  rotatory  movements 
of  the  tumour,  produced  by  vigorous  intestinal  peristalsis.  Next  to 
this  would  appear  to  come  irregular  growth  of  the  tumour  and  the 
action  on  some  protuberant  cyst  of  the  anterior  abdominal  wall. 
The  alternate  filling  and  emptying  of  the  sigmoid  flexure  and  bladder 
seem  unlikely  factors  in  its  production. 

My  experience  suggests  that  dermoid  cysts  of  the  ovary  are  more 
likely  to  develop  twisted  pedicles  than  others,  possibly  because  of 
their  less  specific  gravity,  and  because  they  seldom  attain  to  any  very 
large  size.  Very  large  or  very  small  tumours  are  not  liable  to  this 
accident,  nor  are  those  still  retained  in  the  pelvis. 

It  is  rare  to  see  a  twisted  pedicle  in  a  tumour  smaller  than  a 
cocoanut  or  large  enough  to  cause  marked  abdominal  distention. 

The  pedicle  must  be  long  enough  to  allow  its  tumour  access  to 
the  general  peritoneal  space.  The  tumour  must  be  non-adherent.  A 
rounded  shape  of  the  tumour,  as  will  be  readily  allowed,  favours  rotation. 

The  twist  involves  the  broad  ligament,  the  Fallopian  tube,  and 
the  ovarian  ligament.  It  is  quite  rare  to  find  the  round  ligament  of 
the  uterus  engaged  in  it. 

Acute  torsion  of  the  pedicle  produces  such  urgent  and  definite 
symptoms  that  every  one  concerned  recognizes  that  the  illness  is  at 
least  a  serious  one.  It  is  not,  however,  sufficiently  appreciated  that 
more  chronic  conditions  exist. 

In  the  most  acute  cases  the  venous  circulation  in  the  tumour  is 
suddenly  arrested  ;  the  cyst  becomes  of  a  dark  plum  colour,  its  wall 
is  thickened  and  cedematous,  and  in  a  few  hours  its  cavity  is  distended 
with  blood. 

The  patient  feels  a  sudden,  severe  pain,  often  produced  by  making 
any  sharp  effort,  as  jumping  out  of  bed,  stooping  to  lace  her  boots,  etc., 
and  turns  sick  and  faint.  Not  infrequently  a  short  time  after  there 
is  a  haemorrhagic  discharge  from  the  uterus.  Pallor  also  is  a  marked 
feature.  In  the  early  stage  this  is  due  to  abdominal  pain  and  shock  ; 
later,  the  amount  of  blood  lost  into  the  cyst  readily  accounts  for  it. 
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If  the  existence  of  a  tumour  has  hern  previously  recognized,  and 
its  mobility  and  favourable  size  makes  this  likely,  a  sudden  increase  in 
its  bulk  will  be  noted.  At  the  same  time  it  becomes  tense  and  tender. 

If  the  course  is  unchecked,  thrombosis  of  the  pedicle  veins  and 
throughout  the  cyst  causes  gangrene  of  it.  and  the  large  dead  tumour, 
acting  as  a  foreign  body,  causes  vigorous  peritonitis,  from  which  the 
patient  usually  dies  in  the  course  of  a  few  days.  Occasionally  firm 
adhesions  shut  the  tumour  off  from  the  general  peritoneal  cavity, 
and  suppuration  in  the  cyst  ensues.  One  of  the  most  overwhelming 
odours  I  have  ever  experienced  was  derived  from  this  source,  and 
this  would  be  expected  when  the  proximity  of  the  bacillus  coli  is 
remembered.  A  still  rarer  termination,  and  one  unlikely  to  occur 
except  in  the  more  chronic  conditions  to  be  described,  is  detachment 
of  the  entire  cyst  from  its  old  connections  and  blood  supply,  with  the 
establishment  of  new  attachments,  particularly  omental,  and  of  new 
blood-vessels  developed  in  the  adhesions,  by  which  the  life  of  the 
tumour  is  maintained. 

Cases  without  such  acute  and  serious  symptoms  are  by  no  means 
uncommon.  In  many  of  these  tumours  I  have  noted  old  scars  in  the 
twisted  pedicle,  which  must  have  been  of  many  months'  duration — 
the  result  of  previous  twists.  A  careful  examination  makes  it  clear 
that  in  the  majority  of  instances  it  is  only  the  last  half-twist  that  is 
causing  serious  symptoms.  Three  half-turns  is  a  common  amount  of 
rotation  to  find,  and  it  is  unreasonable  to  suppose  that  these  all 
occurred  at  the  same  moment.  It  is  reasonable  to  suppose  that  one 
whole  turn  was  already  in  existence,  and  caused  no  serious  vascular 
obstruction,  but  that  the  third  half  suddenly  developed  and  deter- 
mined it.  I  feel  no  doubt,  from  the  histories  given  to  me  by  patients, 
and  from  subsequent  examination  of  their  tumours,  that  pedicles 
twist  and  untwist,  and  that  the  pedicle  circulation  can  recover  from 
a  limited  amount  of  obstruction  again  and  again,  till  finally  it  can  be 
carried  on  against  the  most  impossible-looking  opposition.  I  have 
several  times  removed  tumours  with  a  pedicle  so  much  twisted  as  to 
look  like  a  rope,  yet  without  adhesions  and  with  a  good  vascular 
supply.  These  patients  give  a  history  of  recurring  attacks  of  sudden 
sharp  abdominal  pain,  which  incapacitated  them  for  a  few  hours,  or 
a  day  or  two,  and  left  some  tenderness  behind  for  a  longer  time.  If 
in  the  final  attack  peritonitis  develops,  and  a  small  tumour  becomes 
fixed  in  the  right  iliac  region  by  adhesions,  the  appendix  may  be 
explored,  and  an  ovarian  tumour  with  twisted  pedicle  is  discovered. 

An  ordinary  ovarian  tumour  causes  no  pain  ;  when  such  is  pre- 
sent, twisted  pedicle  is  the  most  probable  cause.  Other  causes  of 
sudden  attacks  of  pain,  followed  by  peritonitis,  in  connection  with 
ovarian  cysts,  are  rupture  of  the  cyst  or  malignant  degeneration  in  it, 
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by  either  of  which  twisted  pedicle  is  simulated.  It  is  probable  also 
that  malignant  degeneration  causes  such  symptoms,  by  rupture  of  a 
cyst  or  cysts,  because  so  far  as  I  can  judge,  it  is  only  the  rapidly  grow- 
ing cysts  which  rupture  spontaneously.  The  traumatic  rupture  of  a 
cyst  by  a  fall,  or  a  blow,  or  other  such  injury,  is  not  likely  to  cause 
difficulty  in  the  differential  diagnosis  ;  but  when  there  is  no  such 
history,  and  sudden  pain,  followed  by  peritonitis,  is  experienced, 
and  an  ovarian  tumour  is  discovered,  the  case  is  very  probably  taken 
for  one  of  twisted  pedicle.  Rapid  growth  of  the  tumour — that  it 
shall  have  reached  a  size  as  large  or  larger  than  an  adult's  head  in  a 
few  weeks — is  in  favour  of  leaking  cyst  and  against  twisted  pedicle. 
By  too  rapid  growth  the  vascular  supply  of  such  a  tumour  fails  to 
keep  pace  with  its  requirements,  its  walls  undergo  fatty  degeneration, 
and  spontaneous  rupture  occurs.  On  the  other  hand,  slow  growth  is 
necessary  for  the  formation  of  a  long  pedicle. 

Other  points  in  diagnosis  are  that  the  pain  is  not  so  severe  and 
the  onset  not  so  acute  in  ruptured  cyst  as  in  twisted  pedicle. 

Evidences  of  pelvic  peritonitis  are  common  in  ruptured  cyst,  for 
fluid  trickles  down  into  the  pouch  of  Douglas,  and  sets  up  inflamma- 
tion there.  In  twisted  pedicle,  peritonitis  is  localized  round  the  cyst 
and  in  the  general  peritoneum. 

In  ruptured  cyst  evidences  of  free  fluid,  ballottement,  and  dullness 
in  both  flanks,  may  be  found.  Both  are  rare  in  twisted  pedicle.  In 
malignant  cases,  in  addition  to  the  presence  of  free  fluid,  hard  nodules 
in  the  omentum  or  in  the  pelvic  peritoneum  may  give  a  clue  to  the 
correct  diagnosis. 

A  subperitoneal  fibroid  of  the  uterus  with  twisted  pedicle  pro- 
duces the  same  symptoms  and  signs  as  ovarian  cyst  with  pedicle 
twist,  and  in  the  only  two  cases  on  which  I  have  operated  this  was  the 
diagnosis  arrived  at.  If  other  fibroids  can  be  felt  in  the  uterus,  or  a 
fibroid  has  been  diagnosed  previous  to  the  twist  and  before  the  conse- 
quent oedema  and  softening  has  altered  the  physical  character  of  the 
tumour,  and  if  the  fact  that  this  accident  may  occur  be  remembered, 
it  is  not  impossible  to  make  a  correct  diagnosis. 

Mesenteric  cysts  occasionally  cause  severe  sudden  attacks  of 
pain  from  no  apparent  cause,  and  I  have  seen  such  cases  lead  to  an 
error  of  diagnosis.  Very  rarely — I  have  only  had  two  cases — a  pyo- 
salpinx  with  a  twisted  pedicle  is  met  with,  and  Pozzi  has  this  year 
recorded  what  he  believes  to  be  the  first  case  of  ectopic  pregnancy 
with  twisted  pedicle. 

On  two  occasions  I  have  mistaken  kidney  tumours  for  ovarian 
cysts  with  twisted  pedicle,  and  the  cases,  I  think,  are  worth  recording. 

CASE  1. — A  woman,  age  27,  a  patient  of  Dr.  Smith,  Ryton,  was  admitted 
to  a  private  hospital  on  July  28,  1897. 
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///s/o/7/.  —Four  years  before  the  patient  felt  an  aching  pain  in  the  lower 
part  of  the  right  side  of  her  abdomen,  which  at  first  was  not  severe,  but  soon 
became  worse  and  obliged  her  to  go  to  bed.  She  was  in  bed  under  medical 
care,  and  was  poulticed  lor  two  or  three  days,  with  the  first  attack.  After 
this  the  pain  recurred  every  two  or  three  weeks,  lasting  two  or  three  days. 
Two  doctors  who  examined  her  said  she  had  a  very  movable  kidney.  During 
the  last  three  weeks  her  bowels  had  been  constipated,  and  she  had  frequent 
desire  to  pass  water.  On  July  21  she  was  seized  with  sudden  severe  pain 
in  her  abdomen,  vomited,  and  turned  faint.  The  pain  was  so  severe  that 
she  could  not  lie  still,  but  rolled  about  the  bed,  could  tolerate  no  bedclothes 
on  her,  and  screamed  loudly  enough  to  disturb  everyone  in  the  neighbour- 
hood. From  this  time  the  pain  and  vomiting  continued,  the  bowels  were 
obstinately  confined,  and  her  whole  abdomen  swelled  and  became  tender. 
She  had  frequent  chills  and  profuse  perspirations,  and  had  not  slept. 

She  had  been  married  four  years,  but  had  no  children. 

As  a  child  she  had  been  delicate,  and  at  14  years  of  age  developed  a 
marked  lateral  curvature  of  the  spine,  which  was  still  present. 

On  admission  she  was  found  to  be  very  thin  and  ill-looking  ;  tongue 
dry  and  coated,  pulse  130,  temperature  100-8°. 

Her  urine  had  a  specific  gravity  1016,  acid  reaction,  no  abnormal  con- 
stituents. 

Examination  of  the  abdomen  showed  marked  swelling,  more  definite 
on  the  right  than  on  the  left.  The  most  prominent  point  was  between  the 
crest  of  the  ilium  and  the  umbilicus.  The  whole  abdominal  wall  was  hard 
from  rigidity  of  the  muscles.  A  large  swelling  extended  from  the  mid-line 
to  the  right  flank,  and  from  the  costal  margin  above  to  Poupart's  ligament 
below.  It  was  very  tender,  elastic,  and  dull  on  percussion  over  the  bulk  of 
it  (the  elastic  feel  gave  us  the  definite  impression  of  a  tense  cyst). 

Operation  (July  28,  1897). — On  opening  the  abdomen,  intestines  and 
omentum  were  seen  adhering  to  a  tumour  lying  in  the  right  side  of  the 
abdomen,  about  the  size  of  a  foetal  head.  Further  examination  showed 
that  this  tumour  was  retroperitoneal  and  cystic.  The  abdominal  cavity 
was  packed  off  and  the  tumour  was  enucleated.  In  doing  this  it  ruptured, 
and  a  large  quantity  of  blood-stained  fluid  escaped.  The  tumour  was  then 
recognized  as  a  dilated  kidney,  and  was  isolated.  An  attempt  was  made 
to  separate  the  pedicle  into  its  constituent  parts,  but  this  was  found  to  be 
impossible.  The  pedicle  was  as  thick  as  my  wrist,  markedly  thickened  and 
cedematous  ;  it  was  clamped  in  forceps,  which  were  left  on. 

The  specimen  was  an  enormously  distended  kidney  with  thickened, 
rotten  walls.  The  distended  pelvis  was  lined  by  purulent  lymph. 

The  patient  recovered,  and  wrote  from  Vancouver  City,  British  Columbia, 
this  year,  saying  her  health  was  excellent. 

The  critical  condition  of  the  patient  did  not  allow  of  prolonged  examina- 
tion of  the  pedicle,  but  all  present  at  the  operation  agreed  with  me  that 
this  was  a  case  of  hydronephrotic  movable  kidney  with  twisted  pedicle. 

CASE  2. — A  woman,  age  27,  patient  of  Dr.  Dryden,  Newcastle,  was 
admitted  to  a  private  hospital  on  May  18,  1898. 

On  the  previous  Friday  (four  days  ago)  she  felt  a  severe  pain  in  the 
right  side  of  her  abdomen  whilst  she  was  sitting  quietly.  It  was  a  severe 
aching,  there  was  no  sharp,  shooting  pain.  Her  abdomen  increased  in  size 
at  once,  and  the  pain  continued.  She  did  not  vomit  at  first,  but  was  soon 
doubled  up  with  the  pain  and  had  to  go  to  bed.  On  the  Friday  night  she 
could  not  sleep,  but  got  up  on  Saturday  morning  and  did  a  little  work,  though 
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in  a  doubled-up  posture  and  with  difficulty.  She  vomited  on  Saturday 
morning  after  breakfast,  and  went  to  bed  on  Saturday  afternoon,  where 
she  had  remained  since,  vomiting  and  pained.  Since  Friday  she  had  passed 
very  little  urine,  but  had  a  frequent  desire  to  micturate.  About  a  month 
before  she  noticed  her  abdomen  larger  than  natural,  but  as  it  caused  her 
no  inconvenience  she  had  paid  no  attention  to  it. 

She  had  had  six  children — five  were  dead,  one  alive.  There  was  no 
disease  in  her  family. 

On  Admission. — She  was  pale,  thin,  and  looked  anxious  and  ill.  Her 
urine  had  a  specific  gravity  of  1010  ;  acid  reaction  and  a  trace  of  albumin  ; 
no  sugar. 

On  examination  of  the  abdomen  it  was  seen  to  be  uniformly  swollen 
and  rounded.  The  greatest  prominence  was  close  to  the  right  of  the 
umbilicus.  It  was  tender  on  palpation  and  rigid — more  tender  on  the 
right  side.  Around  and  below  the  umbilicus  there  was  an  indefinite  area 
of  elastic  resistance,  suggesting  a  tense  cyst  pressing  over  from  the  right. 
The  right  iliocostal  space  bulged  slightly.  Near  the  umbilicus,  for  a  limited 
area  and  extending  to  the  right  flank,  the  abdomen  was  dull  on  percussion. 
There  was  nothing  to  be  felt  in  either  iliac  region  or  per  vaginam. 

Operation  (May  19,  1898). — On  opening  the  abdomen  the  tumour  was 
seen  to  be  retroperitoneal,  with  the  ascending  colon  on  its  anterior  surface, 
and  was  'recognized  as  probably  a  kidney.  The  opposite  kidney  wras 
examined  and  felt  to  be  small,  and  flatter  and  softer  than  normal.  The 
tumour  was  next  exposed,  and  found  to  be  a  distended  kidney.  On  tapping 
it  a  large  quantity  of  brown  (blood-stain)  fluid  escaped.  It  was  clearly 
useless  to  leave  it,  and  it  was  therefore  excised. 

From  the  time  of  the  operation  till  death,  thirty-one  hours  later,  3|  oz . 
of  urine  was  passed. 

The  right  kidney,  which  had  been  excised,  was  the  size  of  a  child's 
head.  The  calices  and  pelvis  were  much  dilated,  and  the  walls  were  |  in. 
thick.  The  kidney  substance  appeared  to  be  healthy  in  parts.  At  the 
commencement  of  the  ureter  there  was  a  constriction  which  only  admitted 
an  ordinary  probe. 

The  clinical  research  report  was  :  "  Sections  of  this  kidney  show  many 
areas  of  chronic  interstitial  fibrosis,  with  fibroid  glomeruli  and  dilatation  of 
tubules.  There  is  no  evidence  of  malignant  disease  or  tuberculosis." 

Post-mortem  Examination. — There  was  no  peritonitis  or  other  wound 
complication.  The  left  kidney  was  very  small,  and  there  appeared  to  be 
no  healthy  structure  in  it.  The  place  of  the  kidney  substance  was  occupied 
by  yellow  nodules  which  appeared  to  be  syphilitic.  The  pelvis  was  relatively 
large,  and  its  junction  with  the  ureter  was  a  mere  thread,  having  a  pinhole 
lumen.  The  ureter  below  was  irregularly  dilated. 

After  the  post-mortem  it  appeared  probable  that  the  urine  passed 
before  death  had  been  in  the  bladder  at  the  time  of  the  operation. 

On  two  occasions  I  have  been  called  upon  to  remove  an  ovarian 
tumour  with  a  twisted  pedicle  during  pregnancy  ;  and  a  short  note 
of  these  cases,  which  were  very  similar,  may  be  of  interest. 

Case  1  was  a  patient  of  Dr.  Hay,  Newcastle-on-Tyne. 

Case  2  was  a  patient  of  Dr.  Bramwell,  Tynemouth. 

Both  were  newly-married  women,  pregnant  for  the  first  time. 
Both  were  four  months  pregnant  at  the  time  the  accident  occurred. 
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CASE  1. — A  month  before  the  attack  she  noticed  a  small  hard  swelling 
in  her  abdomen,  which  she  could  move  freely  about,  it  gave  her  no  trouble, 
and  she  did  not  give  it  any  attention.  Two  days  previous  to  my  seeing 
her,  whilst  stooping,  she  was  suddenly  seized  with  intense  pain  in  her  bowels. 
She  was  sick,  shivered,  and  had  to  be  helped  into  the  next  room  to  bed. 
A  dose  of  morphia  relieved  her  for  the  night,  but  on  the  following  morning 
the  pain  returned,  and  grew  worse  during  the  day.  At  10  p.m.  this  night 
another  dose  of  morphia  was  given,  and  she  slept  at  intervals  till  4  a.m., 
when  she  could  no  longer  rest  for  pain  and  sickness.  Her  temperature 
was  now  101°,  her  abdomen  swollen  and  rigid,  peritonitis  was  evidently 
present.  When  I  saw  her  with  Dr.  Hay,  I  agreed  with  him  as  to  the  presence 
of  a  tense  cystic  abdominal  tumour  in  the  left  umbilical  and  lumbar  region, 
the  size  of  a  foetal  head,  with  acute  peritonitis  complicated  by  pregnancy. 

Operation,  performed  forty-four  hours  after  the  attack  commenced, 
corroborated  the  diagnosis,  and  showed  a  dark  plum-coloured  ovarian 
tumour  with  a  pedicle  twisted  one  and  a  half  times  from  left  to  right.  The 
tumour  was  already  fixed  to  the  peritoneum  over  the  kidney  by  a  few  flimsy 
adhesions.  The  cyst  only  grew  from  a  small  portion  of  the  ovary,  the 
remainder  of  which  was  normal.  Its  contents  were  blood-coloured. 

CASE  2. — The  patient  had  observed  no  definite  lump,  but  thought  she 
was  more  swollen  than  she  ought  to  be.  As  she  was  getting  out  of  bed  in 
the  early  morning  of  June  4,  she  was  seized  with  a  severe  pain  in  the  right 
side  and  the  back,  and  commenced  to  vomit  and  retch.  A  hypodermic 
injection  of  morphia  only  partially  relieved  the  pain,  which  was  intense. 
The  pain  never  entirely  ceased,  and  on  the  following  day  there  were  signs 
of  peritonitis.  When  I  saw  her  with  Dr.  Bramwell,  I  found,  as  he  had 
already  done,  a  rounded  cystic  swelling,  the  size  of  a  foetal  head,  in  the 
right  iliac  fossa,  which  could  not  be  moved  into  the  mid-line,  together  with 
signs  of  peritonitis  and  pregnancy.  Two  days  after  the  commencement  of 
the  attack  I  removed  a  congested  dermoid  tumour  of  the  ovary  of  the 
right  side,  with  twisted  pedicle. 

Both  patients  recovered,  and  in  neither  was  the  course  of  the 
pregnancy  interrupted. 

APPENDIX  OF  CASES  (DR.  GOFTON). 

Table  showing  the  cases  of  ovarian  tumours  with  twisted  pedicles  which 
have  been  under  the  care  of  Mr.  Morison  from  March,  1898,  to  September, 
1900,  in  the  Royal  Infirmary,  Newcastle-upon-Tyne. 


No. 

Name. 

Age. 

Date  of  Admission. 

Result. 

Remarks 

1 

A.  H. 

34 

March  18,  1898 

Recovered 

2 

M.  J.  G. 

23 

March  23,  1898 

3 

I.J. 

47 

May  9,       1899 

[Cyst  suppurating, 

4 

E.L.E. 

28 

Aug.  1,      1899 

j    some  peritonitis. 

5 

A.  L. 

56 

Aug.  13,    1899 

6 

M.  B. 

44 

Aug.  14,    1899 

7 

E.  W. 

21 

Nov.  3,      1899 

8 

M.  D. 

65 

Aug.  6,       1900 

Peritonitis 

9 

M.A.C. 

55 

Sept.  5,       1900 

» 
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CASE  3. — M.  J.  G.,  age  23,  admitted  March  23,  1898. 

History. — Six  months  ago  she  was  confined  ;  after  the  confinement  she 
noticed  that  her  abdomen  did  not  become  smaller. 

Four  months  ago  she  began  to  be  troubled  with  attacks  of  pain  in  the 
abdomen,  and  vomiting  ;  these  would  last  about  three  days. 

She  had  no  trouble  with  micturition. 

On  Admission. — There  were  the  usual  signs  of  an  ovarian  cyst.  At 
the  operation  there  was  found  a  cyst  of  the  left  ovary  lying  in  front  of  the 
uterus  ;  it  was  adherent  to  the  abdominal  wall  and  to  the  intestine  ;  the 
pedicle  was  twisted. 

CASE  4. — E.  L.  E.,  age  28  ;  admitted  August  1,  1899. 
One  month  before  admission  she  was  confined  of  her  first  child.  There 
was  some  ante-partum  haemorrhage,  but  not  to  a  serious  extent,  and  her 
labour  was  otherwise  natural.  At  the  end  of  two  weeks  she  got  up.  It  was 
then  noticed  that  she  was  as  much  swollen  in  her  abdomen  as  when  six 
months  pregnant.  Three  days  before  admission,  late  at  night,  when  in  bed, 
she  was  seized  with  a  sudden  severe  pain  in  the  right  side  of  her  abdomen  ; 
she  shivered,  perspired,  and  vomited.  Previous  to  the  pain  she  had  an 
attack  of  diarrhoea  ;  no  sudden  strain  or  exertion.  Next  day  the  severe 
pain  had  disappeared,  leaving  her  tender  and  uncomfortable.  She 
remained  in  this  state  up  to  admission. 

When  first  seen  her  general  condition  was  good,  the  temperature  being 
normal.  There  was  a  tumour  extending  up  to  the  umbilicus,  and  having 
the  typical  signs  of  an  ovarian  cyst  with  the  addition  of  extreme  tenderness. 
Twenty-four  hours  later  the  temperature  was  100°  and  the  pulse  102.  She 
was  obviously  getting  worse  ;  operation  was  immediately  performed.  A 
cyst  was  found  adherent  to  the  omentum,  small  intestines,  and  parietal 
peritoneum  ;  it  contained  about  four  pints  of  stinking,  creamy  pus.  The 
pedicle  was  tightly  twisted  one  half- turn.  The  cyst  sprang  from  the  right 
side.  The  intestines  were  very  much  injected,  and  there  were  some  flakes 
of  lymph  on  them.  Abdomen  closed  without  drainage. 

She  left  the  Infirmary  in  seventeen  days. 

CASE  6. — M.  B.,  age  44,  admitted  August  14,  1899. 

The  patient  was  a  widow  ;  she  usually  enjoyed  good  health.  Eight 
months  before  admission  she  thought  she  was  getting  very  stout.  On  one 
occasion  she  had  a  sharp  pain  in  the  left  side  of  abdomen  ;  there  was  no 
vomiting  ;  it  got  well  after  thirty-six  hours.  Three  months  later  she  had 
another  attack  of  pain  more  severe  than  before  ;  she  was  very  much  swollen, 
as  if  she  were  pregnant.  One  week  before  admission,  when  getting  out  of 
bed,  she  was  seized  with  a  sudden  severe  pain  in  abdomen  ;  she  shivered, 
perspired,  and  vomited.  The  pain  got  worse  during  the  next  few  days,  and 
her  abdomen  was  so  tender  that  she  could  not  walk  or  allow  herself  to  be 
touched.  At  the  operation  a  large  ovarian  cyst  was  found  reaching  to  the 
umbilicus,  the  surface  was  covered  with  non-purulent  lymph,  and  there 
were  some  adhesions.  The  pedicle  was  tightly  twisted. 

CASE  7. — E.  W.,  age  21,  admitted  November  3,  1899. 

Four  years  before  admission  swelling  of  the  abdomen  was  first  noticed. 
A  year  later  she  had  an  attack  of  abdominal  pain  ;  it  only  lasted  an  hour, 
but  was  very  severe.  The  swelling  was  distinctly  larger  while  the  pain 
lasted.  She  was  admitted  with  an  ovarian  cyst  extending  almost  to  the 
ensiform.  On  the  afternoon  of  the  day  previous  to  operation  she  had  an 
aching  pain  in  the  right  side  of  abdomen  ;  she  perspired,  felt  sickly,  and 


SURGICAL     CONTH I  HI  T  IONS— ABDOMINAL  345 

vomited.  During  the  night  the  pain  became  very  severe  ;  patient  was 
exceedingly  restless  and  unable  to  sleep.  At  the  operation  a  very  tense 
cyst  was  found,  filled  with  deeply  blood-stained  fluid,  and  with  the  pedicle 
tutted  one  full  turn  from  right  to  left. 

CASE  8. — M.  D.,  aged  65,  admitted  August  6,  1900. 

///.y/»r//. --During  the  last  nine  months  she  noticed  that  her  abdomen 
was  gradually  swelling,  but  this  caused  no  discomfort  or  ill-health.  Seven 
days  before  admission  she  was  awakened  from  sleep  by  a  severe  pain  in  the 
abdomen,  which  made  her  vomit  and  perspire  freely.  Poultices  failed  to 
give  any  relief.  Vomiting  persisted,  occurring  almost  every  hour,  but  the 
vomiting  never  became  faecal.  The  bowels,  previously  acting  regularly 
every  day,  had  been  constipated,  and  were  only  moved  by  enemata.  She 
had  pain  on  micturition  since  the  onset,  but  no  increase  of  frequency. 

On  Admission. — She  still  had  severe  pain,  but  much  worse  on  the  right 
side.  The  whole  abdomen  was  distended  and  tender,  but  particularly  on 
the  right  side.  To  the  right  of  the  umbilicus  and  extending  into  the  right 
loin  and  down  to  Poupart's  ligament,  a  rounded,  very  tense,  and  tender 
swelling  was  found  ;  it  was  dull  on  percussion  and  fluctuating. 

At  the  operation  there  was  a  large  ovarian  cyst  of  the  left  side  lying  in 
the  right  of  the  abdomen,  with  its  walls  almost  black.  There  was  some 
peritonitis.  The  cyst  contained  74  oz.  of  blood-stained  fluid.  The  pedicle 
was  tightly  twisted  three  half-turns  from  right  to  left.  On  cutting  across 
the  pedicle  the  vessels  were  seen  to  be  thrombosed.  She  had  very  offensive 
diarrhoea  for  some  days,  and  her  condition  was  critical,  but  eventually  she 
made  a  good  recovery. 

CASE  9. — M.  A.  C.,  age  55,  admitted  September  5,  1900. 

History. — She  had  progressive  enlargement  of  the  abdomen  for  the 
last  twelve  months. 

Two  weeks  ago,  in  the  middle  of  the  night,  she  was  seized  with  sudden 
severe  pain  in  the  abdomen,  which  made  her  vomit  and  perspire.  The  pain 
was  easier  in  the  morning,  but  she  felt  very  sore  for  some  days,  and  has 
been  confined  to  bed  since  the  onset. 

On  Admission. — There  were  signs  of  a  large  ovarian  cyst,  reaching 
almost  to  the  ensiform  cartilage.  There  was  tenderness  over  the  cyst, 
though  it  was  quite  flaccid. 

At  the  operation,  there  was  a  large  multilocular  ovarian  tumour,  with 
one  of  the  largest  cysts  in  front  ;  it  arose  from  the  left  ovary.  The  cyst 
wall  was  dark-coloured,  and  the  fluid  contents  were  blood-stained.  The 
pedicle  was  twisted  one  full  turn  from  left  to  right,  but  the  twist  was  not 
very  tight,  and  on  cutting  across  the  pedicle  only  some  of  the  veins  were 
thrombosed.  There  was  some  lymph  on  the  surface  of  the  cyst. 

The  patient  had  diarrhoea  with  offensive  stools  for  a  few  days,  but 
otherwise  made  an  uninterrupted  recovery. 


Cases  1,  2,  3,  and  4  show  the  relationship  of  twisted  pedicle  to 
pregnancy.  The  pregnant  uterus  helps  a  tumour  to  roll  over  and  twist 
its  pedicle.  The  empty  lax  abdomen  follow- ing  childbirth  gives  it  more 
room  to  twist. 
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SERIES    OF    THIRTY    SPECIMENS    ILLUSTRATING    THE 
PATHOLOGY    OF    APPENDICITIS. 

(Northumberland  and  Durham  Medical  Journal,  October,  1900.) 

Mr.  Rutherford  Morison  and  Mr.  G.  Grey  Turner  showed  a  series  of 
specimens  illustrating  the  pathology  of  appendicitis.  There  were  thirty 
specimens,  nearly  all  from  cases  operated  on  by  Mr.  Morison  during  the 
preceding  twelve  months. 

No  classification  yet  suggested  was  entirely  satisfactory.  That  which 
had  been  adopted  was  pathological,  and  was  chosen  with  the  idea  that  all 
the  processes  found  could  be  arranged  under  the  several  heads  of  the  termina- 
tions of  inflammation.  It  was  as  follows  : — 

A. — Acute  Appendicitis. 

1.  Resolution. 

2.  Fibroid  thickening. 

3.  Ulceration  (i.e.  local  necrosis)  with  perforation. 

4.  Gangrene. 

B. — Chronic  Appendicitis. 

A. — ACUTE  APPENDICITIS. 

2.  Fibroid  Thickening. — There  were  four  specimens  which  showed  very 
well  the  termination  of  the  attacks  in  this  way.     The  best  example  was 
from  a  young  adult  who  had  had  several.     The  whole  organ  was  thickened 
and  rigid.     Just  after  removal  it  felt  hard  and  was  resilient — very  like  a 
child's  penis  erected.     The  specimen  in  section  showed  the  great  thickening 
of  the  walls  without  any  stricture,  ulceration,  or  enterolith.     Another  from 
a  young  lad  showed  thickening,  principally  at  the  caecal  end.     This  had 
led  to  a  certain  amount  of  obstruction  of  the  lumen,  and  the  portion  distal 
to  it  had  become  distended  with  blood.     The  source  of  the  blood  was  a 
tuberculous  ulcer  of  the  appendix.     The  other  two  specimens  showed  very 
well  the  changes  which  take  place  in  the  appendix  in  old  abscess  cases.     One 
from  a  boy  who  had  had  several  abscesses,  one  of  which  had  been  opened 
by  a  surgeon  ;    others  had  burst  into  the  bowel.     Eventually  Mr.  Morison 
removed  the  appendix  during  an  attack.     The  caecal  end  was  very  much 
thickened  and  completely  obliterated  ;    the  distal  end  was  thickened,  but 
still  retained  its  lumen  ;    and  it  was  probably  in  this  bag  of  organisms  that 
his  frequent  attacks  originated.     The  middle  segment  was  merely  repre- 
sented by  a  fibrous  cord,  the  remainder  having  previously  sloughed  away. 
The  other  specimen  showed  an  old  healed  perforation,  with  obliteration  of 
the  middle  segment  and  great  thickening  of  the  walls  of  the   remaining 
parts. 

3.  Ulceration  (local  Necrosis)  with  Perforation. — Fifteen  of  the  specimens 
came  under  this  head.     A  large  proportion  were  from  abscess  cases.     Such 
cases  were  always  operated  upon,  and  as  a  rule  the  appendix  was  removed. 
In  most  instances  one  or  more  enteroliths  were  present.     In  many  of  the 
preparations  the  caecal  end  of  the  appendix  appears  normal  or  only  a  little 
congested,  and  with  its  mucous  membrane  swollen.     About  the  centre  or 
nearer  the  tip,  an  enterolith  is  impacted,  and  at  this  point  the  wall  has 
become  necrosed  and  given  way,   producing  the  perforation.      In   nearly 
all  the  cases  the  enterolith  appears  merely  to  determine  the  site  of  the 
perforation.     It  is  not  uncommon  to  find  the  concretion  free  in  the  abscess 
cavity,  and  in  these  cases  the  perforation  is  of  such  a  size  as  to  have  allowed 
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it^to  pass  through.  There  may  be  several  enteroliths,  one  specimen  con- 
tains three.  Several  preparations  showed  the  necrosis  to  be  consequent  on 
a  stricture.  These  strictures  were  probably  always  due  to  cicatrization 
following  previous  ulceration.  In  one  strictured  appendix  there  were  three 
perforations,  presumably  analogous  in  formation  to  the  distention  ulcers 
seen  in  the  caecum  in  cases  of  stricture  of  the  large  intestine.  There  was 
a  specimen  in  which  an  enterolith  and  stricture  co-existed.  The  stricture 
was  about  the  middle  of  the  appendix,  the  enterolith  was  impacted  above 
it.  The  perforation  was  situated  immediately  distal  to  the  stricture.  At 
the  tip  there  was  a  patch  of  necrosis.  The  wall  opposite  to  the  enterolith 
appeared  as  if  it  would  soon  have  given  way.  The  sequence  of  events  was 
probably  first  stricture  with  distention  distal  to  it,  infection  of  lymphoid 
follicles  by  bacteria  in  the  retained  secretion,  necrosis  of  a  patch  of 
lymphoid  tissue,  and  local  gangrene  of  the  neighbouring  mucous  membrane 
with  perforation.  The  enterolith  was  really  not  a  factor  in  the  production 
of  the  appendicitis,  but  it  appeared  as  if  it  would  have  produced  a  perforation 
had  it  not  been  anticipated.  Other  specimens  showed  quite  localized 
patches  of  necrosis  with  perforation  and  without  any  enterolith  or  stricture. 
In  some  cases  the  swelling  about  the  caecal  extremity  may  have  acted  in 
the  same  way  as  stricture.  In  other  specimens  there  was  no  evidence  of 
such  swelling,  and  the  condition  may  have  been  produced  by  infection  of 
a  patch  of  lymphoid  tissue,  the  infection  occurring  without  any  other 
exciting  cause  than  the  virulence  of  the  organism.  The  common  association 
of  this  variety  with  acute  general  septic  peritonitis  lends  colour  to  this 
view. 

The  enterolith  may  take  the  place  of  and  act  in  the  same  way  as  a 
stricture.  If  impacted,  the  necrosis  is  usually  at  this  point,  but  not 
necessarily  so  In  one  case  the  perforation  was  near  the  tip,  although  the 
concretion  was  impacted  near  the  caecum.  It  had  acted  by  obstructing  the 
lumen,  so  leading  to  distention,  which  had  been  followed  by  the  sequence 
of  events  before  mentioned.  Some  of  the  appendices  were  very  much 
thickened  from  oedema  of  their  walls,  and  with  only  a  tiny  perforation  and 
no  enterolith  or  stricture.  Such,  probably,  have  their  walls  invaded  by 
organisms,  and  are  in  an  early  stage  of  gangrene — this  termination  being 
prevented  by  the  relief  of  the  tension  of  the  contents  allowed  by  the 
perforation. 

Some  of  the  effects  of  previous  disease  in  the  appendix  were  shown  by 
specimens  classed  under  fibroid  thickening.  The  further  events  that  may 
take  place  in  the  unobliterated  distal  portions  were  also  illustrated.  In 
two  such  specimens  there  were  recent  perforations  in  the  unobliterated 
parts.  These  appendices  were  from  acute  abscess  cases,  both  having  had 
many  previous  attacks.  Often  the  appendix  is  very  much  destroyed,  and 
only  fragments  are  found  at  the  operation.  This  was  illustrated  by  some 
examples  from  neglected  abscess  cases.  These  may  be  partly  the  result  of 
maceration  in  pus,  and  not  wholly  the  consequence  of  the  primary  lesion. 

4.  Gangrene. — This  may  be  either  total  or  partial.  The  latter  merge 
into  the  previous  class,  and  it  is  often  difficult  to  determine  to  which  variety 
they  really  belong.  When  the  gangrene  is  total  the  cases  fall  into  a  very 
distinct  group,  and  are  clinically  of  a  very  severe  type,  frequently  with  acute 
general  septic  peritonitis,  and  usually  with  a  localized  peritonitis  having 
few  adhesions  and  a  great  tendency  to  spread.  The  appearance  of  the 
appendix  in  these  severe  types  is  very  characteristic  ;  it  looks  like  a  large, 
tense,  yellow  sausage.  On  section  it  is  found  to  contain  a  few  drops  to  as 
many  drachms  of  stinking  fluid,  and  the  walls  are  completely  necrotic. 
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The  mesenteric  vessels  are  often  seen  to  be  thrombosed.  The  result  of  the 
whole  process  probably  depends  on  the  strength  of  the  peritoneum  of  the 
appendix.  Just  at  the  caecal  attachment  there  is  often  a  thickened  band 
or  collar  of  peritoneum.  When  the  mucous  membrane  about  this  point 
becomes  inflamed  the  walls  very  soon  become  apposed,  and  the  cavity  of 
the  appendix  is  converted  into  a  closed  sac.  The  exudation  from  the 
mucous  membrane  continues,  the  organ  becomes  more  and  more  distended, 
and  the  increasing  pressure  of  the  contents,  unless  relieved  by  discharging 
into  the  caecum  or  by  perforation,  produces  a  total  gangrene.  The  peritoneal 
coat  is  the  most  resistant  structure,  and  on  its  strength  the  extent  of  the 
gangrene  depends.  Should  it  be  of  uniform  strength  throughout  the  whole 
length  of  the  organ,  then  the  entire  mucous  membrane  becomes  gangrenous 
and  organisms  escape  directly  through  its  walls.  If  on  the  other  hand  it 
is  not  so  strong,  it  gives  way  at  some  point,  allowing  of  the  escape  of  the 
products  of  the  septic  inflammation,  and  by  diminution  of  the  tension  in  the 
appendix  arrests  the  gangrenous  process.  On  the  other  hand,  it  is  possible 
that  the  whole  may  be  explained  by  the  extent  and  virulence  of  the 
organismal  infection.  It  is  in  these  cases  that  the  walls  of  the  organ  are 
found  swarming  with  bacteria.  If  the  appendix  be  removed  at  a  late  stage 
it  is  often  found  that  the  peritoneal  coat  is  the  only  one  remaining.  It  may 
be  a  perfect  picture  of  the  organ,  resembling  a  glove  finger,  as  in  a  specimen 
from  a  case  operated  on  by  Mr.  Richardson,  where  the  appendix  was 
represented  by  its  entire  peritoneal  coat  separated  from  all  attachments, 
and  floating  free  in  the  pus  of  the  abscess.  All  degrees  of  gangrene  were 
met  with.  One  specimen  showed  the  caecal  extremity  almost  normal,  the 
next  1|  in.  with  several  perforations  and  an  enterolith,  and  the  remaining 
2  in.  represented  only  by  the  peritoneal  coat  with  gangrenous  contents. 
In  several  of  the  preparations  the  concretion  had  been  cut  in  sections. 
They  were  nearly  always  found  to  be  composed  of  inspissated  faeces.  There 
was  no  example  of  foreign  body  in  the  series,  and  such  is  comparatively  rare. 

B. — CHRONIC  APPENDICITIS. 

There  were  three  appendices  illustrating  this  condition.  They  were  all 
from  cases  where  there  had  been  recurrent  attacks,  and  they  all  showed 
proximal  stricture  with  cystic  dilatation  of  the  distal  end.  In  one 
specimen  there  were  numbers  of  small  sacculi  giving  the  organ  a  nodular 
appearance.  An  appendix  from  a  child  of  nine  showed  a  tight  stricture 
with  enormous  distention.  It  was  removed  on  the  eve  of  an  expected 
attack.  Probably  recovery  from  an  attack  meant  the  discharge  of  the 
contents  into  the  caecum. 

The  specimens,  with  three  exceptions,  were  preserved  by  the  formalin 
method. 
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REVIEWS. 

(Northumberland  and  Durham  Medical  Journal,  1900.) 

MANUAL   OF   SURGERY."      (By   WM.    ROSE.    M.H.,    F.R.C.S.,    AND 
ALBERT  CARLESS,  M.S.,  F.R  C.S.) 

The  fact  that  this  book  has  run  through  an  edition  in  a  little  more  than 
one  year  is  sufficient  evidence  of  its  popularity,  and  we  heartily  congratulate 
Messrs.  Rose  and  Carless  on  the  result  of  their  labours.  It  is  an  ideal  book 
for  students,  combining  as  it  does  clearness  of  meaning,  close  attention  to 
detail  where  necessary,  accuracy,  succinctness,  and  excellent  classification. 
The  printing  is  all  that  could  be  desired,  and  the  illustrations  are,  with  one 
or  two  exceptions,  excellent  ;  in  fact,  the  work  is  in  every  department  so 
good  that  wre  hesitate  to  offer  any  criticism  ;  and  the  portions,  with  one  or 
two  exceptions,  which  we  venture  to  criticise  are  rather  controversial  points. 
The  chapters  on  sepsis  and  infection  are  clear,  concise,  and  up  to  date.  We 
notice,  however,  that  in  the  treatment  of  tetanus  antitoxin  injections  are 
advised.  These  have  proved  quite  futile  in  our  experience,  and  in  some 
cases  seemed  actually  to  have  hastened  the  fatal  issue.*  Wounds  and  their 
treatment  are  dealt  with  in  a  simple,  yet  thoroughly  comprehensive  manner. 
We  are  surprised,  however,  to  notice  that  carbolic  acid  is  recommended  as 
a  more  efficient  antiseptic  than  perchloride  of  mercury  for  the  skin  of  the 
patient  and  the  surgeon's  hands,  on  account  of  its  greater  power  of  penetra- 
tion. This,  in  our  experience,  is  not  the  case,  as  we  obtain  much  more 
uniformly  favourable  results  with  solutions  of  perchloride  of  mercury. 

The  chapter  on  fractures  is  excellent.  We  think  that  the  diagrams 
showing  the  fractures  which  occur  in  and  around  the  ankle  are  depicted  in 
a  clearer  manner  than  in  any  other  text-book  we  have  perused. 

In  the  treatment  of  chronic  spinal  abscess  we  are  recommended  to  tap 
with  a  large  aseptic  trocar  and  cannula.  After  the  escape  of  the  pus  the 
cavity  is  to  be  irrigated  writh  a  mild  antiseptic  solution  until  this  returns 
uncoloured,  then  iodoform  emulsion  is  to  be  injected.  Our  experience  has 
been  that  this  method  is  inferior  to  thoroughly  laying  the  abscess  open, 
dissecting  the  wall  away  completely ;  or  if  this  is  not  possible,  thoroughly 
curetting  it,  irrigating,  and  closing  the  wound  in  layers  with  catgut. 

In  connection  with  the  operation  of  pyloroplasty,  a  London  surgeon's 
name  is  prominently  placed,  while  Mr.  Page,  of  Newcastle,  wrho  was  the 
first  surgeon  to  perform  the  operation  in  this  country,  is  not  mentioned. 
The  method  of  suture  advocated,  viz.,  an  internal  layer  through  the  mucous 
membrane,  and  an  external  layer  through  the  serous  and  muscular  coats, 
is,  we  think,  inferior  to  the  one  in  use  at  the  Newcastle  Infirmary  (in  which 
hospital  probably  more  cases  have  been  dealt  writh  than  in  any  other),  viz., 
continuous  suture  of  catgut  going  through  the  whole  thickness  of  the  coats 
of  stomach  and  duodenum,  and  outside  this  interrupted  sutures  of  silk 
through  the  serous  and  muscular  coats. 

We  are  glad  to  see  that  the  authors  are  in  favour  of  early  operation  in 
appendicitis,  and  consider  that  the  rule  they  give  is  a  very  sound  one,  viz., 
"  If,  in  spite  of  suitable  rest  and  medical  treatment,  the  symptoms,  both 

*  This  is  still  my  view — the  prophylactic  injection  has  great  value. 
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general  and  local,  are  not  commencing  to  abate  at  the  end  of  forty-eight 
hours,  operation  should  be  undertaken." 

On  page  922,  in  the  description  of  the  symptoms  of  cholelithiasis,  it  is 
stated  that,  "  possibly  nothing  very  serious  is  noted  until  a  physical 
examination  reveals  a  distended  gall  bladder."  The  paragraph  goes  on  to 
say  that  such  a  condition  generally  yields  to  medical  treatment,  such  as 
alkaline  purgatives,  massage  to  assist  in  the  extrusion  of  calculi,  and  the 
drinking  in  considerable  quantities  of  olive  oil.  The  latter  agent  certainly 
causes  a  large  number  of  yellowish-green  masses  to  be  passed  per  rectum, 
but  these  are  not  gall-stones  ;  and  this  method  of  treatment,  as  well  as  the 
others  mentioned,  has  yielded  in  our  practice  no  good  results.  No  measure 
short  of  operation  is  of  the  slightest  curative  value.  On  page  923  it  is  stated 
that  "  when  the  stone  is  impacted  in  the  common  bile  duct,  both  jaundice 
and  distention  of  the  gall-bladder  will  be  present."  We  agree  that  the 
jaundice  will  be  found,  but  assert  that  contraction  of  the  gall-bladder  will 
exist  in  the  largest  number  of  cases,  unless  the  block  is  a  very  early  one, 
or  there  is  in  addition  a  calculus  in  the  cystic  duct,  in  which  case  the  gall- 
bladder will  be  filled  with  a  clear  mucinous  fluid.  In  difficult  cases  of  opera- 
tion for  stone  impacted  in  the  common  duct,  we  are  recommended  to  incise 
the  duct,  and  afterwards  to  close  the  incision  with  Lembert's  sutures.  The 
latter  is  difficult,  and  in  some  cases  (fat  subjects)  impossible  to  perform. 
The  authors  do  not  mention  what  should  be  done  under  these  circumstances. 
We  recommend  leaving  the  duct  unsutured,  placing  a  large  drainage  tube 
so  that  its  inner  end  is  in  contact  with  the  opening  in  the  duct,  the  other 
end  being  brought  out  through  the  outer  angle  of  the  horizontal  parietal 
incision,  which  should  be  extended  backwards  so  as  to  thoroughly  drain  the 
liver  pouch.  Incision  through  the  duodenum  for  stone  impacted  low  down 
in  the  common  duct,  in  cases  with  dense  adhesions  preventing  a  thorough 
exposure  of  the  duct,  is  not  mentioned. 

In  the  operations  for  radical  cure  of  hernia  and  castration,  the  neck  of 
the  sac  in  the  case  of  the  former  and  the  spermatic  cord  in  the  latter,  is 
recommended  to  be  ligatured  with  silk.  We  do  not  like  this  material  for 
the  purpose,  as  it  is  very  difficult  to  sterilize,  and  being  unabsorbable,  has 
a  decidedly  unhappy  habit  of  forming  an  abscess,  may  be  some  weeks  after 
the  operation.  For  such  purposes  we  always  use  catgut. 

The  points  we  have  brought  forward  are,  as  before  stated,  in  nearly 
every  instance  subject  to  difference  of  opinion,  and  we  have,  therefore,  no 
hesitation  in  recommending  the  book  to  students  and  practitioners. 


RADICAL  CURE  OF   HERNIA,  HYDROCELE,  AND  VARICOCELE." 
(Bv  CHARLES  BARRET  LOCKWOOD,  F.R.C.S.) 

No  surgeon  should  fail  to  read  this  little  book.  It  is  a  work  which 
might  well  be  taken  as  a  model  in  endeavouring  to  describe  and  present  the 
results  of  surgical  work  generally  ;  and  as  a  guide  to  the  special  work  of 
which  it  treats,  there  is  no  chance  for  a  rival.  The  first  sentence  in  the 
preface  is  refreshing  to  believers  in  operation  for  the  radical  cure  of  hernia. 
Mr.  Lockwood  here,  as  elsewhere,  wastes  no  words.  He  says  :  "  It  is  now 
unnecessary  to  defend  the  operation  for  the  radical  cure  of  hernia." 

Until  we  read  the  recent  discussion  on  hernia  at  the  annual  meeting  of 
the  British  Medical  Association,  held  at  Portsmouth,  we  thought  that  this 
view  was  supported  by  every  surgeon.  From  this  source,  however,  we 
learned  that  authorities  still  exist  who  dub  it  immoral  to  talk  of  a  radical 
cure  for  hernia.  Mr.  Lockwood's  results  satisfactorily  answer  this  objection, 
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and  prove  that  any  existing  immorality  is  to  be  found  outside  of  the 
operation. 

The  first  chapter  of  the  book  is  introductory. 

The  author  divides  cases  of  hernia  into  three  groups — congenital,  trau- 
matic, and  acquired — and  only  advises  operation,  except  for  special  reasons, 
in  the  first  two. 

"  In  this  brief  account  of  the  causation  of  hernia,  I  propose  to  consider — 
first,  the  condition  of  the  abdominal  wall  ;  second,  the  condition  of  the 
abdominal  contents  ;  and  third,  the  physiological  relation  of  these  to  one 
another  during  respiration  and  exertion.  It  is  hardly  necessary  to  dwell 
upon  the  importance  of  a  correct  knowledge  of  each  of  these  points.  As  I 
proceed,  it  will  be  seen  that  in  some  types  of  hernia  the  abdominal  wall  is 
healthy,  and  well  suited  for  reparative  operation,  whilst  in  others  its  tissues 
are  degenerated  and  relaxed.  Further,  in  some  types  of  hernia,  the  abdominal 
contents  are  healthy  and  normally  situated,  but  in  others  they  are  prolapsed, 
and  calculated  by  their  pressure  to  overcome  the  most  elaborate  operation 
upon  the  abdominal  wall." 

"  In  the  congenital  form,  the  fault  is  in  the  abdominal  wall,  neverthe- 
less it  is  local  and  purely  developmental,  and  consists  in  the  non-closure  of 
the  processus  vaginalis.  No  fault  can  be  found  in  the  abdominal  viscera  or 
their  suspensory  apparatus." 

After  discussing  the  length  of  the  mesentery  and  its  height  of  attach- 
ment, and  the  bearing  of  these  upon  the  production  of  hernia,  a  case  is  quoted 
which  illustrates  very  well  how  impossible  it  is  to  find  anyone  in  whom  a 
hernia  could  not  appear.  "  Obviously  that  is  not  the  main  feature  in 
causation." 

Next,  the  descent  of  the  great  omentum  is  considered  in  this  relation. 
"It  is  the  commonest  of  the  contents  of  hernial  sacs.  Though  in  adults  it  is 
exceptional  to  find  a  great  omentum  which  could  not  enter  the  mouth  of 
the  hernial  sac,  in  infancy  this  is  not  likely  to  happen,  with  the  short  and 
rudimentary  condition  of  the  omentum  then  existing.  The  sac  of  a  con- 
genital hernia  is  not  caused  by  the  omentum.  A  common  history  is  of 
sudden  appearance  of  the  rupture  in  a  young  man  wrhilst  lifting  a  heavy 
weight.  The  processus  vaginalis  had  always  been  open  and  ready  for  the 
bowel  or  omentum  to  enter.  Why  they  did  not  do  so  at  an  earlier  stage  is 
quite  unknown.  The  measurements  which  I  have  given  in  my  lectures 
(Hunterian  lectures,  1889)  show  that  this  range  of  movement  would  always 
permit  their  entrance.  Perhaps  the  valvular  arrangement  of  the  mouth  of 
the  open  processus  is  the  safeguard." 

Other  characteristics  of  the  congenital  hernia  mentioned  are  :  Long, 
narrow  hernial  sac  ;  the  preserved  obliquity  of  the  inguinal  canal  which 
prevents  a  finger  passing  into  the  abdomen  except  in  neglected  cases  ;  the 
close  adhesion  of  the  spermatic  cord  to  the  sac  ;  and  when  the  hernia  is  a 
true  congenital  one  and  not  funicular,  the  surrounding  of  the  testicle  by 
its  contents. 

"  In  acquired  hernia  there  is  a  widespread  deterioration  of  the  tissues, 
which  not  only  makes  the  abdominal  wall  more  likely  to  bulge  and  form 
hernial  sacs,  but  also  weakens  the  attachments  of  the  mesentery  and  of  the 
other  abdominal  viscera.  As  the  suspensory  ligaments  elongate,  the  various 
organs  gravitate  into  the  lower  part  of  the  abdomen,  and  at  the  same  time 
the  relaxed  abdominal  walls  bulge  below,  and  may  yield  at  the  inguinal  or 
femoral  canals.  Coincidently,  the  physiological  conditions  of  the  abdomen 
alter,  particularly  the  intra-abdominal  pressure  and  the  retentive  powers 
which  the  late  Dr.  Matthews  Duncan  described.  These  points  have  so 
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much  influence  upon  the  selection  of  cases  for  radical  cure,  that  I  propose 
to  consider  them  more  in  detail  before  describing  the  operations."  This 
description  we  consider  should  be  quoted  at  length  because  of  the  importance 
of  the  author's  observations.  It  will  be  noticed  that  he  is  describing  the 
conditions  met  with  in  the  so-called  Glenard's  disease,  in  which  the  attach- 
ments of  the  viscera  are  so  lax  that  the  stomach  may  lie  entirely  below  the 
umbilicus,  and  the  kidneys  and  liver  are  so  movable  as  to  be  displaceable 
into  the  pelvis.  All  surgeons  who  have  operated  upon  such  patients  will 
agree  with  the  author  that  a  radical  cure  of  hernia,  or  indeed  any  operation, 
is  unlikely  to  be  attended  by  satisfactory  results  in  them,  for  the  deteriora- 
tion has  not  limited  itself  to  their  abdominal  wall  or  viscera,  but  appears 
equally  at  least  to  have  invaded  the  mental  centres.  This  fact  cannot 
have  evaded  the  careful  observation  of  the  author,  though  he  has  not 
noted  it. 

Mr.  Lockwood  strongly  urges  against  operation  as  bringing  surgery 
into  much  discredit  in  this  class  of  case,  and  says  it  is  clear  that  no  operation 
upon  the  abdominal  wall  would  cure  the  disease.  The  diagnosis  of  acquired 
hernia  is  based  upon  the  history — it  comes  on  slowly  and  quietly,  or  is  pre- 
ceded by  pains  in  the  neighbourhood  of  the  rings.  The  class  of  patient — 
rarely  under  40 — overworked  and  worn,  wanting  in  vigour  and  elasticity  ; 
and  the  local  condition  found — thin,  flaccid  abdominal  walls,  bulging  below 
and  falling  in  above  the  umbilicus,  with  tendency  to  hernia  on  both  sides. 
In  some  cases,  where  the  hernia  is  direct,  the  conjoined  tendon  is  stretched 
(Mr.  Lockwood  has  never  in  numerous  dissections  found  it  split),  and  the 
hernial  aperture  may  be  so  large  and  capacious  that  the  hand  can  be  thrust 
into  the  abdomen. 

Following  this  comes  a  note  on  hernia  of  doubtful  origin.  The  case  of 
an  irreducible  femoral  hernia  is  mentioned  with  several  closed  sacs  containing 
a  straw-coloured  fluid,  presumably  in  the  sac,  though  this  is  not  stated. 
We  have  met  with  the  same  condition  also  in  a  long  irreducible  and  recently 
strangulated  femoral  hernia,  in  which  the  sac  appeared  to  be  converted  into 
a  tumour  composed  of  cysts  containing  straw-coloured  fluid.  Other  cases 
were  found  with  masses  of  fat  surrounding  the  sac,  and  inguinal  varicocele 
is  stated  to  be  a  common  complication  of  hernia. 

Traumatic  hernia  appears  suddenly  after  severe  strain,  and  the  author 
has  found  during  operation,  in  one  case  at  least,  a  split  conjoined  tendon. 

Conclusions. — Congenital  hernise  of  young  adults  are  the  best  for  radical 
cure  ;  acquired  hernias  of  later  life  are  unsuitable.  Traumatic  herniae  of 
healthy  adults  are  favourable,  and  such  as  originate  in  local  conditions — fat 
and  varix  of  cord.  "  In  practice,  however,  the  operation  is  not  entirely 
restricted  by  the  above  considerations."  A  radical  cure  should,  according 
to  the  author,  with  whom  we  entirely  agree,  be  performed  as  part  of  the 
operation  for  strangulated  rupture,  and  it  is  also  called  for  in  cases  of 
acquired  hernia,  which  are  painful,  irreducible,  unmanageable,  or  liable  to 
frequent  attacks  of  strangulation.  Then,  a  little  later,  it  is  stated  that 
operation  may  be  undertaken  as  a  convenience  in  certain  cases — such  as 
young  men  going  abroad,  young  women  who  do  not  wish  to  wear  a  truss, 
etc.  Our  own  rule — and  we  have  seen  no  reason  to  alter  it — is  to  operate 
on  every  patient  who  has  a  hernia,  is  in  fair  health,  and  wishful  to  take  the 
chance  of  getting  permanently  rid  of  the  rupture.  Possibly  there  is  not 
much  difference  between  us. 

Radical  Cure  in  Children. — Mr.  Lockwood  speaks  somewhat  disparagingly 
of  operation  in  these  cases ;  first,  because  a  truss,  he  says,  usually  succeeds  in 
effecting  a  cure  ;  second,  because  of  the  difficulties  of  the  operation  from 
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the  delicacy  of  the  tissues.  We  do  not  agree  with  either  reason,  for  we 
know  that  the  most  carefully  applied  truss,  worn  for  years,  frequently  fails 
to  cure  ;  and  we  also  know  that,  with  care,  the  operation  can  be  successfully 
performed  in  children  of  any  age,  and  with  assurance  of  success. 

We  are  next  shown  by  the  most  exact  description  and  by  accurate 
measurement  where  that  is  possible  how  deterioration  affects  every  part 
of  the  abdominal  wall,  the  length  of  the  mesentery,  its  attachments  and 
suspension,  allowing  of  prolapse  of  any  of  the  abdominal  contents,  the 
excursion  of  the  intestines,  and  finally  physiological  considerations  are 
dealt  with. 

(  IIAPTEIV\II. — Radical  Cure^' of  T Inguinal  Hernia. — The  necessity  of  a 
careful  examination  of  the  entire  patient  is  impressed  by  striking  examples, 
and  proof  is  required  that  a  hernia  is  present,  by  looking  for  and  seeing  it, 
before  undertaking  the  operation.  Then  details  as  to  the  preparation  of  the 
patient  are  noted,  special  attention  being  given  to  the  disinfection  of  the 
skin  in  the  operation  area.  The  instruments  required  and  their  preparation 
are  next  considered.  "  A  pair  of  blunt-pointed  herniotomy  needles  are  the 
only  special  instruments  needed  for  the  operation."  When  Hagedorn's 
needle  is  used,  as  recommended  by  the  author,  we  fail  to  see  why  any 
special  instrument  is  needed.  Details  as  to  the  sterilization  of  the  instru- 
ments are  fully  given. 

Ligatures  and  Sutures. — Mr.  Lockwood  says  :  "  For  more  than  ten 
years  I  have  used  twisted  silk  for  ligatures  and  buried  sutures."  For  skin 
sutures  he  uses  silkworm  gut.  The  results  he  records  almost  seem  to  justify 
his  choice  ;  but  still  it  is  doubtful  whether  any  other  surgeon  could  report 
a  series  of  forty-two  consecutive  operations  without  a  suppuration,  and  this 
raises  the  question  as  to  whether  silk  is  the  best  substance  for  ordinary 
surgical  use.  We  believe  not  ;  and  even  the  author  has  to  report  that  out 
of  forty-five  operations  two  discharged  silk  and  the  rest  healed  by  first 
intention.  We  have  had  cases  healed  by  first  intention,  and  discharged 
apparently  sound,  return  as  long  as  twelve  months  after  the  operation  with 
small  deep-suture  abscesses.  Ligatures  we  regard  as  unnecessary.  Properly 
prepared,  catgut  can  be  trusted  to  hold  long  enough,  and  not  to  come  out, 
if  it  is  used  as  a  buried  suture  for  every  purpose,  skin  included. 

Sponges  and  Lotions. — The  mode  of  preparation  of  sponges  is  described, 
and  biniodide  lotion  recommended.  We  are  glad  to  find  so  strict  a  surgeon 
as  Mr.  Lockwood  still  using  sponges.  All  substitutes  are  poor  in  comparison, 
and  we  believe,  when  treated  in  some  such  fashion  as  the  author  suggests, 
that  they  are  perfectly  safe. 

The  Dressing  appears  to  us  to  err  on  the  side  of  elaboration,  but  it  is 
impossible  to  withhold  admiration  for  the  care  exercised  in  every  detail  of 
its  construction  and  application,  even  down  to  the  special  bandage.  Mr. 
Lockwood  would  be  a  terror  to  a  strange  nurse  or  a  new  assistant.  All  of 
us  would  attach  more  importance  to  our  hands,  to  our  assistants,  to  our 
nurses,  and  our  apparatus,  if  we  were  obliged  to  take  part  in  his  operations. 

"'*  CHAPTER  III. — Radical  Cure  of  Inguinal  Hernia — The  Operation. — The 
inguinal  canal  must  be  fully  exposed  by  division  of  the  aponeurosis  of  the 
external  oblique  in  every  case.  To  put  the  author's  advice  as  shortly  as 
possible,  it  is  :  See  what  you  are  doing— an  excellent  rule  in  all  operations. 
The  skin  incision  recommended  is  inguinal,  not  scrotal,  and  good  reasons  are 
given  for  this  preference,  which  we  cordially  endorse.  In  exposing  the  inguinal 
canal,  the  importance  of  not  dividing  muscular  fibres  is  for  a  second  time 
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emphasized.  This  is  contrary  to  the  teaching  of  Halsted,  who  divides  and 
repairs  muscles  freely,  with  results  that  show  that  the  author's  objections 
are  not  free  from  prejudice,  though  we  agree  with  him  that  the  division  of 
muscular  fibre  is  best  avoided  when  possible.  The  difficulty  of  finding  the 
sac  in  some  cases  is  mentioned,  and  the  fact  that  a  layer  of  transversalis 
fascia  forms  one  of  the  coverings  of  the  sac,  and  is  easily  mistaken  for  it,  is 
pointed  out.  This  is  the  first  time  we  have  seen  this  point  made,  and  the 
importance  of  it  can,  we  think,  scarcely  be  overrated.  The  author  is  himself 
so  skilled  an  anatomist,  that  he  has,  we  feel  sure,  not  considered  it  worth 
while  to  mention  so  familiar  a  fact  to  him,  as  that  the  spermatic  cord  lies 
between  this  fascial  sac  and  the  true  peritoneal  sac  ;  but  so  far  as  we  have 
seen,  this  forms  the  chief  difficulty  with  unskilled  operators,  and  accounts 
for  the  bulk  of  serious  damage  done  to  the  cord. 

The  Contents  of  the  Hernial  Sac  are  next  dealt  with  in  detail,  and  tubercle 
is  mentioned  first.  It  was  met  with  twice  by  the  author  whilst  operating, 
but  he  does  not  say  whether  his  patients  were  adults  or  children.  In  our 
experience  it  has  never  occurred  in  adults,  but  in  children  has  been  more 
frequently  seen  than  the  literature  of  hernia  or  tubercle  would  suggest. 
Fluid  and  cysts  are  then  mentioned,  and  illustrated  by  two  cases  given. 
Omentum  is  next  considered,  and  we  were  interested  to  read  that  :  "  When 
the  sac  is  congenital,  and  full  of  omentum,  the  prospects  of  a  permanent 
cure  are  most  favourable,  because  the  operation  repairs  the  developmental 
defect  in  the  abdominal  wall,  and  at  the  same  time  gets  rid  of  a  considerable 
part  of  the  omentum.-''  (The  italics  are  ours.)  We  cannot  share  in  the  author's 
exultation  at  getting  rid  of  the  omentum.  It  appears  to  us  that  the  omentum 
has  uses,  and  should  be  preserved,  when  that  is  possible.  An  additional 
reason  for  this  course  is  given  by  the  author  himself  later,  when  he  says 
that  two  of  the  deaths  he  has  seen  were  due  to  accidents  with  the  omentum, 
one  of  which  was  from  the  slipping  of  a  mass  ligature.  A  mass  ligature 
of  the  omentum,  or  any  other  pedicle,  seems  to  us  to  be  not  up-to-date 
surgery,  and  in  the  case  of  adherent  omentum  we  advocate  separation  of 
the  adhesions  and  individual  ligature  of  each  bleeding-point  with  fine  catgut 
ligatures,  and  return  of  the  whole  omentum  into  the  abdominal  cavity. 
With  mass  ligature  of  the  omentum  we,  too,  have  seen  slipping  and  fatal 
haemorrhage,  and  more  than  once  a  painful  abdominal  lump,  in  one  case 
lasting  for  several  months,  and  in  another  terminating  in  abdominal  abscess, 
though  the  inguinal  wound  healed  per  primam.  From  the  abscess  in  the 
second  case,  the  silk  ligature  which  secured  the  omentum  was  discharged 
before  the  wound  made  to  evacuate  the  abscesses  healed.  We  cannot 
therefore  view  with  approval  the  portions  of  this  chapter  dealing  with  the 
varied  ingenious  methods  of  ligature  used  by  the  author.  Harm  does  not 
result  from  the  reduction  of  even  inflamed  and  indurated  masses  of  omentum  ; 
but  if  adhesions  are  too  dense  for  separation,  or  the  indurated  mass  is  too 
bulky  to  return  it,  it  is  safe  to  snip  across  the  omentum,  above  the  portion 
to  be  sacrificed,  and  to  catch  and  ligature  each  vessel  as,  or  before,  it  is 
divided.  With  regard  to  adherent  intestines,  Mr.  Lockwood  advises  that 
if  there  is  any  difficulty  in  their  separation,  the  portion  of  sac  to  which  they 
adhere  should  be  cut  off,  and  returned  with  them. 

CHAPTER  IV.— Contents  of  the  Sac— Malpositions  of  the  Testicles— Hernia 
of  the  Ovary  and  Fallopian  Tube  —  Congenital  Hydrocele. — "In  149  male 
patients  operated  on  for  the  cure  of  non-strangulated  inguinal  hernia, 
28  cases  of  retained  testis  were  treated  as  follows  :  Pushed  back  into  the 
abdomen,  1  ;  removed,  3  ;  placed  in  scrotum,  24." 


SUlU;i(AL     CONTRIBUTIONS— ABDOMINAL  355 

frequency  of  retained  tcstis.  in  cases  of  hernia,  is  strikingly  brought 
out  by  these  figures  :  l>ut  we  think  that  the  author  has  had  an  exceptional 
experience  of  this  particular  complication.  Of  this  experience  he  has  given 
the  readers  of  his  book  full  advantage,  and  we  must  refer  those  interested 
to  the  original  for  the  best  account  of  retained  testicle  in  its  relation  to 
hernia  that  we  have  seen.  There  is  only  one  point  with  which  we  can  find 
any  fault.  When  removing  the  testicle,  Mr.  Lockwood  includes  the  vas  and 
spermatic  vessels  in  the  ligature,  which  surrounds  the  neck  of  the  sac.  That 
this  is  not  a  safe  procedure  we  know  from  experience.  The  spermatic 
vessels  certainly  require  a  separate  ligature. 

Cases  of  hernia  of  the  ovary  and  Fallopian  tube  are  next  recorded,  and 
the  advice  to  return  them  if  normal,  and  to  remove  them  if  diseased  or 
strangulated.  Then  comes  a  list  of  hydrocele  complicating  hernia,  with 
remarks  and  illustrative  cases. 

CHAPTER  V. — Separation  of  the  Sac — Peculiarities  in  the  Sac — Hernia  of 
the  Bladder. — In  the  separation  of  the  sac,  Mr.  Lockwood  recommends  a 
commencement  at  the  upper  part,  where  the  spermatic  vessels  and  cord  are 
less  adherent  to  it  than  further  down,  and  for  the  purpose  he  uses  a  pair 
of  dissecting  forceps,  by  which  the  separation  may  be  effected  most  easily 
and  safely.  With  this  piece  of  advice  we  cordially  concur.  The  sphincter 
action  of  the  inguinal  canal  is  described  as  we  have  not  seen  it  elsewhere,  and 
the  necessity  for  removing  every  possible  obstacle  to  its  complete  closure  is 
emphasized.  Then  the  varieties  of  sac  met  with,  including  the  different 
varieties  of  infantile  hernia,  are  described  and  illustrated  by  cases. 

Hernia  of  the  bladder  is  next  dealt  with,  and  the  difficulty  of  its  recog- 
nition is  noted.  It  is  said  that  the  appearance  of  muscle  fibre  has  saved 
some  surgeons  from  mistakes,  but  the  extra-vesical  fat  is  not  mentioned  as  a 
danger  signal.  This  we  regard  as  an  omission,  as  it  has  served  us  as  a  useful 
landmark  on  more  than  one  occasion,  and  a  hint  makes  verification  easy 
by  the  injection  of  the  bladder  with  fluid. 

CHAPTER  VI. — Contents  of  the  Inguinal  Canal — Lipoma  of  the  Cord — 
Inguinal  Varix.  The  author  appears  to  have  met  with  a  greater  than  average 
number  of  lipomata  in  the  inguinal  canal,  and,  attaching  the  importance  he 
does  to  the  maintenance  of  the  sphincter-like  action  of  the  arcuate  fibres  of 
the  internal  oblique  and  transversalis  muscles  opposed  to  Poupart's  ligament, 
he  gives  the  presence  of  these  tumours  and  inguinal  varix  as  a  strong  reason 
for  free  exposure  of  the  canal.  The  pathology  of  some  of  these  lipomata 
is  of  interest.  The  majority  are,  as  has  been  generally  taught,  developed 
from  the  sub-peritoneal  fat,  but  microscopic  examination  of  others  suggest 
that  they  are  degenerated  Wolffian  remains.  These  tumours  are  of  great 
practical  importance,  as  they  may  be  mistaken  for  herniae.  Inguinal  varico- 
cele,  to  which,  so  far  as  we  know,  Mr.  Lockwood  has  been  the  first  to  draw 
special  attention,  is  still  more  likely  to  be  taken  for  hernia.  "  It  appears 
when  the  patient  stands  up,  disappears  when  he  lies  down,  has  an  impulse 
on  coughing,  is  increased  by  exertion,  and  causes  a  pain  which  closely 
simulates  that  of  a  hernia  ;  but  as  I  have  just  said,  a  scrotal  varicocele  is 
nearly  always  absent,  and  now  that  the  condition  is  recognized,  I  am  hopeful 
that  we  shall  learn  to  diagnose  it."  There  follow  certain  suggestions  as  to 
its  diagnosis,  and  this  is  confirmed  by  opening  up  the  inguinal  canal  and 
removing  the  diseased  veins,  which  strongly  predispose  to  hernia. 

CHAPTER  VII.  describes  the  operation  under  the  headings  : — 
Ligature  of  the  Sac — Transplantation  of  the  Stump  of  the  Sac — Repair 
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of  the  Inguinal  Canal — Re-closure  of  the  Inguinal  Canal,  and  Suture  of  the 
Skin  Incision. 

As  would  be  expected  by  those  who  are  familiar  with  Mr.  Lockwood's 
writings,  the  anatomical  description  and  the  operative  technique  are  most 
clearly  described,  and  with  the  aid  of  some  simple  but  clear  illustrations 
every  step  of  the  operation  is  easily  followed. 

The  further  chapters  deal  with  : — 

Inguinal  Hernia  in  Females. — Dressing,  after-treatment,  complications, 
and  results. 

Radical  Cure  of  Femoral  Hernia. — In  this  condition  Mr.  Lockwood 
claims  to  have  originated  the  method  of  closure  of  the  canal,  by  stitching 
Poupart's  to  Cooper's  ligament,  and  having  used  this  method  in  a  consider- 
able number  of  cases,  we  believe  it  possesses  considerable  advantage  over 
other  and  more  complicated  procedures. 

Radical  Cure  of  Ventral  Hernia  (congenital  and  acquired) — Traumatic 
Ventral  Hernia — Radical  Cure  of  Umbilical  Hernia. — The  book  finishes  with 
two  chapters  on  the  radical  cure  of  hydrocele  and  varicocele,  in  which 
operations  are  carefully  and  clearly  described. 

The  whole  book  should  be  read,  no  line  can  be  omitted  with  advantage, 
and  only  two  hours  are  required  to  do  it. 
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1  901 

SOME    NEW    METHODS    IN    PELVIC    OPERATIONS    IN    THE 

FEMALE. 

WITH  LANTERN  DEMONSTRATION. 
(British  Gynaecological  Journal,  February,  1901.) 

I. — RESECTION   OF  THE   SIGMOID   FLEXURE   OR   UPPER  PORTION   OF 

THE  RECTUM. 

The  sigmoid  flexure  of  the  colon  possesses  a  special  interest  for 
pelvic  surgeons.  Suppuration  of  the  left  uterine  appendages  may 
involve  it  to  such  an  extent  as  to  demand  its  excision,  or  a  cancerous 
growth  invading  its  wall  may  lie  at  the  bottom  of  Douglas's  pouch, 
and  is  then  not  infrequently  mistaken  for  an  enlarged  and  diseased 
ovary. 

An  ordinary  end-to-end  anastomosis  seldom  succeeds  when 
applied  to  the  large  intestine,  and  a  lateral  anastomosis  is  rarely  pos- 
sible in  the  conditions  we  are  supposed  to  be  dealing  with.  To  over- 
come these  difficulties  and  the  still  greater  one  of  applying  an  efficient 
water-tight  intestinal  suture  in  the  depths  of  the  pelvis,  I  proposed 
and  carried  out  four  years  ago  the  following  operation,  the  steps  of 
which  are  :— 

1.  The  diseased  bowel  is  excised. 

2.  A  glass  bobbin  with  india-rubber  tube  affixed  is  tied  tightly 
into  the  upper  end  of  the  sigmoid  flexure  (Fig.  13. — Step  l). 

3.  The  india-rubber  tube  is  passed  down  from  above  through  the 
lower  cut  end  into  the  rectum,  where  it  is  aided  to  pass  through  the 
anus  by  the  finger  of  an  assistant.     If  there  be  any  difficulty  in  effect- 
ing this,  the  assistant  passes  a  stomach  tube  up  from  the  anus  into 
the  belly.     A  piece  of  string  is  tied  to  the  stomach  tube  and  to  the 
india-rubber  tube,  and  all  are  drawn  back  through  the  anus. 

4.  The  tube  is  drawn  upon  till  the  ligature  on  the  upper  cut  end 
of  bowel  is  inside  of  the  lower  cut  end  of  bowel  (Fig.  13. — Step  2). 

5.  A  ligature  is  then  passed  round,  immediately  below  the  lower 
cut  end,  and  tightly  tied.     This  makes  the  junction  watertight. 

6.  The  tube  is  again  pulled  upon,  whilst  the  lower  portion  of  bowel 
immediately  below  the  button  is  steadied  till,  by  traction  from  above, 
a  short  intussusception  is  produced.     This  is  maintained  by  a  few 
Lembert's  sutures  (Fig.  13. — Step  3). 
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In  from  four  to  eight  days  the  ligatured  sloughing  bowel  separates, 
and  the  tube  is  then  released.  I  have  performed  this  operation  four- 
teen times ;  twice  for  complicated  pyosalpinx,  in  the  remaining 


Step  1. 


Step  2. 


twelve  cases  for  malignant  disease.  One  of  the  inflammatory  cases 
recovered  and  has  had  no  subsequent  trouble  (three  years)  ;  the 
other  died.  Six  of  the  malignant  cases  recovered ;  six  died.  The 
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percentage  mort :ilit y  is  therefore  high,  hut  may  be  diminished  by 
avoiding  the  mistake  I  have  made  of  performing  this  operation  on 
cases  of  obstruction  with  loaded  colon,  for  experience  has  taught  me 
that  in  these  cases  the  colon  should  be  emptied  by  a  preliminary 
colostomy  before  a  radical  operation  is  attempted. 

II. — THE  OPERATIVE  TREATMENT  OF  CERTAIN  FORMS  OF 
PARAMETRIC  ABSCESS. 

For  purposes  of  operative  treatment,  cases  of  pelvic  cellulitis  or 
lymphangitis  due  to  septic  infection  after  childbirth  and  terminating 
in  suppuration,  may  be  divided  into  three  classes. 

1.  The   floor   of  the   broad   ligament   is   involved.     The   abscess 
points  towards  the  vagina. 

2.  The  cellular  tissue  of  the  broad  ligament  between  its   peri- 
toneal folds  is  invaded.     The  abscess  points  above  Poupart's  ligament. 

3.  The  lymphatic  vessels  and  glands  alongside  the  iliac  vessels 
are  infected,  and  the  abscess  is  found  high  upon  the  back  wall  of  the 
pelvis,  or  in  relation  to  the  psoas  and  iliacus  muscles. 

The  operative  treatment  of  the  first  two  varieties  is  safe  and  easy, 
The  abscess  in  the  first  case  is  opened  from  the  vagina,  and  in  the 
second  above  Poupart's  ligament,  and  outside  of  or  through  the  perito- 
neum, wrhich  has  become  adherent  to  the  anterior  abdominal  wall. 
It  is  to  the  third  form,  in  which  a  tumour  is  found  high  on  the  back 
wall  of  the  pelvis  or  abdomen,  and  the  pus  is  out  of  reach  from  the 
vagina,  that  I  wish  to  drawr  attention. 

In  December,  1893,  I  operated  on  two  such  cases  by  opening  the 
abdomen.  Realizing  the  danger  from  septic  contamination  of  the 
peritoneum,  I  packed  carefully  all  round  the  swelling  before  the  con- 
tained pus  was  allowed  to  escape,  and  mopped  this  up  as  it  was  dis- 
charged. A  drainage  tube  was  placed  in  the  abscess  cavity,  the  sur- 
roundings were  cleansed  as  thoroughly  as  I  knew  how,  the  tube  was 
packed  round  with  gauze,  and  ample  room  \vas  left  for  free  drainage. 
It  appeared  to  be  impossible  that  any  septic  infection  of  the  peritoneum 
could  have  occurred  through  the  operation,  but  both  patients  died, 
the  first  five  days,  and  the  second  two  days  later  ;  and  a  post-mortem 
examination  sho\ved  virulent  general  septic  peritonitis.  I  then 
devised  the  operation  I  now  describe. 

The  abdomen  is  opened  by  an  anterior  incision  three  or  four 
inches  long,  made  in  the  middle  third  of  a  line  drawn  from  the  centre 
of  the  back  of  the  iliocostal  space  behind  to  one  inch  above  the  sym- 
physis  pubis  in  front.  Through  this  incision  the  diagnosis  is  con- 
firmed by  palpation  of  the  uterus,  ovaries,  and  tubes,  and  the  relations 
of  the  abscess  are  ascertained.  The  incision  is  next  prolonged  to  the 
back  of  the  iliocostal  space  through  the  external  and  internal  oblique 
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and  transversalis  muscles,  leaving  the  fascia  transversalis  and  perito- 
neum intact.  Fair-sized  branches  of  the  circumflex  iliac  artery  are 
divided  here,  and  should  be  secured  by  torsion.  The  peritoneum 
and  fascia  are  then  held  forward  in  haemostatic  forceps,  and  the  left 
hand  in  the  abdomen  serves  as  a  guide  (Fig.  14).  The  index  finger  of 
the  right J- hand  introduced  posteriorly  opens  the  abscess,  by  bluntly 
perforating  the  transversalis  fascia  under  the  thickest  part  of  the 


.  14.  —  To  illustrate  Parametric  Abscess. 


swelling.  A  drainage  tube,  and  iodoform  gauze  packing  round  it, 
complete  this  part  of  the  operation.  The  entire  wound  is  sutured  in 
layers,  except  at  the  back  where  the  gauze  and  drain  protrude. 

Since  the  calamities  referred  to,  I  have  operated  upon  nearly 
twenty  cases  unapproachable  by  ordinary  methods,  and  in  the  manner 
described.  All  the  patients  have  recovered.* 

*  This  operation,  through  a  long  oblique  incision  avoiding  the  nerves 
in  the  abdominal  wall,  is  the  only  one  I  still  use  in  these  cases,  which  are 
now  uncommon. 
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III. — ABDOMINAL  HYSTERECTOMY,  WITH  A  NOTE  ox  A  NEW 
METHOD  OF  SECURING  THE  UTERINE  ARTERIES. 

Since  my  notes  were  completed,  I  have  learned  by  reading  the 
remarks  of  Mr.  Harrison  Cripps  and  Dr.  Macnaughton-Jones,  at  a 
discussion  of  the  Obstetrical  and  Gynaecological  Section  of  the  British 
Medical  Association,  that  the  method  I  am  about  to  describe  is  neither 
new  nor  peculiar  to  myself;  but  perhaps  my  remarks  may  serve  to 


Fig.  15. 

direct  further  attention  to  a  simple  and  safe  manner  of  performing 
the  most  difficult  part  of  abdominal  hysterectomy — the  control  of  the 
uterine  arteries. 

The  first  stages  of  supra-vaginal  hysterectomy  are  shown  in 
Fig.  15.  The  ovarian  vessels  and  the  round  iligament  are  ligatured 
below,  the  broad  ligament  is  clamped  above,  and  divided  down  to 
the  side  of  the  uterus.  The  peritoneum  is  divided  transversely 
across  the  front  of  the  uterus  below. 

In  Fig.  16  the  transversely  divided  peritoneum  has  been  pushed 
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down  from  its  uterine  attachment,  and  the  uterine  vessels  may  be  seen. 
If  not  seen,  a  few  short  snips  with  the  scissors  may  make  them  evident, 
but  if  there  is  any  difficulty,  just  as  in  Whitehead's  method  of  excision 
of  the  tongue,  they  are  divided  first  and  caught  after.  Before  cutting 
them,  a  clamp  embracing  the  whole  of  the  tissues,  including  the  vessels, 
should  be  put  on  the  divided  broad  ligament  above  up  to  the  side  of 
the  uterus. 


Fig.  1C. 

Fig.  17. — The  stump  left  showing  a  forceps  on  the  uterine  artery, 
which  has  not  yet  been  tied — two  wedge-shaped  uterine  flaps,  the 
posterior  covered  by  peritoneum,  the  anterior  bare— a  loose  fold  of 
separated  peritoneum  in  front. 

Fig.  18. — The  arteries  tied,  the  flaps  sutured,  the  anterior 
peritoneal  fold  still  unattached. 

Fig.  19. — The  stump  buried  in  the  anterior  peritoneal  flap.* 


*  This  operation  is  the  method  of  universal  choice  now :   extraperi- 
toneal  methods  of  treating  the  stump  were  then. 
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Fig.  18. 


Fig.  19. 
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When  complete  hysterectomy  has  to  be  done,  the  steps  up  to 
division  of  the  uterine  arteries  are  the  same. 

At  this  stage  an  assistant's  finger  in  the  vagina  guides  the 
operator's  scissors  from  Douglas's  pouch  into  the  vagina  behind 
the  cervix. 

The  operator  introduces  his  finger  into  the  vagina  from  above, 
and,  guided  by  this,  snips  the  vagina  with  scissors  all  round  close 
to  the  cervix,  securing  the  uterine  arteries  when  seen  either  intact 
or  divided,- and  removes 'the  whole  uterus. 

IV. — OPERATION  FOR  INCONTINENCE  OF  URINE  IN  THE  FEMALE. 

A  woman,  age  47,  was  admitted  to  the  Royal  Infirmary,  Newcastle- 
upon-Tyne,  on  February  24,  1899.  Five  years  ago  she  had  an  operation 
performed  to  fix  her  left  kidney,  and  since  that  time  she  had  had  no  powei  to 
retain  or  pass  any  of  her  urine,  which  constantly  dribbled. 

On  admission  to  the  infirmary  she  was  found  to  be  in  the  irritated 
filthy  condition  peculiar  to  long-continued  urinary  incontinence.  Her 
urethra  was  patulous.  The  bladder  was  distensile  and  easily  held  a  pint  ol 
fluid.  The  probable  explanation  of  her  condition  was  that  it  had  resulted 
from  a  digital  exploration  of  the  bladder  made  at  the  time  of  the  operation 
upon  the  kidney,  but  of  this  we  neither  sought  for  nor  obtained  direct 
information. 

On  February  28,  1899,  I  performed  the  following  operation  : — An 
incision  one  inch  long  was  made  in  the  middle  line  of  the  abdomen  midway 
between  the  umbilicus  and  symphysis  pubis  down  to  the  peritoneum.  The 
patient  was  then  placed  in  the  lithotomy  posture,  and  a  circular  incision 
was  made  round  the  orifice  of  the  urethra.  A  second  incision  was  made 
through  the  anterior  vaginal  wall  along  the  course  of  the  urethra  and  for 
1  inch  on  the  base  of  the  bladder.  The  urethra  and  neck  of  the  bladder 
were  then  entirely  separated,  the  tissue  surrounding  them  being  left  attached 
and  undamaged  as  far  as  possible.  A  pair  of  closed  haemostatic  forceps 
was  next  passed  down  from  the  opening  above  the  pubis  close  to  the  pubic 
symphysis  and  into  the  vagina.  The  end  of  the  urethra  was  caught  in  the 
forceps,  drawn  upwards,  and  was  attached  to  the  skin  of  the  incision  in 
the  abdominal  wall.  The  remainder  of  the  incision  was  closed  round  the 
urethra,  and  an  india-rubber  catheter  was  tied  in  the  bladder  and  projected 
from  the  anterior  abdominal  wall. 

The  dressing  was  left  undisturbed  for  seven  days,  when  it  was  found 
that  the  catheter  had  slipped  out  during  the  night.  The  dressings  were 
quite  dry,  and  the  wound  was  healed.  My  house  surgeon  found  the  bladder 
distended,  and  drew  off  over  a  pint  of  urine. 

The  patient  was  discharged  well  on  March  11,  1899. 

The  ultimate  result  has  exceeded  my  anticipations,  for  I  only 
hoped  to  be  able  to  make  a  continent  bladder  Avhich  could  be  readily 
emptied  by  the  use  of  a  catheter,  but  more  than  this  has  been 
gained. 

I  regret  to  say  that  owing  to  the  mental  peculiarities  of  the  patient 
it  is  impossible  to  tell  how  much  more,  but  this  at  least  is  certain,  that 
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the  bladder  will  hold  1J  pints  of  urine  against  every  effort  to  make  it 
leak,  such  as  coughing,  straining,  and  alterations  in  posture,  and  that 
\vhrn  the  patient  is  in  '  good  form  '  she  can  easily  and  entirely  empty 
it  by  voluntary  effort. 

For  the  diagrams  I  am  indebted  to  Mr.  W.  G.  Richardson,  F.R.C.S.,. 
Assistant-Surgeon  Royal  Infirmary,   Newcastle.* 


A  CASE  OF  C^SAREAN  SECTION  AND  COMPLETE  REMOVAL 

OF    THE    UTERUS,    IN    THE    EIGHTH    MONTH    OF 

PREGNANCY,    FOR    CANCER    OF    THE    CERVIX. 

UNDER  THE  CARE    OF  DR.   THOMAS  OLIVER  AND  MR.  RUTHERFORD 
MORISON,  ROYAL  INFIRMARY,  NEWCASTLE-ON-TYNE. 

(The  Lancet,  1901,  p.  1536.) 

The  best  treatment  for  malignant  disease  of  the  cervix  of  an  unim- 
pregnated  uterus  is  total  hysterectomy,  and  the  co-existence  of  preg- 
nancy with  the  malignant  disease  increases  the  advisability  of  imme- 
diate operation,  especially  in  cases  in  which  there  is  a  good  hope  of 
removing  completely  all  the  new  growth.  When  pregnancy  has 
advanced  so  far  as  the  eighth  month,  Caesarean  section  followed  by 
hysterectomy  is  the  only  satisfactory  method  of  dealing  with  the 
condition.  In  the  case  recorded  below  there  is  very  good  reason  for 
hoping  that  no  recurrence  will  occur.  . 

On  January  25,  1901,  a  married  woman,  age  39  years,  was  sent  by 
Mr.  H.  B.  Ord,  of  South  Shields,  to  consult  Dr.  Oliver  on  account  of  uterine 
haemorrhage.  She  was  then  far  advanced  in  pregnancy.  She  looked  a 
healthy  but  anaemic  woman,  and  was  the  mother  of  nine  children,  the  youngest 
of  whom  was  2  years  and  1  month  old.  All  her  confinements  had  been 
easy.  Since  the  birth  of  her  last  child  the  patient  had  suffered  on  a  few 
occasions  from  uterine  haemorrhage,  especially  during  the  last  eighteen 
months.  Blood  would  come  away  once  or  twice  a  week  and  would  continue 
only  a  few  hours  or  for  the  greater  part  of  a  day.  The  haemorrhage  was 
irregular  and  for  five  or  six  weeks  might  entirely  disappear.  Five  months 
before  she  had  a  severe  but  painless  bleeding.  This  continued  for  two 
hours,  and  then  suddenly  ceased.  Half  a  pint  of  bright,  clotted  blood 
escaped  in  a  very  short  time.  No  more  blood  was  seen  by  the  patient  until 
three  days  before  seeing  Dr.  Oliver,  when  there  was  another  excessive  loss 
unaccompanied  by  pain,  but  so  profuse  as  to  cause  considerable  anxiety  to 

*  In  the  next  case  operated  upon  by  this  method  the  urethra  retracted 
and  sloughed,  and  I  have  not  employed  it  since,  because  I  found  that  a 
more  simple  and  efficacious  method  was  to  lace  up  the  urethra  and  neck 
of  the  bladder  round  a  No.  8  English  catlieter,  after  incision  and  separa- 
tion of  the  anterior  vaginal  wall. 
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her  medical  attendant  and  friends.  Seven  months  previously  she  first 
knew  she  was  pregnant.  There  was  morning  sickness  and  in  due  course 
she  '  quickened,'  the  abdomen  meanwhile  becoming  correspondingly 
enlarged.  When  examined  in  Newcastle  the  movements  of  the  child  were 
very  active.  Apart  from  the  haemorrhages  above  alluded  to  there  had  been 
no  vaginal  discharge.  The  blood  that  escaped  had  no  foetor.  The  patient's 
general  health  had  remained  good.  Her  lips  were  slightly  cyanosed.  As 
regards  the  heart,  over  the  tricuspid  area  a  soft  systolic  murmur  could  be 
heard.  The  lungs  and  kidneys  were  healthy.  The  uterus  reached  to  within 
3  in.  of  the  ensiform  cartilage.  The  foetus  was  easily  felt,  its  movements 
were  extremely  active,  and  its  heart's  sounds  could  be  best  heard  just  above 
the  umbilicus,  and  the  placental  souffle  close  to  the  umbilicus  on  the  left 
side.  On  vaginal  examination,  Dr.  Oliver  found  the  os  uteri  open  and  the 
interior  rough  and  irregular  ;  the  greater  part  of  the  cervix  uteri,  especially 
on  the  left  side,  was  occupied  by  a  mass  of  friable  growth,  the  margins  of 
which  were  irregular,  nodular,  and  disposed  to  bleed.  The  cervix  felt  on 
the  whole  fairly  movable  and  the  fornices  so  far  as  the  finger  could  ascertain 
seemed  to  be  free.  Through  the  speculum  the  growth,  which  could  be  seen 
projecting  towards  the  vagina,  was  dirty -greyish  on  the  surface  and  had  all 
the  appearance  of  a  cauliflower  excrescence. 

Dr.  Oliver  was  therefore  confronted  with  this  problem  :  a  woman  in  the 
eighth  month  of  pregnancy,  with  cancer  of  the  cervix,  and  the  subject  of 
severe  recurrent  uterine  haemorrhage.  What  was  the  best  thing  to  do  ? 
To  allow  the  patient  to  go  on  to  term,  to  run  the  risks  to  herself  and  child 
incurred  by  recurrent  excessive  haemorrhage  and  the  dangers  incidental  to 
parturition  by  the  passage  of  the  infant  through  an  unhealthy,  unyielding, 
and  tearable  cervix,  or  to  recommend  the  bolder,  and,  as  events  subsequently 
showed,  the  safer,  procedure  of  abdominal  section,  incision  of  the  uterus, 
and  removal  of  the  child,  followed  by  complete  extirpation  of  the  uterus 
and  cervix  ?  He  advised  the  latter,  and  recommended  Mr.  Ord  to  allow 
the  patient,  on  account  of  the  serious  nature  of  the  operation,  to  enter  the 
Newcastle  Infirmary.  Here  she  was  seen  by  Mr.  Rutherford  Morison,  and 
as  his  opinion  both  as  regards  the  diagnosis  and  line  of  treatment  was  similar 
to  that  which  has  just  been  expressed,  the  patient  was  placed  under  his  care. 

Operation  was  performed  by  Mr.  Morison  on  January  31,  1901.  Chloro- 
form was  the  anaesthetic  used.  The  patient  was  placed  in  the  Trendelenberg 
position  and  kept  thus  throughout.  After  disinfecting  the  skin  of  the 
abdomen  and  vagina  as  far  as  possible,  an  incision  was  made  commencing 
3  in.  above  the  umbilicus  and  carried  to  the  pubes  ;  the  uterus  was  turned 
out  and  the  abdominal  cavity  was  packed  off  with  sponges.  The  infundibulo- 
pelvic  ligaments  on  either  side  were  ligatured  and  divided  along  with  the 
lateral  portions  of  the  broad  ligaments.  The  uterine  arteries  were  held 
between  the  fingers  and  thumb  of  an  assistant.  The  womb  was  opened  by 
a  vertical  incision  from  the  fundus  downwards,  and  the  child  was  extracted. 
The  placenta  was  observed  lying  to  the  left  and  posterior  part  of  the  fundus. 
An  elastic  ligature  was  tied  round  the  uterus  just  above  the  cervix,  and 
the  upper  segment  was  cut  away.  There  was  very  little  bleeding  at  this 
stage  of  the  operation.  The  placenta  was  not  removed.  The  broad 
ligaments  were  next  cut  through  and  the  uterine  arteries  were  clamped 
and  cut.  These  vessels  were  unusually  large  and  their  cervical  branches 
bled  freely.  Many  large  veins  had  to  be  clamped  and  tied.  An  attempt 
to  remove  the  diseased  cervix  by  the  vagina  was  not  persisted  in,  and  it 
was  removed  from  above.  All  the  disease  seemed  to  be  eradicated,  for,  so 
far  as  could  be  seen,  the  broad  ligaments  and  peri-uterine  tissues  did  not 
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appear  to  be  infiltrated.  The  extra-peritoneal  part  of  the  pelvis  \v;is 
packed  with  autiseptie  gau/e,  and  part  of  this  \\as  brought  down  into 
the  vagina.  The  peritoneum  was  sutured  with  eontinnons  catgut  over  the 
stumps  of  the  broad  ligaments  and  the  gau/c,  thus  completely  closing  the 
pelvic  peritoneum.  The  abdominal  wall  was  completely  sutured  in  layers 
with  catgut.  The  patient  stood  the  operation  well.  The  infant  was  a 
healthy  female  of  eight  months.  On  removal  from  the  uterus  she  was 
eyanosed  and  did  not  breathe,  but  under  the  attention  of  Dr.  W .  Simpson, 
senior  house  physician,  life  was  soon  restored.  The  operation  lasted  one 
hour  and  fifty  minutes.  Both  ovaries  were  removed  along  with  the  womb. 

For  the  first  few  days  after  the  operation  the  patient  progressed  very 
satisfactorily.  Beyond  occasional  sickness  all  seemed  to  be  going  on  well 
until  February  11,  when  on  dressing  the  abdominal  wound  it  was  noticed  that 
while  the  lower  part  of  the  wound  had  perfectly  healed,  a  loop  of  small 
intestine  about  6  in.  in  length  was  seen  protruding  through  the  upper  part 
of  the  incision  ;  it  was  reddened  and  bled  easily,  and  on  its  surface  a  few 
flakes  of  lymph  were  noticed.  The  bowels  had  been  freely  moved — rather 
purged  than  otherwise,  the  stools  being  offensive.  The  exposed  gut  was 
washed  with  boric  lotion  ;  the  omentum  was  found  adherent  to  the  edges 
of  the  incision  ;  this  was  separated  and  returned  along  with  the  intestine 
into  the  abdominal  cavity,  and  the  incision  was  closed  with  through-and- 
through  silkworm-gut  sutures.  The  progress  after  this  continued  to  be 
satisfactory  for  a  period.  On  March  18  a  small  vesico- vaginal  fistula  was 
detected,  but  it  gave  the  patient  very  little  trouble.  The  abdominal  incision 
had  practically  healed.  Both  the  mother  and  the  child  were  remarkably 
well,  and  were  leaving  the  infirmary  that  day. 

.Mr.  Grey  Turner,  surgical  registrar,  who  examined  the  cervix  micro- 
scopically, reported  :  "  Epithelioma;  quite  characteristic."  On  May  6,  1901, 
Mr.  Turner  wrote  to  Dr.  Oliver  :  "  Mrs.  —  -  was  at  the  infirmary  to-day. 
She  looks  well  and  strong  ;  the  abdominal  incision  is  sound.  The  vesico- 
vaginal  fistula  is  healed,  and  there  is  no  sign  of  recurrence.  The  baby  is 
flourishing." 

REMARKS  BY  DR.  OLIVER. — There  are  few  things  more  distressing 
to  a  medical  practitioner  than  for  him  to  find  one  of  his  patients  who 
is  the  mother  of  a  large  family  the  subject  of  cancer  of  the  uterus  and 
approaching  the  end  of  pregnancy.  The  detection  of  cancer  of  the 
neck  of  the  uterus  in  the  first  two  or  three  months  of  pregnancy  is  a 
much  less  formidable  matter,  especially  if  the  disease  is  limited  to  the 
cervix,  and  in  most  of  these  cases  it  will  be  limited,  for  were  it  at  all 
advanced  the  foul  discharges  would  of  themselves  be  sufficient  to 
prevent  conception  taking  place.  In  such  a  case,  with  malignant 
disease  limited  to  the  cervix,  there  is  no  need  to  delay  operation. 
Total  extirpation  of  the  uterus  by  the  vagina  is  at  once  called  for. 
But  when  pregnancy  is  far  advanced  the  case  is  quite  different.  There 
is  a  temptation  to  allow  the  pregnancy  to  go  to  term,  and  for  the 
practitioner  to  buoy  himself  up  with  the  hope  that  by  application  of 
the  forceps  or  by  turning  the  dangers  that  are  incidental  to  a  tedious 
labour  may  be  averted,  and  when  the  confinement  is  over  that  the 
diseased  uterus  can  then  be  dealt  with.  But  is  there  any  ordinary 
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certainty  that  the  life  of  the  mother  will  be  spared  to  term,  and  that 
her  child  will  then  be  still  alive  ?  Too  often  the  haemorrhages  are  so 
profuse  that  the  mother  becomes  exhausted,  or  she  becomes  poisoned 
by  absorption  of  her  discharges.  There  are  few  obstetricians  who  will 
deny  that  carcinoma  advances  in  a  pregnant  uterus  much  more  rapidly 
than  in  an  unimpregnated  uterus.  By  allowing  the  pregnancy  to  run 
its  course  and  the  disease  to  make  further  progress,  we  make  labour 
more  difficult  owing  to  the  unyielding  tissues  of  the  cervix,  and  more 
dangerous  to  the  mother  in  consequence  of  the  friable  nature  of  malig- 
nant structures,  their  tendency  to  tear,  and  for  the  rupture  to  extend 
into  the  uterus  and  to  cause  death  by  shock  and  haemorrhage.  Of 
180  cases  of  carcinoma  of  the  uterus  in  pregnant  women  collected  by 
Herman,  in  11  the  uterus  ruptured.  Cohnstein  has  reported  14  cases 
in  which  women  died  undelivered,  13  being  at  full  time  and  1  in  the 
seventh  month  of  pregnancy.  Although  in  the  later  stages  of  preg- 
nancy Caesarean  section  with  abdominal  hysterectomy  is  a  line  of 
treatment  to  be  carefully  considered  in  these  cases,  it  is  only  right  to 
mention  that  surgeons  have  removed  the  uterus  per  vaginam  as  late 
as  the  seventh  month  of  pregnancy.  I  am  in  favour  of  the  abdominal 
method  and  also  of  not  allowing  the  pregnancy  to  go  to  term.  The 
case  which  we  have  reported  was  fortunately  one  in  which,  although 
the  cervix  was  much  destroyed  by  cancer,  the  fornices  were  clear. 
The  successful  result  shows  that  for  this  case  at  any  rate  the  proper 
treatment  was  adopted. 


A  DISCUSSION  ON  GASTROJEJUNOSTOMY  IN  ULCER  OF  THE 
STOMACH  AND  DUODENUM  AND  PYLORIC  STENOSIS. 

(British  Medical  Journal,  1901.) 

Mr.  Rutherford  Morison  said  that  Mr.  Gilbert  Barling's  views  were  so 
entirely  his  own  that  little  had  been  left  for  him  to  say.  In  stating  the 
causes  of  death  in  gastric  lesions,  Mr.  Barling  had  omitted  mention  of  sudden 
heart  failure.  Dr.  Bramwell's  case  related  the  previous  day  died  suddenly. 
Mr.  Morison  had  performed  pyloroplasty  twenty-two  times  before  any 
death  occurred  from  the  operation  ;  but  two  of  his  patients,  so  far  as  could 
be  judged  in  no  way  worse  than  many  others,  suddenly  died  the  day  before 
that  fixed  for  operation— a  fortunate  experience. 

The  question  of  when  and  how  to  operate  in  gastric  haemorrhage  was 
a  difficult  one.  In  any  ordinary  septic  wound,  such  as  a  gastric  ulcer  might 
be,  if  bleeding  occurred  a  serious  state  of  matters  was  suggested.  If  bleeding 
recurred  a  radical  attempt  for  its  arrest  was  demanded.  That  rule  did  not 
appear  to  apply  to  gastric  haemorrhage,  but  why  it  did  not  was  difficult 
to  say. 

Mr.  Angus,  his  colleague,  who  had  operated  with  success,  concluded 
that  if  after  vomiting  a  quantity  of  bright  red  blood  (showing  lesion  of  a 
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large  vessel),  as  soon  as  the  patient  was  recovering  from  shock  more  bleeding 
took  place,  the  stomach  should  be  opened  without  delay,  and  the  bleeding 
area,  if  possible,  dealt  with  by  ligature.  This  was  the  only  useful  suggestion 
he  had  heard  of,  but  it  was  not  always  easy  to  effect.  In  such  a  case  he 
had  opened  the  stomach  freely,  and  failing  to  find  the  bleeding  point,  had 
done  pyloroplasty.  The  patient  did  well  for  two  days,  then  died  of  perfora- 
tino-  peritonitis.  Post-mortem  examination  showed  two  small  ulcers  the 
size  of  threepenny-pieces,  one  of  which  had  perforated  ;  both  were  in  the 
posterior  wall  of  the  stomach,  near  the  cardiac  orifice,  and  they  were  prac- 
tically inaccessible. 

Everyone,  he  thought,  would  accept  the  conditions  laid  down  as  calling 
for  operation. 

He  was  interested  to  hear  from  Mr.  Barling  of  the  case  in  which  a 
diagnosis  of  gall-stones  had  been  made  so  definitely  that  operation  was 
undertaken,  for  he  had  met  with  similar  mistakes.  He  thought  from 
examination  during  operation  that  patients  with  these  symptoms  had  an 
active  ulcer  at  the  pyloric  orifice  which  was  sufficiently  obstructed  to  produce 
hypertrophy  of  the  stomach  walls,  and  contraction  rather  than  dilatation  of 
its  cavity.* 

With  regard  to  adhesions  as  a  cause  of  symptoms,  he  entirely  agreed 
with  Mr.  Barling  that  operations  for  their  relief  were  likely  to  be  disappoint- 
ing. Some  cause  for  them — usually  gall-stones  or  gastric  ulcer — should  be 
looked  for,  and  when  found  dealt  with,  otherwise  the  operation  should  be 
regarded  as  incomplete. 

With  regard  to  dilatation  of  the  pylorus,  he  agreed  with  Mr.  Barling 
that  the  operation  from  within  had  served  a  useful  purpose,  but  was  now 
obsolete.  If  any  operation  was  required,  the  stomach  should  be  opened 
to  allow  of  examination  of  its  interior,  and  the  propriety  of  pyloroplasty  or 
gastric- jejunostomy  should  then  be  determined  upon. 

With  regard  to  the  choice  of  an  operation,  his  feeling  was  even  more 
in  favour  of  pyloroplasty  than  that  expressed  by  Mr.  Barling,  for  the  special 
danger  of  gastro-enterostomy,  regurgitation  of  intestinal  contents  into  the 
stomach,  with  some  form  of  toxaemia,  made  him  chary  of  performing  it 
unless  this  was  unavoidable.  So  strongly  had  this  factor,  which  made  the 
result  independent  of  the  operator,  impressed  him,  that  he  had  invented  an 
operation  to  overcome  it.  This  had  been  successful  so  far  as  regurgitation 
was  concerned,  but  was  followed  by  a  high  mortality  from  shock  (8  cases, 
4  deaths).  He  had  not  found  that  either  anterior  or  posterior  operations 
escaped  regurgitation,  and  it  had  occurred  to  him  after  the  use  of  buttons, 
plates,  and  sutures,  so  that  he  avoided  gastro- jejunostomy  when  he  could. 
His  preference  was  for  sutures,  and  he  thought  the  most  simple  and  sure 
was  of  his  own  invention,  namely,  a  continuous  suture  through  all  the  coats 
inside  and  an  interrupted  row  of  Lembert  sutures  outside,  both  of  catgut .f 

*  This  is,  I  still   think,  true. 

•  The  outer  should  be  silk. 
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ccasionally  hns  n  little  indiges- 
tion, which  soon  gets  well  by 
a  return  to  ordinary  diet  for  a 
few  days 
r.  Mackinlay  reports  :  "  Four 
months  ago  she  had  some  pain, 
and  this  had  recurred  occasion- 
ally since  ;  patient  has  never 
been  strong,  and  is  not  now 
robust,  but  from  leading  a  life 
of  constant  pain  now  suffers  an 
inconsiderable  amount  ;  she  is 
profoundly  grateful  for  the 
benefit  derived" 

itient  reports  :  "  I  have  been  at 
business  for  a  year,  and  walk 
from  10  to  12  miles  a  day  " 

itient  reports  :  "  I  am  in  better 
health  than  I  ever  was  " 

r.  Ingram  reports  :  "  Severs 
times  within  the  last  1  2  months 
I  have  had  to  see  her,  complain- 
ing of  sickness,  which  on  some 
occasions  I  have  attributed  to 
errors  of  diet.  She  can  take 
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376  RUTHERFORD     MORISON 

THE    DIAGNOSIS    AND    TREATMENT    OF   ABSCESS 
IN    CONNECTION    WITH   THE   VERMIFORM   APPENDIX. 

(The  Lancet,  February  23,  1901.) 

Much  controversy  still  exists  as  to  the  treatment,  operative  or 
otherwise,  of  cases  of  appendicitis,  but  all  authorities  agree  that  the 
presence  of  pus  makes  operation  imperative.  The  diagnosis  of  abscess 
in  connection  with  the  appendix  becomes  in  consequence  one  of  signal 
importance.  The  ordinary  signs  of  pus  formation  are  no  useful  guides  : 
a  rigor  or  pus  temperature,  redness  and  cedema  in  the  right  iliac  fossa, 
or  the  presence  of  deep  fluctuation,  if  found,  are  one  and  all  suggestive 
of  the  presence  of  pus  ;  but  these  signs  are  so  exceptionally  present 
that  if  a  diagnosis  is  to  be  based  on  them  it  will  seldom  be  made.  A 
rigor  is  rare  ;  as  a  well-marked  and  remembered  sign  it  has  only 
occurred  in  three  of  my  tabulated  cases.  A  pus  temperature— that 
is,  a  temperature  low  in  the  morning  and  high  in  the  evening,  followed 
by  night  sweats — is  the  most  constant  and  important  of  the  signs 
mentioned  and  is  not  often  absent.  Redness  and  cedema  in  the  right 
iliac  fossa  only  occur  when  pus  has  made  its  way  through  the  abdominal 
wall  and  the  abscess  is  about  to  open  externally,  a  rare  termination. 
Fluctuation  can  occasionally  be  found  in  neglected  abscesses  which 
have  been  allowed  to  attain  to  a  large  size.  It  is  a  fact,  and  it  is  of 
overwhelming  importance  to  know  it,  that  an  abscess  may  be  present 
and  all  of  these  signs  may  be  wanting,  and  that  with  a  large  and 
dangerous  abscess  the  patient  may  appear  to  be  convalescent.  I  have 
notes  of  four  such  cases  on  which  I  have  operated  during  the  past  year. 
The  following  will  suffice  as  an  example. 

CASE  1. — A  patient  under  the  care  of  Dr.  A.  Campbell,  Monkwearmouth, 
was  admitted  to  the  private  hospital  on  July  27,  1900.  Ten  days  previously 
he  had  been  suddenly  seized  with  acute  abdominal  pain  and  vomiting. 
Similar  attacks  had  troubled  him  before.  He  had  to  go  to  bed  and  was 
feverish  and  ill  for  five  days,  when  the  pain  became  localized  in  his  right 
iliac  fossa.  During  the  past  five  days  his  temperature  and  pulse  were  normal. 
He  regarded  himself  as  convalescent,  and  he  walked  from  the  cab  upstairs 
to  his  room.  When  seen  there  he  was  dressed  and  going  about,  and  said 
that  he  felt  well.  On  bimanual  examination  (one  hand  on  the  abdomen  and 
a  finger  in  the  rectum),  a  large  tender  mass  was  found  on  the  right  side  of 
his  pelvis.  Operation  disclosed  an  abscess  containing  about  3  oz.  of  foul 
pus  and  a  perforated  appendix  hanging  over  the  brim  of  the  pelvis. 

The  two  essentials  for  diagnosis  are  :  (1)  The  history  ;  that  of  a 
sudden  severe  attack  of  abdominal  pain  gradually  becoming  localized 
in  the  right  iliac  fossa,  attended  by  vomiting  and  fever,  and  followed 
by  an  abdominal  illness  ;  and  (2)  The  discovery  of  a  definite  tender 
tumour,  with  usually  rigidity  of  the  abdominal  muscles,  in  the 
neighbourhood  of  the  appendix.  The  diagnosis  of  appendicular 
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abscess  made  on  these  grounds  will  less  often  be  wrong  than  mix- 
other  in  abdominal  surgery,  and  every  such  case  should  he  operated 
upon. 

In  a  previous  series  of  papers  on  appendicitis,  published  in  the 
Edinburgh  Medical  Journal  for  March,  April,  and  May,  1897,  I  drew 
attention  to  the  clinical  importance  of  the  anatomical  position  of  the 
appendix,  and  again  wish  to  point  out  its  diagnostic  and  prognostic 
significance.  For  surgical  purposes  the  anatomical  positions  of  the 
appendix  may  be  described  as  :  (1)  On  the  inner  side  of  the  caecum, 
and  pointing  upwards  into  the  area  occupied  by  the  small  intestine  : 
('2)  On  the  outer  side  of  the  caecum,  and  pointing  to  the  gutter  on  the 
outer  side  of  the  ascending  colon  which  leads  above  into  the  hepatic 
pouch  ;  (3)  Below  and  internal  to  the  caecum,  and  pointing  into  the 
pelvis  ;  (4)  Behind  the  caecum  in  the  subcaecal  fossa  ;  and  (5)  Behind 
the  ascending  colon  and  resting  upon  the  peritoneum  and  fascia,  or 
fascia  alone,  covering  the  psoas  muscle. .  An  appendix  in  either  of 
these  five  situations,  surrounded  by  a  localized  collection  of  pus,  pro- 
duces characteristic  physical  signs,  by  a  careful  study  of  which,  in  the 
great  majority  of  cases,  the  position  of  the  appendix  and  the  relations 
of  the  abscess  can  be,  and  are  in  my  wards,  correctly  foretold.  Such 
refinement  of  diagnosis  does  not  meet  with  great  encouragement  at 
the  present  day;  but  considering  the  difference  in  prognosis  of  an 
abscess  on  the  inner  and  one  on  the  outer  side  of  the  caecum,  and  the 
advantage  to  the  surgeon  of  knowing  where  to  look  for  the  appendix 
in  a  difficult  case,  complete  diagnosis  must  be  regarded  as  a  valuable 
aid  both  to  prognosis  and  to  treatment. 

The  commencement  in  the  greater  number  of  cases  of  appendieular 
abscess  is  by  a  sudden  severe  pain,  often  waking  the  patient  from  sleep 
in  the  early  morning.  The  pain  at  first  cannot  be  definitely  localized, 
but  it  is  frequently  referred  to  the  epigastrium  ;  later,  it  descends 
to  the  right  iliac  fossa  and  continues  there  long  enough  as  a  rule  to 
prevent  the  patient  from  sleeping  for  two  or  three  nights;  it  then 
gradually  subsides,  leaving  marked  tenderness  behind.  The  pain  is 
immediately,  or  shortly,  unless  in  exceptional  instances,  followed 
by  vomiting  and  a  febrile  illness  of  such  severity  as  to  confine 
the  patient  to  bed  for  some  days.*  If  due  importance  is  not 
attached  to  the  early  history,  and  the  presence  of  an  iliac  swelling  be 
overlooked,  it  is  not  surprising  to  learn  that  typhoid  fever  has  been 
suspected. 

The  diagnosis  of  a  case  which  is  so  acute  as  to  develop  an  abscess 
in  twenty-four  hours,  and  a  recognition  of  the  appropriate  treatment- 
immediate  removal  of  the  appendix — are  both  easy.  It  is  especially 


*  This  is  now  described  as  tlie  Murphy  sequence. 
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to  the  more  difficult  questions  of  the  diagnosis  and  treatment  of  the 
less  acute  forms  that  my  present  paper  is  meant  to  draw  attention. 

1.  The  position  of  appendicular  abscess  inside  of  the  caecum  is 
indicated  in  the  diagram  (see  Fig.  20).     The  walls  of  the  abscess  are 
usually  constituted  of  coils  of  small  intestine  and  the  roof  of  omentum. 
When  acute  tenderness  has  subsided,  such  an  abscess  may  be  fairly 
movable  in  all  directions,  and  this  mobility  may  raise  difficulties  in 
its  diagnosis.     A  small  ovarian  cyst  with  twisted  pedicle  and  fixed  by 
adhesions  produces  symptoms  and  signs  very  similar. 

2.  With  an  appendicular  abscess  on  the  outer  side  of  the  caecum 
the  swelling  will  be  found  to  commence  in  the  right  iliac  fossa  above 
the  anterior  superior  spine.     As  it  enlarges  it  hugs  the  iliac  crest  and 
extends  upwards  to  the  ilio-costal  space  (see  Fig.  21).    It  is  quite  fixed, 


Fig.  20.— APPENDIX  INSIDE  OF  OascuM.— The 
walls  of  the  abscess  are  small  intestines,  and 
roof  omentum.  It  resembles  a  small  ovarian  cyst, 
with  twisted  pedicle. 


Fig.  21.— APPENDIX  OUTSIDK  OP  CJECUM. — 
The  abscess  hujjs  the  iliac  crest,  and  as  it  enlarges 
extends  upwards- into  the  iliocostal  space. 


and  when  large  makes  a  definite  palpable  lumbar  swelling.  If  the 
appendix  in  that  position  happens  to  be  long  it  reaches  upwards  into 
the  hepatic  pouch,  and  when  inflamed  it  frequently  ruptures  at  the 
tip  and  causes  a  swelling  there,  which  is  generally  mistaken  for  a  liver 
or  kidney  tumour  (see  Fig.  22).  ^ , 

3.  If  the  inflamed  appendix  hangs  over  into  the  pelvis,  the  result- 
ing abscess  may  be  found  as  (a)  A  limited  swelling  fixed  to  the  pelvic 
brim  and  most  readily  discovered  by  bi-manual  examination  (the  hand 
on  the  abdomen  and  a  finger  in  the  rectum)  ;   or  (b)  The  pus  may  fill 
the  pelvis  in  varying  degree  till  the  recto- vesical  or  recto-uterine  pouch, 
distended  by  pus  and  roofed  over  by  intestine  and  omentum,  comes  to 
resemble  a  distended  bladder  or  an  ovarian  cyst  (see  Fig.  23). 

4.  An  abscess  in  the  sub-caecal  pouch  pushes  forward  the  caecum, 
which  may  be  felt  gurgling  over  it,  or  giving  a  resonant  note  on  light 
percussion.     This  abscess  is  usually  small,  occasionally  it  is  a .  little 
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movable  from  side  to  side,  and  lies  deep  in  the  iliac  fossa.  It  may  be 
confounded  with  the  more  chronic  and  less  tender  tuberculous  or 
malignant  tumour  at  the  ileo-csecal  valve  (see  Fig.  24). 

5.  An  appendicular  abscess  behind  the  ascending  colon  and  lying 
on  the  psoas  muscle  produces  a  lumbar  tumour  and  flexion  of  the 
corresponding  thigh  (see  Fig.  25). 

The  difficulty  of  diagnosis  in  pelvic  cases,  especially  in  women, 
requires  special  mention.  The  combination  of  ovarian  cyst  with 
appendicitis  is  not  rare,  and  the  difficulties  of  diagnosis  are  thereby 
increased.  As  a  typical  and  not  very  rare  example  of  this  combina- 
tion I  may  quote  an  old  case. 


Fig.  22. — APPENDIX  REACHING  HEPATIC  POUCH. 
— A  lon<;  appendix  on  the  outer  side  of  the  caecum 
and  ascending  colon  will  have  its  tip  in  the  hepatic 
pouch.  An  abscess  in  connection  with  it  may  be 
limited  to  the  hepatic  pouch  and  mistaken  for  a 
kidney  or  liver  tumour. 


Fig.  23. — APPENDIX  HANGING  INTO  PELVIS. — 
A  larg-e  abscess  forms  a  hypp»-astric  swelliiig.lwhich 
may  be  mistaken  for  a  distended  bladder,  or  an 
ovarian  cyst. 


CASE  2. — A  woman,  age  31  years,  a  patient  under  the  care  of  Dr.  A.  H. 
Davis,  Sunderland,  on  the  evening  of  April  4,  1895,  felt  a  pain  in  the  abdomen, 
but  not  severe.  She  took  an  aperient  pill  and  at  2.30  a.m.  was  awakened 
with  severe  pain.  A  dose  of  saline  aperient  and  the  application  of  hot 
flannels  relieved  her.  In  the  morning  she  took  a  cup  of  tea,  which  she 
vomited.  She  had  hiccough  and  her  bowels  were  not  moved.  On  the  15th, 
at  10  a.m.,  she  was  seen  by  Dr.  Davis,  who  found  her  with  a  pulse  of  80 
and  a  temperature  of  100°  F.,  and  complaining  of  general  abdominal  pain. 
Her  cheeks  were  flushed,  her  feet  were  cold,  her  knees  were  drawn  up,  her 
mouth  was  dry,  and  she  was  very  thirsty.  The  abdomen  was  generally 
tender,  but  this  was  most  marked  in  the  hypogastrium.  An  enema  given 
in  the  evening  had  no  aperient  effect,  but  was  followed  by  intense  pain  and 
a  feeling  of  faintness.  She  vomited  once.  The  temperature  was  101-2°, 
and  the  pulse  was  90.  There  were  occasional  chills.  On  the  16th  the  pain 
became  more  definitely  referred  to  the  right  side  of  the  abdomen,  which 
was  swollen,  rigid,  and  tender.  On  the  17th  Dr.  Davis  found  a  lump  in  the 
right  iliac  fossa  ;  on  the  18th  a  consultation  with  Dr.  D.  Drummond  was 
held,  and  a  pelvic  swelling  was  found  in  addition  to  the  tumour  in  the  right 
iliac  fossa.  I  saw  the  patient  first  on  the  19th  (fifteen  days  after  the  illness 
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had  commenced).  Previously  she  had  always  had  excellent  health  ;  now 
she  was  pale  and  ill-looking  ;  her  tongue  was  red  and  moist  ;  her  pulse 
was  100,  and  her  temperature  was  100°.  In  the  right  lumbar  region,  and 
extending  into  the  right  iliac  fossa,  a  tender,  resisting,  ill-defined  swelling 
was  felt.  Per  vaginam  the  pelvis  was  filled  with  firm  exudate  fixing  the 
uterus.  A  temperature  chart  kept  since  the  beginning  of  the  illness  was 
strongly  suggestive  of  the  presence  of  pus. 

Operation  was  performed  on  April  20.  The  abdomen  was  opened  by 
an  oblique  incision  in  the  direction  of  the  external  oblique  fibres  with  its 
centre  over  the  caecum.  The  caecum  was  found  to  be  glued  down  over  a 
mass  in  the  right  iliac  fossa.  The  pelvic  brim  was  covered  by  adherent 
intestines,  beneath  which  a  fluctuating  swelling  was  felt  filling  Douglas's 
pouch.  The  intestines  above  the  caecum  were  free  from  adhesion.  The 
abdomen  was  packed  and  covered  with  an  antiseptic  towel,  and  the  patient 
was  placed  in  the  lithotomy  position.  After  vigorous  cleansing  of  the  vulva 
and  vagina  an  incision  was  made  in  the  posterior  vaginal  fornix  close  behind 
the  cervix  uteri,  and  about  1  drachm  of  purulent  fluid  escaped.  A  pair  of 


Fig    24  — APPENDIX  IN  SUBC^CAL    POUCH.—  Fig.  25.— APPENDIX  LYING  OVKH  I'SOA<-ML  SCLE. 

The   abscess   pushes    forward    the  caecum,  which  — The  ab.scess   produces  a   lumbar   swelling   and 

may   gurgle   over  it   on   manipulation,  or   give   a  flexure  of  the  corresponding  thigh, 
resonant  note    on    \\yht    percussion.     It  may   be 
confounded  with  tubercle  or  cancer  of  the  cajcum. 


forceps  pushed  closed  into  the  opening  and  drawn  out  open  led  to  no  further 
result.  Between  one  hand  on  the  abdomen  above  and  a  finger  in  the  vaginal 
wound  below  a  cystic  swelling  could  be  distinctly  felt.  The  patient  was 
now  replaced  on  her  back  with  an  antiseptic  towel  over  the  vulva,  and  the 
abdominal  wound  was  prolonged  backward  to  the  loin  and  forwards  to 
the  middle  line,  the  deep  epigastric  artery  being  secured  before  division. 
After  separating  the  adherent  intestines  the  cystic  swelling  in  the  pelvis 
was  now  seen  to  be  ovarian.  It  was  torn  out  whole  and  the  oozing  bed  in 
which  it  had  been  adherent  was  immediately  packed  with  sponges.  The 
remainder  of  the  abdominal  cavity  was  also  packed  off  with  sponges  and 
the  separation  of  the  caecum  from  the  parietes  on  the  outer  side  undertaken. 
On  tearing  through  the  outer  layer  of  the  mesocolon  an  abscess  containing 
at  least  2  oz.  of  stinking  pus  was  evacuated.  The  appendix  was  searched 
for  by  raising  the  whole  caecum  from  the  outer  side.  It  was  seen  and  felt 
firmly  adherent  to  and  flattened  on  the  under  surface  of  the  exposed  caecum, 
where  it  was  left  after  an  attempt  to  separate  it  showed  that  this  was  unlikely 
to  be  accomplished  without  tearing  the  intestine.  The  appendix  cavity 
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was  sponged  dry  and  carefully  packed  with  iodoform  gauze  strips,  the  ends 
of  which  were  left  hanging  out  from  the  loin  end  of  the  wound.  The  spongrs 
packing  the  abdomen  and  pelvis  were  next  removed  and  all  oozing  was 
found  to  have  ceased.  A  second  cyst  was  now  found  in  the  pelvis  and 
removed.  The  left  ovary  and  tube  were  found  in  their  normal  position  and 
seemed  healthy,  though  adherent.  They  were  not  interfered  with.  A  pair 
of  long  damp  forceps  were  introduced  through  the  abdominal  wound  down 
to  the  opening  in  the  upper  part  of  the  vagina,  and,  guided  by  Dr.  Davis's 
linger  in  the  vagina,  were  led  outside  the  vulva,  where  they  were  opened  and 
made  to  seize  a  thick  strand  of  iodoform  gauze,  the  upper  end  of  which 
was  drawn  in  so  that  it  just  reached  into  the  pelvis,  the  lower  end  lying 
within  the  vulva.  The  entire  abdominal  wound  was  closed  with  silk  except 
where  the  gauze  drain  and  an  india-rubber  tube  were  left  projecting  behind. 
The  first  cyst  removed  was  an  ovarian  dermoid  of  the  size  of  a  cocoanut, 
the  second  was  a  parovarian  cyst  of  the  size  of  a  turkey's  egg.  The  patient 
made  a  good  recovery,  but  ten  months  later  I  had  occasion  to  open  a  second 
acute  appendicular  abscess.  Since  that  time  she  has  remained  well. 

Further  difficulties  in  pelvic  cases  are  illustrated  by  the  following- 
examples  :— 

CASE  3. — Pelvic  appendicitis  in  a  female ;  pus  draining  through  the 
Fallopian  tube. — A  single  woman,  age  27  years,  was  admitted  to  the  Royal 
Infirmary,  Newcastle,  on  September  26,  1899.  On  the  21st,  while  in  bed, 
she  felt  a  sudden  pain  about  the  stomach,  and  vomited.  On  the  22nd 
she  took  castor  oil,  which  was  vomited.  An  enema  administered  later 
brought  away  some  faecal  matter.  On  the  23rd  the  pain  settled  in  the 
right  iliac  region,  and  she  continued  to  vomit.  On  the  24th  and  the 
25th  she  had  difficulty  in  passing  urine,  but  her  bowels  were  moved. 
The  pain  and  vomiting  continued.  On  the  26th  she  was  admitted  to  the 
infirmary  at  9  a.m.  On  admission  she  was  flushed,  had  a  coated  tongue  and 
a  temperature  of  100-8°  F.  and  a  pulse  of  120.  The  whole  abdomen  was 
slightly  distended,  tender,  and  rigid.  The  note  over  the  lower  abdomen 
was  dull  on  light  percussion.  Per  rectum  nothing  was  found.  The  patient 
was  menstruating  and  passed  through  a  normal  period.  After  her  admission 
the  pain  abated,  the  vomiting  ceased,  and  four  days  later  her  temperature 
became  and  remained  normal.  On  October  5,  ten  days  after  her  admission, 
as  a  pelvic  swelling  was  still  palpable  from  the  abdomen,  she  was  examined 
under  an  anaesthetic.  An  indefinite  firm  mass  was  felt  in  the  left  iliac  region. 
Per  vaginam  the  hymen  was  found  to  be  intact  and  the  vagina  virginal. 
A  soft,  fluid,  immovable  swelling,  apparently  of  the  size  of  a  foetal  head, 
bulged  into  and  filled  the  anterior  and  lateral  vaginal  fornices.  The  bladder 
was  emptied  by  a  catheter  and  the  swelling  found  to  be  entirely  in  front  of 
the  uterus.  This  was  confirmed  by  the  uterine  probe.  On  withdrawing 
the  uterine  probe  some  foetid  pus  escaped  from  the  cervical  canal.  The 
diagnosis  suggested  was  that  of  suppurating  dermoid  ovarian  cyst  ruptured 
into  a  Fallopian  tube. 

Operation  was  performed  on  October  10.  The  abdomen  was  opened 
from  the  umbilicus  to  the  pubes,  when  the  pelvis  was  seen  to  be  filled  by  a 
mass  covered  by  adherent  intestine.  The  abdominal  cavity  was  packed  with 
sterile  gauze  and  the  patient  was  placed  in  the  Trendelenberg  posture.  On 
separating  the  intestinal  coils  a  large  quantity  of  very  offensive  pus  escaped 
and  was  quickly  mopped  up.  The  pouch  of  Douglas  was  practically  a  large 
abscess  cavity,  and  the  abscess  extended  upwards  into  the  left  iliac  fossa. 
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A  faecal  concretion  was  found  lying  at  the  bottom  of  the  pelvis,  and  on  draw- 
ing the  adherent  caecum  forward  a  sloughy  opening  of  the  size  of  a  sixpenny- 
piece  was  found  in  it  at  the  position  occupied  by  the  insertion  of  the  appendix. 
The  whole  appendix  had  sloughed  off.  The  right  side  of  the  abscess  had 
been  drained  by  the  right  Fallopian  tube,  which  was  slightly  thickened  but 
pervious,  and  had  stinking  pus  in  its  lumen.  The  opening  in  thecsecum 
was  sutured,  the  right  Fallopian  tube  was  excised,  and  a  large  drain  opening 
was  made  from  the  bottom  of  Douglas's  pouch  into  the  vagina  ;  the 
abdominal  wound  was  entirely  closed  except  at  the  lower  end,  where  a  glass 
tube  was  left.  Cultivations  from  the  gauze  drain  removed  on  October  14, 
four  days  after  the  operation,  showed  the  bacillus  coli  communis  only.  On 
the  18th,  eight  days  after  the  operation,  there  was  a  free  discharge  of  faecal 
matter  and  pus  from  the  vagina,  and  the  temperature  rose  to  102°.  This 
discharge  continued,  and  on  the  24th  she  was  very  ill,  with  a  profuse  dis- 
charge of  faeces  and  pus  from  the  vagina  and  from  the  lower  part  of  the 
abdominal  wound,  and  a  temperature  of  103°  in  spite  of  frequent  douching 
through  a  tube  introduced  into  the  vaginal  opening.  Constant  irrigation 
was  now  adopted,  and  the  cavity  was  flushed  through  from  the  vagina  to 
the  abdominal  wound  with  sterile  hot  saline  solution  day  and  night.  If 
the  irrigator  was  stopped  for  a  few  hours  her  temperature  rose  and  the 
irrigator  had  to  be  restarted.  It  was  continued  until  November  9.  She 
was  discharged  nearly  healed  on  the  20th.  In  September,  1900,  she  returned 
to  have  a  small  ventral  hernia,  of  the  size  of  the  drainage-tube,  at  the  lower 
part  of  the  ventral  scar,  operated  upon.  She  was  in  good  health,  and 
bimanual  examination  could  discover  no  sign  of  adhesions  or  any  other 
abnormality  in  the  pelvis. 

CASE  4. — Pelvic  abscesses  in  a  male  simulating  distended  bladder  ;  abscess 
opened  and  drained  through  the  abdomen  ;  subsequent  rupture  into  the  rectum  ; 
sinus  persisting. — A  young  man,  age  18  years,  was  admitted  to  the  Royal 
Infirmary,  Newcastle,  on  May  9,  1900.  He  was  in  good  health  until  ten 
days  previously,  when  he  was  awakened  out  of  sound  sleep  at  2  a.m.  with 
a  severe  pain  all  over  his  abdomen,  and  vomiting.  Since  that  time  he  had 
slept  little  on  account  of  the  pain,  had  perspired  profusely  at  nights,  and 
had  frequently  vomited.  He  had  had  no  urinary  trouble.  On  admission 
he  was  slightly  jaundiced.  His  pulse  was  good  (77),  and  his  temperature 
was  100-2°  F.  ;  his  tongue  was  coated  with  a  thick  brown  fur.  The  pain 
came  on  in  paroxysms,  making  him  cry  out.  His  abdomen  was  enlarged 
above  the  pubes  by  a  rounded  elastic  swelling  resembling  a  distended  bladder 
(see  Fig.  23).  The  bladder  was  emptied  by  a  catheter,  but  this  made  no 
change  in  the  swelling.  Per  rectum  the  pelvic  floor  was  bulged  down  by  a 
tender  swelling  which  felt  like  a  cyst  projecting  against  the  anterior  wall 
and  continuous  with  the  suprapubic  swelling.  Distinct  intestinal  move- 
ments could  be  felt  in  the  right  iliac  region. 

The  abdomen  was  opened  from  the  umbilicus  to  the  pubes.  Some 
free  clear  fluid  escaped  on  opening  the  peritoneum.  The  intestinal  coils  in 
the  lower  part  of  the  abdomen  were  congested  and  matted  together  with 
purulent  lymph.  The  caecum  was  so  covered  up  by  adherent  intestine  that 
it  was  considered  to  be  too  dangerous  to  search  for  the  appendix.  The 
upper  portion  of  abdomen  was  packed  off  and  the  patient  was  turned  over 
on  his  side.  By  separating  the  adherent  intestine  above  the  pubes  a  large 
collection  of  foul  pus  was  tapped  and  a  glass  tube  was  introduced  into  the 
cavity  and  packed  round  with  iodoform  gauze.  The  entire  wall  of  the 
abscess  was  formed  by  adherent  intestinal  coils.  The  bladder  was  protected 
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by  adherent  small  intestine  from  contact  with  the  pus,  hence  the  absence 
of  bladder  symptoms  usual  in  pelvic  peritonitis  from  this  or  other  cause. 
On  May  13,  three  days  after  the  operation,  he  was  much  better,  but  si  ill 
slightly  jaundiced.  The  gau/e  packing  was  removed;  the  discharge  from 
the  wound  was  faecal.  On  the  201  h  his  temperature  was  102°.  He  was 
complaining  of  abdominal  pain  and  of  rectal  tenesrnus.  On  the  22nd  a 
distinct  soft  bulging  was  felt  in  the  anterior  wall  of  the  rectum.  The  reel  a  I 
mucous  membrane  over  this  was  crdcmatous.  lie  still  had  tenesmus.  On 
the  23rd  it  was  decided  to  open  the  abscess  in  the  recto-vesical  pouch 
through  the  anterior  wall  of  the  rectum,  and  an  enema  was  given.  A 
quantity  of  pus  passed  with  this  and  relief  followed.  Nothing  further  was 
done,  and  he  left  the  infirmary  on  June  10  in  good  health,  but  with  a  sinus 
at  the  lower  end  of  the  abdominal  wound,  which  still  persists  (September). 

The  importance  of  bi-manual  examination  in  the  male  may  be 
illustrated  by  the  following  case  : — 

CASE  5. — A  man,  aged  41  years,  was  admitted  to  a  private  hospital  on 
June  20,  1900.  He  had  previously  had  many  slight  attacks  similar  to  the 
present.  On  June  13,  at  3  a.m.,  he  was  awakened  by  a  violent  pain,  which 
did  not  pass  off  as  others  had.  The  following  morning  he  was  seen  by  Dr. 
McBean,  who  found  his  temperature  raised,  he  had  vomited,  but  only 
slightly.  An  enema  which  was  administered  moved  his  bowrels  and  gave 
him  considerable  relief.  He  was  kept  in  bed,  as  the  abdomen  remained 
tender  in  the  right  iliac  region.  During  the  14th  he  was  a  little  sick,  the 
pain  was  less,  his  bowels  were  moved,  but  the  temperature  continued  at 
100°  to  101°  F.  On  the  15th  the  question  of  operation  being  raised,  he  was 
seen  in  consultation  with  Mr.  W.  G.  Richardson,  who  then  found  him  lying 
in  bed  comfortably  on  his  back  with  his  legs  fully  extended.  He  could 
move  freely  in  bed  ;  there  was  no  sickness  ;  the  tongue  was  dirty  ;  the 
temperature  was  99°  and  his  pulse  was  90.  He  looked  well.  In  the  right 
iliac  region  there  was  a  distinctly  tender  point,  but  no  lump  to  be  felt,  and 
palpation  was  easy.  On  the  20th,  the  day  of  admission,  the  patient,  a 
stout,  robust  man,  was  not  looking  so  well.  The  tongue  was  dirty  ;  the 
temperature  was  100°  ;  there  were  more  local  tenderness  and  rigidity  in  the 
right  iliac  fossa,  but  no  definite  swelling.  Bimanually  (a  finger  of  the  right 
hand  in  the  rectum  and  the  left  hand  on  the  front  of  the  abdomen)  a  definite 
tender  tumour  of  the  size  of  a  large  orange  could  be  felt  hanging  into  the 
pelvis  and  fixed  to  the  pelvic  brim. 

Operation  was  performed  on  June  21.  On  opening  the  abdomen  tne 
caput  caecum  was  seen  to  be  adherent  low  down  to  the  brim  of  the  pelvis 
with  a  loop  of  ileum,  which  was  congested  and  dilated.  The  abdominal 
incision  was  extended  from  the  back  of  the  iliocostal  space  to  1  in.  above 
the  symphysis  pubis,  the  deep  epigastric  vessels  being  clamped  before  their 
division.  The  peritoneal  and  pelvic  cavities  were  then  packed  off  with 
gauze  and  an  abscess  containing  gas  and  stinking  pus  was  easily  opened  by 
separating  some  flimsy  adhesions  in  the  angle  between  the  caecum  and  ileum. 
The  abscess  was  cleansed  and  the  appendix  was  seen  hanging  over  the  brim 
of  the  pelvis.  It  was  yellow  and  entirely  gangrenous  ;  it  only  required  to 
be  pulled  off  the  caecum  like  a  slough.  The  abscess  cavity  was  drained  into 
the  loin  and  packed  with  iodoform  gauze,  which  was  brought  out  there. 
The  pelvic  cavity  was  drained  by  a  glass  tube  in  the  middle  line  in  the  inner 
angle  of  the  wound,  in  case  any  infection  of  the  pelvis  had  occurred  before 
or  during  the  operation.  The  wound  between  the  drains  was  entirely  closed. 
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Two  days  after  the  operation  the  pelvic  tube  was  removed.  On  July  18, 
a  month  after  the  operation,  the  patient  went  home  with  two  small  granu- 
lating sores.  Three  months  later,  these  surfaces  never  having  been  quite 
healed,  he  did  not  feel  so  well  as  usual.  He  was  sickly  and  off  his  food. 
When  lying  in  bed  he  smelt  a  strong  odour,  and  found  that  warm  fluid  was 
trickling  down  his  side.  On  examination  it  was  discovered  that  an  abscess 
had  opened  at  the  outer  angle  of  the  wound,  which  had  been  healed  for  two 
months,  an  exit  thus  being  given  to  about  one  ounce  of  pus. 

Many  patients  with  appendicular  abscess  (more  than  is  genera'ly 
admitted)  recover  if  left  alone,  and  the  majority  do  so  by  a  discharge 
of  the  pus  into  the  intestine,  the  caecum,  or  the  ileum,  close  to  the  ileo- 
csecal  junction,  being  the  seat  of  election.  The  quantity  of  pus  escap- 
ing from  the  abscess  may  be  so  large  as  to  be  recognizable  by  anyone 
when  it  has  been  discharged  from  the  bowel,  or  it  may  be  so  small  and 
undergo  such  changes  in  its  passage  as  to  elude  skilled  observers.  I 
have  on  many  occasions  whilst  operating  demonstrated  the  communica- 
tion between  the  abscess  cavity  and  the  interior  of  the  bowel  by  passing 
an  instrument  into  the  latter  (see  Cases  6,  8,  and  11). 

The  discharge  of  an  abscess  through  the  abdominal  parietes 
appears  to  be  usually  considered  the  most  ordinary  method  of  spon- 
taneous cure  of  the  abscess,  but  allowing  due  deductions  to  be  made 
for  preventive  operation,  it  is  comparatively  rare.  Every  such  case 
is  recognized,  but  the  diagnosis  of  pus  discharging  into  the  bowel  can 
seldom  be  made  on  account  of  the  difficulty  in  its  recognition  except 
by  operation  or  by  post-mortem  examination.  I  have  previously 
recorded  (in  the  Edinburgh  Medical  Journal)  a  case  in  which  an  appen- 
dicular abscess  discharged  externally  and  into  the  bladder  with  the 
result  that  the  patient  recovered,  and  in  the  same  paper  I  report  a  case 
in  which  the  abscess  discharged  into  the  pleura  with  a  fatal  result, 
though  it  is  possible  for  a  cure  to  be  brought  about  in  such  instances 
by  the  discharge  of  pus  either  through  the  lung  or  the  chest  wall.  I 
have  also  observed  several  cases  of  pelvic  abscesses,  probably  the 
result  of  appendicitis,  cured  by  the  discharge  of  pus  through  the 
rectum  or  vagina. 

When  the  tender  swelling  has  been  recognized,  a  sudden  return 
of  severe  pain,  followed  by  collapse,  sometimes  fatal  in  a  few  hours 
(as  in  a  case  recorded  in  the  paper  before  mentioned),  and  followed  by 
symptoms  and  signs  of  general  peritonitis,  indicates  rupture  of  the 
abscess  into  the  general  peritoneal  cavity.  The  following  case  illus- 
trates some  of  these  points  : — 

CASE  6. — A  man,  age  23  years,  was  sent  by  Dr.  P.  R.  Ingram,  of  Walls- 
end  to  a  private  hospital  on  March  15,  1900.  When  at  work  on  March  3  he 
felt  pain  in  his  abdomen,  and  went  home.  Dr.  Ingram  saw  him  and  sent 
him  to  bed.  On  the  following  day  Dr.  Ingram  found  a  definite  swelling 
in  his  right  iliac  fossa,  and  from  the  symptoms  and  signs  recognized  the  case 
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as  one  of  severe  appendicitis,  and  advised  immediate  operation.  The 
patient  :iml  his  friends  resented  this  suggestion,  and  the  ordinary  methods 
of  medical  (real incut  were  adopted.  The  patient  progressed  favourably; 
indeed,  he  seemed  so  well  as  to  be  convalescent,  until  March  13,  when  reaching 
out  of  bed  to  get  something  he  was  suddenly  seized  with  intense  abdominal 
pain.  Dr.  Ingram  saw  him  shortly  after  and  found  him  in  a  condition  of 
collapse,  with  cold  extremities,  feeble  rapid  pulse,  and  frequent  vomiting. 
On  the  following  day  I  saw  him.  He  then  had  all  the  symptoms  and  signs 
of  general  peritonitis.  We  discussed  the  question  of  operation,  but,  recog- 
ni/.ing  the  grave  condition  of  the  patient,  the  seriousness  of  an  operation  in 
his  condition,  and  the  improbability  of  any  good  result,  we  decided  to  wait 
and  watch  for  further  attempts  at  localization  of  the  pus  which  we  felt  sure 
was  present.  On  the  following  day  he  was  driven  carefully  in  an  ambulance 
bed  to  the  private  hospital.  On  admission  his  condition  was  found  to  be 
no  better  than  on  the  previous  day.  On  March  16,  at  2  p.m.,  the  patient 
appeared  to  be  dying,  and  there  were  signs  of  a  large  quantity  of  fluid  in 
his  abdomen.  With  just  sufficient  chloroform  to  dull  his  sensibility  a  short 
incision  was  made  above  the  pubes  through  which  a  glass  drainage-tube 
was  introduced  into  the  pelvis.  A  large  quantity  (about  a  quart)  of  pus 
and  stinking  fluid  escaped.  He  died  at  4  p.m. 

Post-mortem  examination  showed  general  peritonitis.  There  was  a 
large  quantity  of  pus  in  the  pelvis,  with  much  lymph  and  matting  of  the 
whole  intestines.  The  left  side  of  the  abdomen  was  least  involved  and 
there  was  no  fluid  there.  The  hepatic  pouch  was  a  large  abscess  cavity  filled 
with  pus  and  altered  blood.  The  cavity  was  lined  by  soft  lymph  and 
extended  as  far  down  as  the  brim  of  the  pelvis.  On  the  outer  side  of  the 
caecum  and  the  ascending  colon  there  were  several  (five  or  six)  perforations, 
from  a  quarter  to  three-quarters  of  an  inch  in  diameter,  which  appeared  as 
if  caused  by  the  escape  of  pus  into  the  bowel.  The  inside  of  the  caecum  and 
colon  was  inflamed,  and  the  caecum  contained  blood  little  altered.  The 
inflamed  appendix  lay  along  the  outer  side  of  the  ascending  colon,  with  its 
tip  extending  into  the  hepatic  pouch.  The  tip  was  sloughing  and  perforated. 
No  enterolith  was  present. 

The  abscess,  although  of  appendicular  origin,  may  be  in  a  posi- 
tion remote  from  the  appendix,  and  may  show  itself  at  a  considerable 
distance  of  time  after  the  original  attack  (Case  5).  The  following- 
cases  will  illustrate  this  point  and  also  prove  that  general  septic  perito- 
nitis can  be  spontaneously  recovered  from,  a  fact  perhaps  not  suffi- 
ciently recognized  : — 

CASE  7. — Appendicitis  and  general  peritonitis  ;  recovery  from  general 
peritonitis  ;  death  from  peritoneal  abscess  due  to  localization  of  a  general 
infection. — A  girl,  age  19  years,  was  admitted  to  the  Royal  Infirmary, 
Newcastle,  on  August  30,  1900.  She  was  in  her  usual  good  health  until 
eleven  days  before,  when  she  was  suddenly  seized  with  a  very  severe  pain 
in  the  right  iliac  region,  which  made  her  sweat  and  vomit.  She  had  had 
similar  attacks  previously,  but  not  so  severe,  and  they  had  always  passed 
off  in  a  few  days.  On  this  occasion  the  pain  had  got  less,  but  had  never 
left  her.  She  had  painful  frequent  micturition,  but  no  retention,  and  her 
bowels  acted  regularly  every  day  without  diarrhoea  or  tenesmus.  Her 
abdomen  swelled  and  was  very  tender,  especially  at  the  lower  part.  She 
had  gradually  got  weaker,  because,  as  she  said,  she  had  had  no  sleep  at  all 
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since  her  illness  commenced,  and  had  not  been  able  to  take  any  food.  On 
admission  she  looked  very  ill ;  her  face  was  flushed  and  slightly  cyanotic 
(suggesting  pneumonia),  her  pulse  was  100  and  soft,  and  her  temperature 
was  99-6°  F.  The  upper  part  of  her  abdomen  moved  freely  with  respiration  ; 
below  the  umbilicus  there  was  no  movement  and  there  was  a  definite  swell- 
ing like  a  six  months'  pregnant  uterus.  A  catheter  drew  off  4  oz.  of  urine 
but  did  not  affect  the  swelling.  No  definite  mass  or  tumour  could  be  felt. 
The  hypogastric  tumour  and  the  right  flank  were  dull  on  light  percussion  ; 
both  were  resonant  on  strong  percussion.  No  bulging  could  be  felt  per 
rectum  or  per  vaginam. 

On  opening  the  abdomen  the  omentum  was  exposed  adhering  to  the 
right  side  of  the  anterior  pelvic  peritoneum.  Behind  it  were  matted  small 
intestines  extending  down  to  Poupart's  ligament.  An  opening  was  made 
by  separating  a  coil  of  small  intestine  from  the  brim  of  the  pelvis,  when  foul 
pus  and  gas  began  to  escape.  This  was  mopped  away  steadily  as  it  appeared, 
and  took  some  time  to  discharge,  as  30  or  40  oz.  were  estimated  to  be  present. 
When  the  discharge  finally  ceased  the  cavity  was  freely  opened  up  and 
packed  with  gauze.  It  occupied  the  whole  available  pelvis.  The  appendix 
was  found  lying  on  the  outer  side  of  the  caecum  and  was  there  adherent.  It 
was  gangrenous  at  its  tip,  which  was  lying  loose.  In  close  relation  to  it 
was  an  enterolith.  The  appendix  was  removed  and  the  abdomen  was  about 
to  be  closed  when  pus  was  seen  oozing  from  above.  A  collection  was  then 
discovered  in  the  liver  pouch.  This  was  mopped  up  and  the  pelvis  and  this 
cavity  were  drained  by  large  indiarubber  tubes  and  gauze  brought  out  at 
the  back.  The  patient  was  very  ill  immediately  after  the  operation,  but 
rallied  completely  in  four  hours.  Ten  hours  after  the  operation  she  died. 

On  post-mortem  examination  the  opening  on  the  right  side  made  at 
the  operation  led  into  the  large  abscess  cavity  formed  by  the  pelvis  and 
roofed  in  by  matted  small  intestine  and  omentum.  Under  the  right  lobe  of 
the  liver  there  was  a  granulating  cavity  with  a  trace  of  pus  in  it.  The  rest 
of  the  peritoneal  cavity  was  free  from  pus,  but  everywhere  there  was  a  little 
sticky  lymph  and  some  recent  flimsy  adhesions  (evidence  of  recent  general 
peritonitis).  The  margin  of  the  right  lobe  of  the  liver  was  adherent  to  the 
parietal  peritoneum,  and  on  tearing  through  these  adhesions  a  large  quantity 
(fully  two  pints)  of  very  foul  pus  similar  to  that  found  in  the  pelvis  escaped. 
This  sub-diaphragmatic  abscess  had  pushed  the  diaphragm  to  the  level  of 
the  upper  border  of  the  third  rib  anteriorly  and  laterally.  Below,  it  was 
confined  to  the  right  lobe  of  the  liver.  There  was  some  clear  fluid  in  the 
left  pleural  cavity. 

CASE  8. — Appendicitis  ;  general  peritonitis,  which  had  become  localized ; 
abscess  ;  acute  septiccemia  ;  death. — A  female,  age  51  years,  was  admitted 
to  the  Royal  Infirmary,  Newcastle,  on  September  1,  1900.  She  was  perfectly 
well  until  six  weeks  before,  when  her  illness  commenced  suddenly  with  pain 
in  the  right  side,  and  vomiting.  A  bad  attack  of  "  inflammation  of  the 
bowels  "  followed  this,  and  for  some  days  she  was  very  ill.  She  gradually 
improved  until  two  weeks  before  her  admission,  when  she  had  another 
attack  of  pain.  The  lump  in  the  side  was  only  noticed  two  days  before. 
On  admission  she  looked  ill  and  feeble,  her  temperature  was  101°  F.,  her 
pulse  was  quick,  and  her  abdomen  was  distended.  In  the  right  loin  there 
was  a  large  swelling  like  a  kidney  tumour,  which  projected  anteriorly  and 
extended  inwards  close  to  the  umbilicus,  downwards  as  far  as  the  anterior 
superior  iliac  spine,  and  upwards  as  far  as  costal  margin.  On  percussion 
the  swelling  was  dull  in  the  loin  and  over  the  greater  part  of  the  front. 
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Operation  was  performed  on  September  1.  On  opening  the  abdomen 
the  colon  was  found  to  be  densely  adherent  to  the  parietcs.  In  front  of 
the  colon  and  lying  between  it  and  the  anterior  abdominal  wall  immediately 
below  the  liver  a  large  collection  (2  pints  ?)  of  pus  was  opened.  No  pro- 
longed search  was  made  for  the  appendix.  The  abscess  was  drained  with 
a  large  tube  and  gauze.  On  the  2nd,  the  day  following  the  operation,  in 
the  morning  she  was  fairly  well;  her  pulse  was  128  and  her  temperature 
was  <)<)•().  About  mid-day  she  became  delirious.  From  this  time  her 
temperature  gradually  rose,  the  delirium  increased,  and  symptoms  of  acute 
septic  poisoning  developed.  She  died  on  the  6th  with  a  temperature  of  106°. 

At  the  post-mortem  examination  the  abscess  which  had  been  opened 
lay  on  the  hepatic  flexure  of  the  colon  and  was  limited  above  by  the  liver. 
There  was  no  collection  of  pus  in  the  liver  pouch,  which  was  obliterated  by 
dense  adhesions.  The  pelvic  cavity  was  filled  with  pus  and  liquid  faeces 
and  was  shut  off  from  the  rest  of  the  abdomen  by  a  roof  of  matted  small 
intestine.  The  general  peritoneal  cavity  was  obliterated  by  adhesions, 
most  marked  on  the  right  side  and  diminishing  towards  the  left.  The  small 
intestines  were  universally  adherent  by  long  flimsy  adhesions,  producing 
an  appearance  as  if  the  intestines  were  wrapped  up  in  a  network  of  fine  cord 
with  meshes.  Both  liver  and  spleen  were  fixed  by  firm  adhesions.  The 
appendix  was  lying  on  the  outer  side  of  the  caecum  ;  there  was  an  old  perfora- 
tion within  half  an  inch  of  its  caecal  attachment.  On  the  lower  part  of  the 
caecum  there  was  a  perforation  three-quarters  of  an  inch  in  diameter,  which 
looked  as  if  it  wras  due  to  ulceration  from  without  into  the  bowel.  There 
was  marked  colitis  but  no  ulceration  of  the  colon. 

CASE  9. — Appendicular  abscess  opened  and  drained ;  general  peritonitis  ; 
recovery  ;  death  from  residual  abscess. — A  miner,  age  24  years,  was  admitted 
into  the  Royal  Infirmary,  Newcastle,  for  the  last  time  on  December  5,  1899. 
Seven  months  before  he  had  been  in  the  Infirmary  under  Mr.  Morison's  care 
for  acute  appendicular  abscess.  He  was  very  ill  at  that  time,  and  it  was 
doubtful  whether  the  peritonitis  was  still  localized  or  had  then  become  general. 
On  May  25,  1899,  with  a  minimum  of  anaesthetic  his  abdomen  was  opened 
on  the  right  side  and  a  large  quantity  of  pus  escaped.  He  was  discharged 
well  twenty-three  days  afterwards  and  went  to  work  six  weeks  later.  For 
six  months  he  felt  quite  well  and  did  his  work,  which  was  heavy  (hewer  in 
the  pit),  regularly,  and  he  was  often  drunk.  Two  months  before  he  had  been 
found  asleep  and  drunk  on  the  railway,  where  he  had  probably  been  lying 
for  some  hours,  and  was  very  cold  when  discovered.  Next  day  he  did  not 
feel  well,  was  sickly,  and  vomited  after  taking  an  aperient.  After  staying 
in  bed  for  a  fortnight  he  noticed  a  small  lump  of  about  the  size  of  the  end 
of  his  finger  near  the  middle  of  the  old  scar.  This  burst  and  flatus  escaped 
from  it.  On  admission  he  was  much  emaciated  and  anaemic,  with  a  weak 
pulse  and  a  temperature  varying  from  99°  to  102-6°  F.  There  was  a  faecal 
fistula  at  the  centre  of  the  olcf  incision  discharging  a  quantity  of  pus  and 
fluid  faecal  matter.  No  mass  was  to  be  made  out,  and  nothing  further  was 
discovered  on  bimanual  or  rectal  examination.  He  continued  steadily  to 
lose  ground  and  had  a  regular  morning  fall  and  evening  rise  of  temperature, 
with  profuse  night  sweats,  but  no  definite  indication  for  operation  could  be 
found.  On  Dec.  17  (twelve  days  after  admission)  he  was  suddenly  seized 
with  a  sharp  pain  in  his  right  chest  and  difficulty  in  breathing.  He  was 
much  collapsed  and  looked  as  though  he  would  die.  Next  day  all  the 
physical  signs  of  consolidation  were  found,  and  acute  lobar  pneumonia  was 
the  diagnosis  made.  During  the  following  days  his  general  condition 
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improved  and  his  temperature  and  other  symptoms  and  signs  entirely 
accorded  with  the  diagnosis.  A  crisis  occurred  on  the  22nd  and  the  tem- 
perature rapidly  declined,  becoming  subnormal  on  the  25th,  when  he  died 
unexpectedly. 

Post-mortem  examination  showed  that  the  faecal  fistula  led  down  into 
the  pelvis,  and  its  internal  orifice  was  found  to  open  into  the  ileum  about 
3  in.  from  the  ileocaecal  junction.  The  appendix  was  discovered  on  the 
inner  side  of  the  caecum,  pointing  inwards  and  upwards,  and  close  to  it  an 
enterolith  was  lying  free.  There  were  cicatricial  changes  in  the  appendix, 
and  a  perforation  was  discovered  in  it  when  surrounding  adhesions  had 
been  separated.  There  was  no  pus  and  there  were  few  adhesions  in  the 
neighbourhood  of  the  appendix.  In  the  rest  of  the  abdomen  the  intestines 
were  all  matted  by  old  firm  adhesions,  especially  marked  in  the  pelvis  ; 
between  the  adherent  coils  there  were  numerous  small  pockets  of  pus.  The 
whole  of  the  organs  in  the  upper  abdomen  were  densely  adherent.  In 
separating  the  right  lobe  of  the  liver  an  immense  abscess  was  opened  into  ; 
it  was  bounded  on  the  inner  side  by  the  liver,  on  the  outer  by  the  chest 
wall  ;  below,  it  had  gone  through  the  right  kidney  capsule  and  destroyed 
some  of  its  substance  (it  had  not  invaded  the  liver)  ;  above,  it  had  gone 
through  the  diaphragm  by  a  sloughy  opening  large  enough  to  admit  a  finger, 
and  there  was  fully  a  quart  of  pus  in  the  right  pleura.  The  lung  was  com- 
pressed, but  was  not  solid  as  had  been  supposed.* 

Treatment. — Operative  treatment  alone  requires  consideration. 
It  is  dangerous  and  neglectful  to  leave  pus  alone  in  the  peritoneal 
cavity.  In  the  case  of  pelvic  abscess  thought  to  be  due  to  appendi- 
citis, if  the  pus  can  be  liberated  per  rectum  in  the  male  and  per  vaginam 
in  the  female  this  is  undoubtedly  the  safest  measure  and  should  con- 
sequently be  the  method  of  choice.  If  there  be  a  painful  bulging  into 
the  anterior  wall  of  the  rectum  of  the  male,  and  there  is  cedematous 
mucous  membrane  over  it,  and  if  these  are  accompanied  by  rectal 
tenesmus  and  passage  of  mucus,  or  if  in  the  female  the  posterior 
vaginal  wall  above,  in  contact  with  the  pouch  of  Douglas,  is  distended, 
this  plan  is  indicated.  This  operation  I  have  done  many  times,  and 
find  that  it  is  both  simple  and  safe.  Its  one  drawback  is  that  the 
appendix  is  left,  and  in  a  considerable  percentage  of  cases  causes 
further  trouble.  Of  this  fact  the  patient  should  be  warned,  and  told 
to  come  back  for  the  removal  of  the  appendix  at  the  earliest  period  if 
the  pain  recurs. 

The  Operation. — With  the  patient  under  an  anaesthetic  and  in 
the  lithotomy  posture,  the  skin  surrounding  the  anus  and  genitals 
should  be  cleansed,  shaved,  and  antisepticized.  In  the  case  of  a  male 
patient  the  anal  sphincter  is  next  dilated  and  the  rectum  is  cleansed 
with  boric  lotion.  The  upper  part  of  the  rectum  is  then  packed  with 
iodoform  gauze,  which  is  secured  by  a  pair  of  forceps  or  silk.  With  a 

*  Owing  to  recognition  of  the  need  for  early  operation  such  cases  are 
now  rare. 
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Sim's  vaginal  speculum  the  posterior  wall  of  the  rectum  is  retracted 
and  the  index  finder  of  the  left  hand  of  the  operator  feels  for  the  most 
bulging  u'dcmatous  spot  on  the  anterior  rectal  wall.  A  metal  catheter 
in  the  Madder  empties  it  and  serves  as  a  useful  guide  as  to  the  position 
of  the  prostate,  above  which  the  rectal  puncture  has  to  be  made.  A 
long  strong  hypodermic  needle  is  guided  by  the  linger  in  the  rectum 
up  to  the  spot  indicated,  and  is  pushed  through  into  the  swelling.  If 
pus  can  now  be  withdrawn,  as  is  generally  the  case,  a  director  is  forced 
into  the  abscess  guided  by  the  needle,  and  the  latter  is  then  taken 
out.  A  pair  of  forceps  pushed  along  the  director  and  dragged  out 
open  makes  a  large  hole  for  the  pus  to  escape.  The  forceps  should 
be  dragged  out  in  such  a  way  as  to  make  the  opening  vertical.  If  it 
is  made  transverse  the  large  vessels  running  vertically  downwards 
may  be  torn  across  and  cause  serious  haemorrhage.  During  this  time 
the  director  should  be  held  in  position  in  the  abscess  cavity  to  serve 
as  a  guide  for  a  strand  of  iodoform  gauze,  one  end  of  which  should  be 
left  in  the  abscess  and  the  other  outside  of  the  anus.  The  protecting 
iodoform  plug  should  then  be  removed  from  the  rectum,  and  the 
operation  is  complete.  The  after-treatment  consists  in  keeping  the 
external  parts  clean,  dusting  with  boric  powder,  and  the  frequent 
renewal  of  an  antiseptic  pad.  In  forty-eight  hours  the  gauze-plug  is 
removed  by  drawing  on  the  outside  end.  In  females  by  the  same 
manoeuvres  the  pouch  of  Douglas  is  drained  through  the  vagina.  The 
following  case  illustrates  such  treatment  in  a  virgin  female. 

CASE  10. — A  girl,  age  19  years,  was  admitted  to  the  Royal  Infirmary, 
Newcastle,  on  August  14,  1899.  Five  weeks  before,  at  10.30  a.m.,  she  had 
a  severe  attack  of  cramp-like  pain  across  the  lower  part  of  the  abdomen, 
which  doubled  her  up  and  made  her  feel  so  ill  that  she  was  at  once  obliged 
to  go  to  bed.  As  soon  as  she  got  into  bed  she  vomited.  She  had  to  stay 
in  bed  for  three  weeks,  and  her  pain  was  only  relieved  when  she  got  4  pills.' 
She  had  had  no  bladder  or  rectal  trouble  and  her  bowels  had  been  regular. 
She  had  been  treated  during  the  last  two  years  for  anaemia,  and  had  seldom 
menstruated.  On  examination  of  the  abdomen  a  tender,  indefinite  mass 
could  be  felt  filling  the  hypogastrium.  Per  vaginam  the  vagina  was  small 
and  virginal.  The  posterior  fornix  was  bulged  downwards  by  a  tender 
swelling,  filling  the  pouch  of  Douglas,  and  a  uterine  probe  showed  the  uterus 
to  be  lying  above  and  pushed  forward  by  this  swelling.  The  diagnosis 
arrived  at  was  that  of  ovarian  cyst  inflamed  and  impacted  in  Douglas's 
pouch.  The  abdomen  was  opened  between  the  umbilicus  and  ptibes,  and 
the  pelvis  was  found  to  be  hidden  by  inflamed  intestinal  coils.  The  patient 
was  next  placed  in  the  lithotomy  posture  and  a  hypodermic  needle  was 
guided  through  the  vagina  into  the  swelling  behind  the  uterus.  This 
demonstrated  the  presence  of  pus.  The  vagina  and  its  outlet  were  enlarged 
by  an  incision  in  the  ischio-rectal  fossa  of  the  same  sort  as  is  made  in  lateral 
lithotomy,  and  a  further  incision  in  the  posterior  fornix  allowed  of  the 
escape  of  about  a  pint  of  pus.  The  cavity  was  packed  with  iodoform 
gauze  and  the  abdominal  wound  was  entirely  closed.  On  October  3,  1899, 
she  returned  to  report  herself  as  entirely  recovered. 
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In  women  the  catheter  should  be  passed  every  six  or  eight  hours, 
till  the  plug  is  removed,  and  as  this  causes  no  perceptible  irritation 
it  can  be  left  for  a  longer  time  than  it  can  be  in  the  rectum,  where  it  is 
apt  to  give  rise  to  some  discomfort.  The  after-treatment  is  otherwise 
similar.  No  douching  is  necessary. 

In  my  previous  paper  in  the  Edinburgh  Medical  Journal,  already 
referred  to,  the  following  sentence  occurs  :  "  My  position  with  regard 
to  appendicitis  with  abscess  is  this  :  that  in  the  majority  of  instances 
the  appendix  should  be  removed  at  the  same  time  that  the  abscess  is 
evacuated,  and  that  this  can  be  done  without  risk  and  with  great 
advantage  to  the  patient,  but  that  in  a  minority  of  cases  the  operation 
should  be  confined  to  the  treatment  of  the  abscess."  Since  this  was 
written  the  minority  has  dwindled,  and  at  the  present  time  I  advise 
the  removal  of  the  appendix  in  nearly  every  case,  feeling  that  where 
it  has  been  left  the  operation  is  an  incomplete  one  (Case  2).  The 
following  case  is  also  a  striking  example  :— 

CASE  11. — A  man,  age  23  years,  was  admitted  to  the  Royal  Infirmary, 
Newcastle,  on  Dec.  23,  1899.  Three  years  before  the  patient  had  an  acute 
attack  of  '  inflammation  of  the  bowels,'  followed  by  abscess.  The  attack 
came  on  suddenly  with  pain  all  over  the  abdomen,  becoming  localized  in  a 
few  days  in  the  right  iliac  region,  where  a  swelling  appeared.  At  the  end  of 
five  weeks  he  was  very  ill,  and  Mr.  Morison  was  called  in  and  operated  at 
once,  letting  out  a  large  quantity  of  matter.  A  tube  was  left  in  for  three 
weeks  and  the  wound  healed  in  two  months.  At  the  end  of  three  months 
from  the  commencement  of  his  attack  he  went  to  work  feeling  quite  well. 
Six  months  after  the  operation  the  patient  had  another  similar  attack,  and 
a  lump  formed  in  the  same  position  as  before.  After  two  weeks  the  swelling 
got  so  large  that  another  operation  was  advised  by  his  medical  man. 
Immediately  afterwards  he  had  a  copious  loose  motion  containing  a  large 
quantity  of  yellow  matter,  and  by  the  next  day  the  swelling  was  gone  and 
he  was  able  to  get  up.  Since  that  time  he  had  had  four  or  five  attacks  at 
intervals  of  a  few  months,  never  lasting  more  than  a  few  days  and  never 
severe.  Three  days  before  admission  his  last  attack  commenced,  and  on 
the  second  day  he  observed  a  swelling.  On  admission  his  temperature 
was  99°  F.  and  his  pulse  was  99.  The  scar  of  the  old  incision  was  seen  in 
the  right  iliac  region.  His  abdomen  was  rigid  and  tender  on  the  right  side, 
and  in  the  right  iliac  region  there  was  a  definite  swelling.  It  was  immediately 
above  the  centre  of  Poupart's  ligament,  was  resonant  on  light  percussion, 
and  was  of  limited  area.  At  the  operation,  after  the  evacuation  of  some 
pus,  the  perforated  appendix  was  found  lying  in  the  siib-csecal  pouch  and 
was  densely  adherent. 

The  operation  should  be  done  with  the  object  of  draining  the 
abscess  and  removing  the  appendix,  and  to  do  this  safely  undoubtedly 
requires  great  care  and  some  practice.  It  also  demands  that  the 
patient  should  not  be  too  seriously  ill  to  tolerate  a  fairly  long  operation  ; 
that  skilled  assistance  shall  be  available  ;  and  that  the  surroundings 
can  be  so  adapted  as  to  approach  a  hospital  standard. 
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Preliminary  Treatment. — Except  in  acute  and  urgent,  cases,  five 
grains  of  calonirl  should  he  given  by  the  mouth,  and  five  hours  later  a 
pint  enema  of  salt  water.  During  this  time  the  skin  of  the  right  side 
of  the  ahdomen  and  hack  can  he  prepared  as  for  an  ordinary  operation, 
hearing  in  mind  the  fact  that  rough  scrubbing  may  cause  diffusion  of 
a  locali/cd  collection  of  pus.  The  patient,  surgeon,  assistants,  nurses, 
instruments,  etc.,  are  prepared  with  the  same  care  as  for  any  other 
operation.  The  incision  (for  advantages  of  this  see  my  previous 
paper  in  the  Edinburgh  Medical  Journal)  is  made  on  a  line  drawn 
from  the  back  of  the  right  ilio-costal  space  at  its  centre  to  one  inch 
above  the  symphysis  pubis.  It  is  commenced  in  the  middle  third 
of  this  line,  and  the  abdomen  is,  when  possible,  opened  here  for 
about  three  inches.  In  ordinary  abscess  cases  it  is  then  prolonged  to 
the  back  of  the  ilio-costal  space,  and  in  difficult  cases  anteriorly  to 
the  linea  alba.  In  dividing  the  abdominal  wall  branches  of  the  cir- 
cumflex iliac  artery  will  be  encountered  behind,  and  in  front,  close 
to  the  edge  of  the  rectus  muscle,  the  deep  epigastric  vessels  are 
met  with  ;  as  a  rule  the  incision  stops  here,  but  should  they  require 
division  it  is  important  to  expose  them  by  dissection  with  the  knife 
from  the  front,  and  to  clamp  before  cutting  them,  as  if  the  abdominal 
wall  is  divided  with  scissors,  and  the  vessels  are  not  seen  and  secured, 
they  retract  as  soon  as  cut  into  the  loose  sub-peritoneal  tissue  and  are 
difficult  to  find.  Through  the  preliminary  short  incision  the  perito- 
neum in  ordinary  eases  is  opened  and  the  diagnosis  and  position  of  the 
abscess  are  verified.  When  the  abscess  is  adherent  to  the  abdominal 
wall  the  muscles  overlying  it  are  cedematous,  and  as  the  pus  is  ap- 
proached the  tissues  become  more  infiltrated  and  dense.  Instead  of 
opening  the  abscess  by  a  continuation  of  the  dissection,  I  prefer  at  this 
stage  to  extend  the  incision  to  the  back,  to  open  the  peritoneum  where 
it  is  free  posteriorly,  and  to  pack  off  the  peritoneal  cavity  all  round  the 
adherent  abscess  before  opening  it  from  the  outer  side.  When  the 
abscess  is  lying  on  the  outside  of  the  caecum  or  ascending  colon,  it  is 
opened  by  this  incision  and  can  be  fully  exposed  from  the  back  and 
outer  side,  allowing  the  appendix  to  be  excised  without  disturbing 
surrounding  adhesions  or  opening  the  general  peritoneal  cavity.  In 
very  acute  cases  the  cellular  tissue  and  muscles  of  the  abdominal  wall 
will  be  cedematous  even  though  the  abscess  is  not  adherent  to  the 
parietcs.  In  some  cases  the  caecum  and  colon  are  adherent  to  the 
parietal  peritoneum,  and  without  due  care  may  be  injured  in  dividing 
the  anterior  abdominal  wall.  This  is  to  be  avoided  by  recognizing 
the  peritoneum  when  reached,  and  by  pinching  it  up  between  the  fore- 
finger and  thumb.  A  non-adherent  peritoneum  rolled  between  them 
feels  thin,  can  be  drawn  forward,  caught  by  two  pairs  of  haemostatic 
forceps  and  opened.  If  the  bowel  is  adherent  underneath,  the  perito- 
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neum  cannot  be  drawn  into  a  thin  fold,  and  must  be  opened  by  careful 
dissection. 

In  all  cases  when  the  abdomen  has  been  opened  fully,  the  first 
step  is  to  pack  the  peritoneal  cavity  with  long  thick  strips  of  sterile 
gauze  wrung  out  of  normal  saline  solution.  Need  I  add  that  two 
responsible  persons  should  count  these  strips  independently ;  that 
the  number  should  be  written  down  before  the  operation  ;  that  strips 
must  never  be  cut ;  and  that  when  the  operation  is  finished  the  strips 
of  gauze  should  be  again  carefully  counted  ?  The  packing  must  be 
done  with  great  care  to  avoid  the  separation  of  adhesions  and 
possible  escape  of  pus,  and  this  is  best  accomplished  by  opening 
the  wound  and  drawing  forward  the  anterior  abdominal  wall  with 
retractors. 

The  chief  object  of  this  operation  is  to  carry  out  every  step  with 
the  parts  to  be  manipulated  well  exposed  to  view,  and  until  this  can 
be  done  satisfactorily  the  operation  wound  must  be  enlarged.  By 
the  aid  of  suitable  retractors,  and  with  the  incision  previously  men- 
tioned carried  as  far  forward  as  the  middle  line,  the  most  difficult 
conditions  in  the  lower  abdomen  or  pelvis  may  be  dealt  with  (see  Case 
2).  When  the  peritoneal  cavity  has  been  fully  protected  as  described, 
the  next  step  is  to  empty  and  to  cleanse  the  abscess.  This  is  to  be 
entered  from  its  outer  side  by  pushing  the  caecum  and  ascending  colon 
inwards,  and  upwards,  too,  if  needful.  A  steady  and  slow  separation 
with  the  fingers  allows  the  pus  to  escape  gradually,  and  it  can  be 
mopped  up  with  gauze  as  soon  as  it  appears.  If  there  is  a  large 
collection  of  pus,  its  escape  is  expedited  by  turning  the  patient  over 
towards  the  right  side  and  enlarging  the  opening.  As  soon  as  the  pus 
ceases  to  flow  from  the  cavity  the  abscess  is  more  fully  exposed  by  the 
separation  of  adhesions.  Its  cavity  is  wiped  out  with  gauze  and  the 
appendix  is  searched  for.  It  may  be  seen  at  once,  or  may  be  most 
difficult  to  discover  even  after  a  prolonged  search.  Occasionally  it 
may  be  felt  when  it  cannot  be  recognized,  its  appearance  being  much 
altered  by  the  conditions  present.  The  superior  longitudinal  band 
of  the  caecum  leads  to  its  base,  but  this  cannot  always  be  followed.  A 
stercorolith  in  the  cavity  of  the  abscess  is  usually  lying  close  to  a  per- 
foration in  the  appendix,  and  may  guide  to  it.  A  rounded  thick  body 
felt  between  the  finger  and  thumb  may  turn  out  to  be  the  appendix. 
With  due  care  it  can  very  rarely  remain  undiscovered.  Then  the 
abscess  cavity  is  to  be  packed  with  clean  gauze  and  the  appendix  is 
excised.  The  method  of  accomplishing  this  varies  with  the  conditions 
found.  The  appendix  may  be  thickened  and  densely  adherent  to  the 
surrounding  tissues  throughout,  or  entirely  gangrenous  and  lying 
almost  loose  in  the  centre  of  the  abscess,  confined  by  the  flimsiest  adhe- 
sions. In  the  case  of  the  former  its  removal  is  attended  by  difficulty 
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;md  danger  ;  in  the  latter  it  is  easy  and  safe.  Ordinary  adhesions  are 
most  readily  separated  by  tearing  with  dissecting  forceps,  always 
hearing  in  mind  the  risk  of  an  injury  to  the  adherent  bowel,  and  that 
damage  to  t  he  appendix  need  not  be  feared,  as  it  is  about  to  be  removed. 
As  a  rule  the  abrupt  closed  end  of  the  appendix  will  be  a  suitable  place 
to  commence  separation,  but  occasionally  it  is  easier  to  divide  the 
appendix  between  two  clamp  forceps  at  its  caecal  attachment,  and 
leave  its  extremity  to  the  last.  In  cases  with  dense  adhesions  (as  in 
Case  2)  I  have  since  then  divided  the  peritoneal  coat  of  the  appendix, 
and  without  further  difficulty  or  risk  have  shelled  out  the  whole  of  its 
inner  coats,  thus  obviating  further  appendicular  trouble.  When  the 
appendix  has  been  separated  its  mesentery  must  be  divided  and  the 
vessels  secured  either  after  or  before  division,  setting  it  free  up  to 
the  caecal  attachment.  When  the  whole  appendix  and  its  mesentery 
are  involved  in  the  abscess,  the  mesentery  and  vessels  may  be  so  sodden 
and  so  friable  that  no  ligatures  will  hold.  Gauze  packing  is  then  to 
be  relied  upon  for  the  arrest  of  bleeding.  A  strong  ligature  is  tied 
tightly  round  the  base  of  the  appendix,  which  is  firmly  held  between 
a  finger  and  thumb  above  to  prevent  the  escape  of  its  contents,  and 
it  is  cut  through,  leaving  about  one-eighth  of  an  inch  beyond  the 
ligature.  The  mucous  membrane  of  the  stump  is  next  rubbed  with 
pure  carbolic  acid  and  dried,  and  if  the  wall  of  the  caecum  surrounding 
it  is  not  inflamed  and  friable,  the  stump  can  be  pressed  into  the  caecum, 
where  it  is  retained  by  a  purse-string  suture  as  in  ordinary  non-sup- 
purating cases.  When  the  caecal  wall  is  thickened  from  inflammation, 
sutures  as  a  rule  will  not  hold,  and  gauze  packing  and  free  drainage 
must  provide  for  leakage.  Ligatures  and  sutures  for  this  purpose 
should  be  of  catgut  and  digestible,  as  it  is  impossible  to  avoid  infection 
of  them.  The  temporary  gauze  packing  is  now  removed  from  the 
abscess  cavity  and  replaced  by  an  india-rubber  drainage-tube,  the 
inner  end  of  which  lies  in  the  abscess,  the  outer  in  the  back  of  the 
wound,  and  by  a  gauze  packing  (iodoform  or  gauze  wrung  out  of 
corrosive  solution  and  sprinkled  with  boric  powder),  so  arranged  as  to 
check  all  oozing  from  the  cavity,  to  depress  the  stump  of  the  appendix, 
and  to  protect  the  general  peritoneal  cavity.  At  the  same  time  it  is 
well  to  remember  that  the  gauze  has  to  come  out  before  the  tube,  and 
the  ease  with  which  this  is  effected  is  in  proportion  to  the  care  and 
method  bestowed  upon  its  introduction.  When  this  is  all  accom- 
plished there  is  a  general  washing  up  of  the  patient,  and  fresh  towels 
are  placed  over  the  soiled  ones.  The  peritoneal  gauzes  are  now 
removed,  with  the  exception  of  the  piece  last  introduced.  All  are 
counted,  and  the  suturing  of  the  wound  is  taken  in  hand.  To  this  I 
attach  yery  great  importance,  for  unless  it  is  properly  carried  out  a 
hernia  of  the  scar  may  be  expected.  If  it  is  done  in  the  manner  about 
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to  be  described,  this  is  most  unlikely  to  occur.  I  cannot  in  this  con- 
nection give  any  exact  figures,  but  what  I  know  sufficiently  justifies, 
I  think,  an  even  stronger  statement  than  that  which  I  have  made.  Of 
considerably  over  one  hundred  patients  on  whom  I  have  operated  for 
abscess  of  the  appendix,  six  have  returned  to  consult  me  concerning  a 
hernia.  Three  of  these  had  small  scars  in  the  linea  semilunaris  and 
one  in  the  linea  alba,  from  which  abscesses  had  been  drained.  None 
of  them,  with  the  exception  of  the  last  (Case  3),  had  had  the  appendix 
excised.  The  two  remaining  cases  were  operated  upon  by  the  method 
I  have  described,  and  both  had  an  inguinal  hernia  on  the  same  side  as 
the  scar,  which  I  scarcely  doubt  was  a  result  of  the  diminished  elasticity 
of  the  abdominal  wall  on  that  side.  None  that  I  have  seen  (and  many 
of  them  have  come  for  examination)  or  heard  of  has  any  hernia  of  the 
scar. 

The  whole  wound  is  closed  except  for  one  inch  behind,  unless  in 
exceptional  instances  (Case  5).  The  first  row  of  sutures  (all  are  of 
catgut)*  includes  the  peritoneum,  transversalis  fascia,  and  trans versalis 
and  internal  oblique  muscles,  and  is  interrupted.  When  this  row  is 
completed  a  paste  made  of  iodoform  powder  and  corrosive  lotion 
(1—1000)  is  rubbed  into  the  wound,  which  is  cleared  of  all  excess  by 
thorough  mopping  with  sterile  gauze.  The  next  layer  of  sutures, 
also  interrupted,  brings  together  the  divided  edges  of  the  external 
oblique.  A  third  row  of  interrupted  sutures  tacks  the  subcutaneous 
fat  and  deep  layers  of  the  skin  to  the  external  oblique  muscle  ;  and  a 
fourth  buried  continuous  subcuticular  suturef  of  fine  catgut  brings 
the  skin  edges  into  perfect  apposition,  except  posteriorly,  where  one 
or  two  silkworm  gut  interrupted  sutures  are  used. 

After-treatment.— The  dressing  should  be  renewed  frequently 
until  free  discharge  has  ceased.  Every  two  hours  is  my  rule  for  the 
first  twelve  hours  after  operation.  In  doing  this  it  is  unnecessary  to 
disturb  the  gauze  on  the  anterior  part  of  the  wound  if  it  has  been  kept 
separate  from  the  portion  surrounding  the  drains  behind.  As  soon 
as  the  serous  oozing  has  ceased  dressings  should  be  less  often  disturbed 
unless  a  faecal  fistula  develops,  when  a  return  to  more  frequent  dress- 
ing is  needful.  On  the  evening  of  the  operation  day,  if  the  patient  be 
an  adult,  one-third  of  a  grain  of  morphia  is  given  hypodermically  as 


*  It  is  necessary  if  occasional  bursting  open  of  the  wound  is  to  be 
avoided  to  use  a  few  stay  unabsorbable  sutures,  which  should  hold  every 
layer  but  the  peritoneum. 

t  Continuous  sutures  should  never  be  used  in  wounds  when  sepsis 
is  a  possibility.  They  make  a  water-tight  junction  and  favour  the  develop- 
ment of  a  deep  infection.  Interrupted,  not  too  close,  sutures  are  bsst. 
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in  all  of  my  abdominal  cases.  Until  flatus  has  been  voided — and  this 
is  aided  l>y  the  passage  of  a  tube  into  the  rectum  and  by  the  administra- 
tion of  calomel  (one  grain  hourly  up  to  eight  grains),  and  failing  these 
by  the  administration  of  a  turpentine  enema,  (one  ounce  of  turpentine 
and  one  pint  of  soapy  water)  on  the  second  day* — no  nutriment  is 
allowed  by  the  mouth,  nothing  but  sips  of  hot  water  being  given.  In 
a  feeble  patient  nutrient  cncmata  (two  ounces  of  milk,  two  ounces  of 
beef-tea,  and  half  an  ounce  of  whisky)  are  administered  during  this 
time.  On  the  third  day  a  movement  of  the  bowels  is  secured  by  the 
administration  of  an  enema  (one  pint  of  salt  water).  On  the  fourth 
day  the  gauze  drain  is  removed,  and  care  must  be  taken  in  doing  this 
not  to  pull  out  or  disturb  the  tube,  through  which  a  long  strong  probe 
may  be  inserted  to  prevent  kinking  whilst  the  outer  end  of  it  is  steadied 
and  held  in  place.  On  the  sixth  day,  if  the  discharge  is  quite  small  in 
quantity,  the  tube  can  be  withdrawn  for  half  its  length  and  cut  off. 
In  another  few  days,  depending  upon  the  amount  of  discharge,  it  may 
be  altogether  dispensed  with. 

A  iVecal  discharge  from  the  wound  is  usually  preceded  by  a  rise  in 
temperature.  Neither  require  any  special  treatment  unless  in  excep- 
tional instances  (Case  3),  and  the  wound  heals  steadily  if  kept  clean 
by  frequently  changed  dressings.  If  the  appendicular  abscess  has 
occupied  a  position  in  the  abdomen  internal  to  the  caecum,  drainage 
should  be  aided  by  tilting  the  patient  over  towards  the  right  side. 
This  is  readily  and  comfortably  done  by  placing  a  pillow  lengthwise 
under  the  left  side  of  the  back  when  the  patient  is  moved  off  the  operat- 
ing table  into  bed.  No  abdominal  belt  is  needed  after  the  wound  has 
healed. 

The  mortality  of  this  operation  is  small,  and  I  cannot  recall  a 
single  instance  in  which  death  could  be  attributed  to  it.  At  the  pre- 
sent time,  and  for  this  part  of  the  country,  I  would  give  the  mortality 
of  appendicular  abscess  at  8  per  cent  of  operation  cases.  This  will 
diminish  in  the  same  remarkable  way  as  that  for  strangulated  hernia 
has  done  so  soon  as  practitioners  become  more  skilled  at  early  dia- 
gnosis, and  realize  more  fully  the  need  for  operative  treatment. 

CONCLUSIONS. — The  early  diagnosis  of  abscess  in  connection  with 
the  vermiform  appendix  is  of  great  importance. 

A  dangerous  abscess  may  be  present  without  any  of  the  ordinary 
symptoms  or  signs  of  pus  formation. 

The  diagnosis  is  based  upon  the  history  of  an  acute  attack  of 
appendicitis  and  the  presence  of  a  definite  tender  lump. 

The  position  of  the  appendix  and  the  relations  of  the  abscess 
may  be  foretold  by  a  careful  study  of  the  tumour. 


*  A  glycerine  enema,  half  an  ounce,  is  better. 
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The  diagnosis  of  pelvic  cases  in  women  is  attended  by  special 
difficulties.  In  men  and  women  bimanual  examination  may  clear  up 
an  otherwise  doubtful  case 

Spontaneous  relief  and  possible  cure  may  follow  the  discharge  of 
pus  into  adjacent  bowel. 

An  abscess,  though  of  appendicular  origin,  may  be  remote  from 
the  appendix  and  may  be  residual.  Many  of  such  pus  collections  are 
due  to  the  localization  of  a  general  peritoneal  infection  which  has  been 
recovered  from. 

Early  operation  is  the  proper  treatment,  and  with  few  exceptions 
the  vermiform  appendix  should  be  removed  at  the  same  time  as  the 
abscess  is  drained  (pelvic  cases  form  the  chief  exception  to  this  rule). 

The  abdominal  opening  should  be  large  enough  to  permit  of  per- 
fect inspection  of  all  manipulation,  and  the  abscess  should  be  drained 
from  behind. 

To  Mr.  G.  G.  Turner,  surgical  registrar  to  the  Royal  Infirmary, 
Newcastle,  I  am  indebted  for  an  appended  list  of  all  cases  operated 
upon  by  me  at  the  infirmary  and  private  hospital  in  which  pus  was 
found  in  connection  with  the  vermiform  appendix  during  the  past 
consecutive  working  twelve  months.  I  am  also  indebted  to  him  for 
the  notes  of  the  cases  related.  Mr.  W.  G.  Richardson,  assistant  surgeon 
to  the  Royal  Infirmary,  Newcastle,  has  kindly  supplied  me  with 
drawings  made  by  himself  to  illustrate  the  positions  of  the  varieties 
of  appendicular  abscess  and  the  different  steps  of  the  operation 
described. 
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LIST   OF   CASES   OF   ABSCESS   IN   CONNECTION    WITH   THE   APPENDIX 

VERMIFORMIS. 


Sex 

Date 

Condition 

Appendix 

Result 

1899 

F. 

July  18 

Abscess 

Removed 

Recovered 

M. 

August  6 

»» 

tt 

ff 

F. 

„        14 

Pelvic  abscess 

Not 

99 

removed 

M. 

October  5 

Abscess 

Removed 

99 

F. 

10 

Pelvic  Abscess 

tt 

99 

M. 
M. 

»        25 
November  7 

Abscess  with  pelvic  peritonitis 
Abscess 

H 

J9 

» 
99 

M. 

7 

99 

>» 

9> 

M. 

16 

»» 

J» 

99 

M. 

December  13 

»» 

» 

99 

M. 

23 

» 

,, 

» 

1900 

F. 

January   18 

55 

>5 

99 

M. 

29 

Abscess  and  pelvic  peritonitis 

»5 

F. 

February  14 

Abscess 

»> 

9> 

M. 

21 

}} 

?) 

9» 

F. 

24 

}J 

» 

J9 

F. 

May    7                                   I^HS 

» 

J» 

F. 

„      9 

Abscess   and  suppurating   ova- 

,, 

J> 

rian  cyst 

M. 

„   10 

Pelvic  abscess 

Not 

With  a 

removed 

sinus 

M. 

„   14 

Abscess 

Removed 

Recovered 

F. 

„   26 

»» 

n 

tt 

M. 

June  21 

Abscess  with  peritonitis 

5> 

n 

M. 

„      29 

Abscess 

» 

tt 

F. 

July  27 

,, 

JJ 

»> 

M. 

„       29 

tt 

»> 

99 

P. 

August  7 

59 

»» 

ft 
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1902 

AN    OPERATION    FOR    GALL-STONES,    WITH    THE    AFTER- 
HISTORY   OF   A   SERIES    OF   CASES   OPERATED   UPON. 

(British  Medical  Journal,  1902,  ii,  1487.) 

In  a  previous  paper  I  drew  attention  to  the  anatomy  of  the  right 
hypochondrium  in  relation  to  gall-stone  surgery,  and  suggested  then 
that  an  incision  in  the  transverse  direction  was  better  than  the  vertical 
one  usually  advocated. 

In  the  wards  of  the  late  Dr.  John  Duncan,  of  Edinburgh,  I  saw 
for  the  first  time  an  incision  in  the  transverse  direction,  but  the  one  he 
used  was  not  strictly  transverse,  it  was  oblique,  for  it  skirted  the 
costal  margin,  and  it  was  short.*  My  incision  is  transverse,  is  long,  and 
is  designed  to  expose  the  pouch  I  described  by  opening  up  the  space 
between  the  liver  above  and  the  transverse  colon  below.  The  weight 
of  authority  is  still,  so  far  as  I  can  judge  from  published  papers,  all  in 
favour  of  operation  through  an  anterior  vertical  incision  in  or  about 
the  linea  semilunaris.  The  object  of  my  paper  is  to  emphasize  more 
strongly  than  before  my  suggestion  that  this  is  not  the  best  approach. 

The  operation  I  am  about  to  describe  allows  of  free  access  to  the 
gall-bladder  and  its  ducts,  with  a  minimum  of  disturbance  of  the  abdo- 
minal viscera  ;  free  drainage  is  assured  by  it,  and  the  chances  of  hernia 
of  the  scar  are  less,  I  believe,  than  when  the  incision  is  vertical. 

The  skin  incision,  when  a  difficult  common  duct  operation  has  to 
be  done,  begins  one  inch  below  the  tip  of  the  twelfth  rib,  and  ends  in 
front  in  the  middle  line,  at  the  upper  part  of  the  middle  one-third 
of  a  line  drawn  from  the  ensiform  cartilage  to  the  umbilicus.  All 
the  layers  of  the  abdominal  wall  including  the  rectus  muscle  are 
divided,  f  and  the  cut  edges  of  the  peritoneum  are  caught  in  clip 
forceps.  A  thick  gauze  pad  or  sponge  is  then  packed  into  the  abdo- 
men under  the  lower  flap  of  the  wound  over  the  colon  and  omentum, 
shutting  off  access  to  the  general  peritoneal  cavity  in  this  direction, 
and  on  the  inner  side  and  in  front  the  stomach  is  covered  and  protected 
by  a  gauze  pad.  The  wound  may  be  more  thoroughly  opened  out  by 

*  /  now  know  this  as  Koch's  incision. 
f  Only  if  this  is  necessary. 
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making  the  iliocostal  space  convex  to  the  right  and  pushing  the  hips 
and  shoulders  to  the  left. 

Drainage  is  secured  by  india-rubber  tubing,  which  in  the  case  of 
the  gall-bladder  is  fixed  to  it  by  a  ealgut  suture  and  a  thick  broad 
strand  of  gauze  brought  through  the  wound  posteriorly,  the  gauze 
IK  -ing  essential  to  secure  the  patency  of  the  opening.  Drainage  of  the 
common  duet  is  effected  by  leaving  the  opening  in  the  duct  unsutured, 
with  a  large  tube  apposed  to  it.  Drainage  of  the  hepatic  and  common 
ducts  by  a  tube  in  the  lumen  docs  not  appeal  to  me.  A  tube  in  the 
healthy  rectum  or  nose  or  urethra  is  badly  tolerated,  and  it  sec-ins 
improbable  that  the  inflamed  biliary  ducts  would  be  an  exception 
to  this  rule,  and  possibly  stricture  might  follow  ulceration  produced  by 
prolonged  tube  pressure.  If  a  soft  tube  be  used  alone  for  drainage  it 
soon  becomes  kinked  from  the  tendency  of  the  external  oblique 
muscle  to  draw  the  opening  in  it  upwards  over  the  ribs;  hence  the  use 
of  gauze.* 

In  the  paper  previously  mentioned,  I  pointed  out  that  biliary 
fistula  not  infrequently  followed  suture  of  the  gall-bladder  to  the 
abdominal  wall,  as  a  reason  why  this  should  never  be  done. 

The  wound  is  closed  either  with  four  tiers  of  catgut  or  with  two 
of  catgut  and  two  of  silkworm  gut.  The  first  layer  of  catgut  brings 
together  at  the  sides  the  peritoneum,  fascia,  trans versalis,  and  internal 
oblique  muscles,  the  second  the  external  oblique  muscle,  the  third 
secures  the  fat  and  skin  subcutaneously  to  the  external  oblique,  the 
fourth  is  subcuticular  for  the  skin  edges.  If  silkworm  gut  is  used  the 
first  layer  of  deep,  far-distance,  interrupted  sutures  attaches  the  skin 
to  the  external  oblique  muscle  and  brings  the  skin  edges  together 
roughly ;  the  second  intermediate  interrupted  sutures  through  the 
skin  edges  complete  the  apposition.  In  front  the  rectus  muscle  and 
aponeurosis  receive  the  same  care. 

To  form  a  just  estimate  of  the  value  of  such  an  operation  we 
require  not  only  the  information  that  the  patient  recovered  from  it, 
but  to  know  the  after-history  for  some  considerable  time. 

To  one  Avho  has  not  attempted  such  work  as  this  it  may  seem 
easy  enough,  but  in  a  colliery  district  patients  are  constantly  '  flitting,' 
and  we  have  found  it  to  be  no  mean  task.  Our  efforts  to  trace  a  case 
have  too  often  been  unavailing,  but  in  all  probability  the  accompany- 
ing table  of  after-histories  (pp.  402-407),  for  which  I  am  indebted  to 
Mr.  G.  Grey  Turner,  Surgical  Registrar,  Royal  Infirmary,  Newcastle, 
represents  the  average  results,  for  every  case  we  could  find  is  recorded 
in  it. 

*  /  now  use  no  gauze,  and  suture  tubes  into  the  gall-bladder 
and  ducts. 
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The  total  number  of  cases  available  is  43.  All,  with  the  excep- 
tion of  the  first  two,  were  operated  upon  by  transverse  incision. 

The  results  generally  confirm  the  surgical  belief  that  gall-stone 
operations  in  the  majority  of  cases  are  followed  by  permanent  relief 
and  by  great  improvement  in  the  general  health.  They  also  bear  out 
the  expectation  of  every  one  acquainted  with  the  results  of  necropsies 
of  gall-stone  cases,  that  in  some  instances  stones  will  be  left  behind 
after  the  most  careful  and  thorough  operation ;  for  it  is  impossible  to 
remove  stones  from  some  of  the  hepatic  ducts,  or  stones  embedded  in 
certain  parts  of  the  liver. 

The  first  consideration  was  given  to  the  question  of  recurrence 
of  symptoms  after  operation,  and  the  conclusion  forced  upon  us  was 
that  a  return  of  the  symptoms  meant  gall-stone  trouble.* 

Of  the  43  patients,  7  complained  subsequent  to  operation.  In  one 
case  (2)  a  stone  was  known  to  be  left  in  at  the  time  of  operation.  The 
patient  was  very  ill,  and  the  operation  an  early  experience. 

In  two  cases  (8  and  5)  recurrence  of  symptoms  was  probably  due 
to  new  stone  formation,  for  there  was  no  relapse  till  four  years  and 
six  years  after  operation.  Case  8  is  of  special  interest,  because  the 
gall-bladder  and  cystic  duct  with  an  impacted  stone  were  excised.  In 
one  case  (7)  it  is  not  certain  that  stones  were  the  cause  of  the  illness, 
as  none  were  found  at  a  second  operation,  though  the  symptoms  were 
so  typical  that  our  belief  was  that  the  last  stone  had  been  passed  just 
before  it. 

Three  cases  remain,  and  of  these  it  is  certain  in  one  (Case  16), 
highly  probable  in  two  (Cases  27  and  39),  that  stones  had  been  over- 
looked at  the  operation.  Case  16  is  of  great  importance  in  this  connec- 
tion. The  patient  recovered  from  the  first  operation  so  completely 
and  improved  so  materially  in  condition  that  no  one  suspected  any- 
thing wrong.  All  this  time,  however,  there  was  a  large  stone  lodged 
in  one  of  her  ducts.  The  stone  was  of  hazel-nut  size.  It  could  not 
have  been  left  in  her  gall-bladder,  as  that  was  fully  slit  up  and  ex- 
plored ;  it  could  not  have  been  in  her  common  duct,  as  that  was  suffi- 
ciently dilated  to  allow  of  examination  by  my  finger  down  as  far  as 
the  duodenum  and  up  as  far  as  the  hepatic  ducts.  That  it  had  been 
left,  and  probably  in  a  hepatic  duct,  was  proved  by  the  previous  oper- 
ation and  by  the  facet  upon  it,  yet  the  operation  '  cured  '  the  patient 
for  nine  months. 

It  is  not  possible  to  say  that  operation  will  '  cure  '  all  gall-stone 
cases,  but  as  a  rule,  with  few  exceptions  it  may  be  stated  that  any 
stones  left  after  operation  will  be  of  small  size  and  unlikely  to  cause 
serious  illness. 

*  Less  frequently  a  cholecystitis  with  obstructed  cystic  duct  causes 
similar  troubles. 
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Careful  inquiry  was  made  as  to  the  presence  or  absence  of  hernia 
of  the  scar.  A  hernia  of  the  scar  was  found  in  four  of  the  43  cases. 
In  Case  1 — small  vertical  incision,  the  gall-bladder  sutured  to  the  skin — 
a  hernia  was  present.  In  Case  5  the  hernia  resulted  from  insufficient 
suture.  The  patient  was  so  ill  that  the  wound  was  brought  together 
roughly  by  a  few  through-and-through  interrupted  sutures.  In  the 
remaining  two  cases  (24  and  39)  defective  suture  was  the  obvious 
cause,  as  in  both  the  hernia  was  outlined  by  the  scars  of  an  interrupted 
through-and-through  suture  of  the  posterior  part  of  the  wound,  the 
portion  in  front,  which  had  been  more  carefully  apposed,  being  quite 
strong. 

[For  Tables  of  After-histories,,  see  next  and  following  pages.] 
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TABLE  OF  THE  AFTER-HISTORIES  OF  EVERY  CASE  THAT  COULD  BE 

FROM  END  OF 


No. 
1 

Initial 

H. 
P. 

Sex 

P. 
P. 

Age 

45 
41 

Duration 
of 
Symptoms 

1 
Position                  Operation, 
General                     of                            with                Complications 
Condition    j           Stone                        Date 

Results 

8  years,  worse 
lately 

3  years 

Good 

Bad 
jaundice 

Gall-bladder 

Gall-bladder 
and  common 
duct 

Cholecystotomy, 
Feb.  29,  1888 

Cholecystotomy, 
March  11,  1891 

Good     "• 
recovery 

Good 
recovery 

3 

E.  W. 

F. 

45 

12  months 

Bad 
jaundice 

Common 

duct 

Cholecystotomy 
and 
choledochotomy, 
Aug.  13,  1894 

Good     I 
recovery 

4 

H.M.D. 

F. 

28 

1C  months 

Good; 
slight 
jaundice 

Gall  bladder 
and  impacted  in 
cystic  duct 

Cholecystotomy, 
March  17,  1893 

— 

Good    I 
recovery 

5 

M.A.D. 

F. 

42 

12  months 

Good;    no 
jaundice 

Gall  bladder 
and  impacted  in 
cystic  duct 

CholeeystotoTiv, 
Sept.  11,  1894 

Bronchitis 

Good 
recovery 

G 

1 

D.  F. 
S.A.W. 

47 
F. 

F. 
33 

5  years. 
3  weeks' 
severe  illness 

8  years,  worse 
for  past 
2  months 

Very  ill  ; 
jaundiced 

Good  ;    no 
jaundice 

Stones  in 
bladder  and 
common  duct 

Gall-bladder 

Cholecystotomy 
and 
choledochotoray, 

Nov.  20,  1894 

' 

Cholecystotomy, 
Dec.  21,  1894 

Suppurating 
gall  bladder 

Pregnant 
3  months 

Good    ) 
recovery 

Good 
recovery 

8 

W.  L. 

M. 

50 

14  years, 
attacks  every 
6  months 

Good  ;  no 
jaundice 

Gall-bladder 
and  cystic 
duct 

Gall-bladder  and 
cystic  duct 
excised, 
June  18,  1895 

Good    : 
recovery; 

9 

M. 

F. 

32 

9  months. 
3  months' 
severe  illness 
with  jaundice 
and  rigors 

Very  ill  ; 
deep 
jaundice 

Gall-bladder 
and  common 
duct 

Cholecystotomy 
and 
choledochotomy 
May  12,  1896 

Pus  in  gall- 
bladder 

Good  § 
recovery! 

10 

H. 

F. 

56 

7  years.     5 
months  ago  be- 
came much 
worse 

Good  con- 
dition ; 
no 
jaundice 

Gall-bladder 
and  cystic 
duct 

Choleoystotomy 
June  2,  1896 

Good     • 
recovery 

11 

M.  3, 

F. 

55 

2  years. 
Worse  lately 

Good  con- 
dition 

Gall-bladder, 
cystic  duct, 
common  duct 

Cholecystotomy 
and 

choledochotomv 
Nov.  26,  1896 

Good  I" 
recovery?  •• 

12 

L. 

F. 

32 

— 

— 

Gall-bladder 

Cholecystotomy 
Dec.  17,  1896 

— 

Good  fr 

recovery 

13 

M.  T. 

F. 

31 

— 

— 

Gall-bladder 

Cholecystotomy 
Aug.,  1897 

Good  ff 

recovery 

14 

E.  A. 

F. 

55 

2  years 

Good; 
slight 
jaundice 

Gall-bladder 
and  cystic 
duct 

Cholecvstotomy 
Sept.  14,  1897 

— 

Good 
recovery 

15 

E.  S. 

F. 

41 

20  years' 
history  of 
attacks  ;  more 
frequent  and 
worse  for 
past  2  years 

Gall-bladder 

Cholecystotomy, 
Sept.,  1897 

Good  • 
recovery 

• 
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TRACED  ON  WHICH  AN  OPERATION  FOR  GALL-STONES  WAS  PERFORMED 
1888  TO  1900. 


Date 

of 
Report 


1901 


1901 


1901, 
April  g 


1901, 

Au-.   -2 


1902, 
July 


1901, 
Aug.  8 


1901, 
Aug.  9 


1902, 
May  12 


1901, 


1902, 
June  6 

1902 
June  6 

1902 
May  11 


1902, 
May  6 


Time 

since 

Operation 


5  years 

7  years 

8  years 
7  years 


6  years, 
10  months 


7  years, 
G  months 


6  years, 
2  months 


5  years, 
3  months 


6  years 


4  years, 
9  months 


!     6  months 

4  years, 
10  months 

4  years, 
8  months 


4  years, 
8  months 


After-history 


Kemarks 


Has  a 


1'aticnt  very  well.    No  return  of  symptoms, 
hernia  through  the  short  vertical  incision 

1 'at  i»-iit  was  well  for  5  years,  but  had  a  biliary  fistula 
with  attacks  of  pain  and  jaundice  when  it  closed. 
At  this  time  Mr.  A.  K.  Morison  removed  a  single 
stone  from  the  common  duct.  Pati  snt  made  a  good 
recovery,  and  has  remained  well 

Patient  very  well.     Scar  sound 


At  iirst  operation  a  stone 
was  felt  in  the  common 
duct,  but  I  dare  not  re- 
move it.  Gall  -  bladder 
stitched  to  skin 


Was  long  in  healing  ;    often  healed  up  causing  pain,      Gall-bladder  stitched  to  skin 
then  broke  down  with  relief.     Now  all  healed  and 
patient  very  well 


None    of    old    symptoms.     Health    very    good.     All 
healed  ;  no  trouble  with  scar 


Had  an  attack  of  pain  with  jaundice  in  January,  1901, 
which  lasted  3  weeks.  Is  very  weak,  not  able  to  get 
about  much.  Hernia  of  scar 


Perfectly  well.     None  of  old  symptoms.  Better  than 
before.    No  trouble  from  scar 


Was  well  for  4  years.  During  last  18  months  has  had 
gall-stone  attacks  ;  3  months  ago  had  a  severe  one. 
No  trouble  from  scar 


Very  well.     None  of  old  symptoms.     Health  better 
than  before  operation.     Scar  sound 


Very  well.     None  of  old  symptoms.     General  health 
better  than  before.     Scar  sound 


Very  well.    Health  good  ;    better  than  before  opera- 
tion.    Scar  sound 


Very  well.     No  return  of  symptoms.     Scar  sound 

Very  well.     None  of  old  symptoms.     General  health 
better  than  before.    Scar  sound 

Perfectly  well.    None  of  old  symptoms.    Greatly  bene- 
fited by  operation.    Scar  sound 


None  of  old  symptoms.  As  well  now  as  ever  before 
during  life  ;  much  better  than  for  past  25  years. 
Regained  old  weight  G  weeks  after  leaving  hospital. 
Scar  sound 


Gall-bladder  stitched  to  skin 


Suture  inefficient  on  account 
of  critical  condition 


Baby  born 
operation 


months  after 


Dr.  James  Drummond 
writes  :  "  I  have  seen 
this  patient  with  all  the 
symptoms  of  true  biliary 
colic." 


Some  stones  lay  in  a  sacculus 
of  the  gall-bladder 


Insufficient  notes 
Insufficient  notes 


Insufficient  notes 
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TABLE  or  THE  AFTER-HISTORIES  or  EVERY  CASE  THAT  COULD  BE 

FROM  1888  TO  END- 


No.    Initial 

Sex 

Age 

Duration 
of 

Symptoms 

General 
Condition 

Position 
of 
Stone 

Operation, 
with 
Date 

Complications 

Results 

16         B. 

F. 

50 

2  years 

Deep 

Gall-bladder 

Cholecystotomy 

— 
Good 

jaundice  ; 

and  common 

and 

recovery? 

very  ill 

duct 

choledochotomy, 

Oct.  21,    1897 

17      M.  L. 

F. 

54 

3  years 

Jaundice 
bad 

Gall-bladder 
and  cystic 

Cholecvstotomy, 
Nor.  82,  1897 

Suppurating 
gall-bladder 

Good 
recovery  j 

duct 

death  afte 

second 

operation 

18        N. 

F. 

36 

10  years.    For 

Bad; 

— 

Cholecystotomy 

— 

Good  J 

3  vears 

jaundice 

and 

recovery 

attacks 

choledochotomy, 

worse,  with 

Dec.  22,  1897 

continuous 

jaundice 

19          .. 

F. 

41 

15  years. 

Very  ill 

Free  in  belly 

Laparotomy, 



Good 

Admitted 

June  28,  1897. 

recovery 

during  severe 

Bile-stained 

attack  of 

fluid  in  belly, 

of   9    days' 

and  stones  Iree 

duration 

in  peritoneum. 

Gall-bladder 

sloughing.  Stone 

felt  in  cystic 

duct:  patient 

j 

too   ill   for   its 

removal 

20     M.E.T. 

F. 

53 

4  months 

Bad 

Gall-bladder 

Cholecystotomy, 

Suppurating 

Recovery, 

June  23,  1898 

gall-bladder 

death  later; 

21      E.  S. 

F. 

62 

4  years 

Good 

Gall-bladder 

Cholecystotomy, 

_ 

Good 

August,  1898 

recovery 

22      T.  D. 

M. 

60 

2  years 

Good 

Gall-bladder 

Choiecystotomy, 



Good 

Sept.,  1898 

recovery 

23         D. 

F. 

52 

8  months 

Good 

Gall-bladder 

Cholecystectomy, 



Good 

Dec.  5,  1898 

recovery 

24         S. 

F. 

53 

3  years 

Good 

Gall-bladder 

Cholecystotomy, 

Suppurating 

Dec.  5,  1898 

gall-bladder 

— 

25    M.  M. 

F. 

58 

10  years 

Good 

Cystic  duct 

Cholecvstotomy, 



Good 

Oct.,  1898 

recovery 

26      W.  G. 

M. 

52 

14  weeks;  16 

Good 

Common 

Choledochotomy, 

— 

Good 

years  ago  had 

March  9,  1899 

recovery 

a  similar 

attack 

27      E.  A. 

F. 

43 

12  months 

Good 

Gall-bladder 

Cholecystotomy, 

— 

Good 

and  cystic 

May,  1899 

recovery  ; 

duct 

28      II.  B. 

M. 

50 

2  years 

_ 

Gall-bladder 

Ch  olecyst  ot  omy  , 



Good 

June,  1899 

recovery  ; 

29      J.  N. 

IK. 

55 

2  years 

Bad; 

Common 

Cholecystotomy, 

Some  pus 

Good      : 

jaundiced 

duct 

choledochotomy, 

in  common 

recovery  I 

Dec.,  1899 

duct 

30      Y.  T. 

M. 

36 

4  months 

Bad 

Gall-bladder 

Cholecystotomy, 

Gall-bladder 

Good      i 

Dec.  ':H».  1899 

ruptured 

rc-.v.-ry 
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Ti;  A  i  KD  ON  WHICH    AN  OPERATION  FOR  GALL-STONES  WAS  PERFORMED 

OF  1900. — Continued. 


Date 
of 


1902, 

July   IV) 


L901, 

Jan.  L'l 


1901, 

An-.  l'S 


1902, 
June  C 


1901, 

1902, 

M:,y   IS 

1902, 

1902, 

Aug.  10 


April  28 


1902, 
May  19 


1902, 

May  M 

1902, 

May  17 


1901, 

Auu'.  -2-2 


Time 

since 
Operation 


4  years, 
9  months 


6  months 


:;  years, 

1  month 


4  years, 
2  months 


3  years 


3  years, 
8  months 

3  years, 
5  months 

3  years, 
8  months 


3  years, 
1  month 


3  years 


3  years 


2  years, 
5  months 


1  year, 
8  months 


After-History 


Remarks 


9  months  after  operation  had  recurrence  of  symptoms, 
typical  attacks.  ]{c-adinitted  Aiiurust,  1898,  and  one 
larje  faceted  stone  removed  from  common  duct. 
From  this  time  has  remained  perfectly  well.  Scar 
sound 

He-admitted  May,  IS'.KS.  Never  been  well  since  first 
operation.  Constant  pain  with  two  attacks  of  jaun- 
dice. General  health  fair,  no  jaundice.  Common 
duct  empty.  Gall  bladder  contained  pus  and  was 
removed.  Death  G  days  later 

Perfectly  well.    None  of  old  symptoms.     Scar  sound. 


A  sinus  remains  unhealed,  from  which  there  is  a  con- 
stant discharge.  Not  much  pain.  General  health 
poor 


Patient  died  at  home  on  Sept.  20,  1898  (3  months  later) 
A  sinus  kept  discharging  up  to  Tier  death,  which 
appeared  to  be  from  exhaustion 

In  good  condition.  Has  had  indefinite  pains,  but 
nothing  suggestive  of  gall-stones.  Scar  sound 

Perfectly  well.  None  of  old  symptoms  ;  never  been 
better  in  his  life.  Scar  sound 

In  her  usual  health.     No  further  attacks.     Scar  sound 


None  of  old  symptoms.     Has  a  large  hernia  through 
the  posterior  part  of  scar 


Recovered  quickly,  and  has  had  good  health  since 


Has  had  three  gall-stone  attacks,  the  last  12  months 
ago  ;  they  were  exactly  like  previous  attacks,  and 
were  accompanied  by  jaundice.  General  health 
good  :  very  much  better  than  before.  Scar  sound 

None  of  old  symptoms.  Health  very  nr.uch  better  than 
before.  Scar  sound 

None  of  old  symptoms.  Health  better  than  before 
Scar  sound 


None  of  old  symptoms.    Health  better  than  before. 
Scar  sound 


Refuses  further  operation 


Insufficient  records 


Gall-bladder  drained.    Very 
fat  woman,  17  st. 
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TABLE  OF  THE  AFTER-HISTORIES  OF  EVERY  CASE  THAT  COULD  BE 

FROM  1888  TO  END 


No.     Initial 

Sex,  Age 

Duration            Qeneral 
Symptoms          Condition 

Position                 Operation, 
of                           with 
Stone                        Date 

Complications 

Results 

31        D. 

F.     62 

12  years                 Bad               Gall-bladder,         Cholecystotomy 

_ 

Good 

common                       and 

recovery 

duct,  hepatic 

choledochotomv, 

duct 

Mar.  27,  1899* 

32 

C. 

F.     50 

4  years 

Good              Gall-bladder,        Cholecystotomy 

—                  Good 

common                     and                                              recovery 
duct               choledochotomy,  ] 

Nov.  15,  1899 

23 

L. 

F.     39 

12  months 

Bad  ;    very 

Gall-bladder        Cholecystotomy, 

Hour- 

Good 

thin 

and  cystic 

Dec.  6,  1899 

glass 

recovery 

duct 

stomach. 

I                                                                | 

Gastroplasty 

performed  at 

same  time 

34 

K.  B. 

F.     36 

1  year, 

Good              Gall-bladder 

Cholecystotomy, 

— 

Good 

10  months 

Aug.  1,  1899 

recovery    • 

35 

J.  A. 

F.     72 

20  years  ; 
7  months  ago 

Bad               Gall-bladder 

Incision  of 
abscess  in 

Suppurating 
gall-bladder 

Good 
recovery 

severe  attack 

abdominal  wall, 

with   abscess 

Nov.,  1899 

in  abdominal 

wall 

3G 

M.  P. 

F.     40 

2  years 

Bad 

Gall-bladder 

Cholecystotomy, 

Some  pus  in 

Good 

and  cystic  duct 

Dec.,  1899 

gall-bladder 

recovery  1 

37 

M.  H. 

F.     29 

5  weeks 

Bad; 

Gall-bladder 

Cholecystotomy, 

Good 

jaundice 

Jan.  1,  1900 

recovery   J 

38 

T.  D. 

M.    43 

3  months 

Bad  ;  slight 

Gall-bladder 

Cholecvstotomy 

j             _ 

Good 

jaundice 

and  common 

and 

recovery  1 

duct 

choledochotomy, 

June  29,  1900 

39 

A.  S. 

F.     49 

23  years 

Bad 

Gall-bladder 

Cholecystotomy, 



Good 

Aug.,  1900 

recovery  1 

40 

M.  S. 

F.     33 

3  weeks 

Good 

Gall-bladder 

Cholecystotomy, 

Pus  in  gall 

Good     ! 

and  cystic  duct 

Sept.,  1900 

bladder 

recovery  1 

41 

J.  M. 

F.     53 

23  days 

Very  ill  ; 

No  stones          Incision  of  large 

Suppurating 

Good     I 

jaundice 

found                     abscess  in 

gall-bladder  : 

recovery  • 

abdominal  wall, 

abscess  in 

Oct.  1900 

abdominal 

wall 

42 

J.  L. 

M.    59 

15  years 

Very  ill 

Gall-bladder 

Cholecystotomy 

Emphysema 

Good 

i     and  common                   and 

recovery  ;  , 

duct 

choledochotomy, 

very  ill  for  a 

Nov.  28,  1900 

time,     J 
pneumonia* 

43 

J.P.Q. 

M.    27 

16  months 

Good 

Gall-bladder 

Cholecystotomy 



Good 

and  common 

and 

recovery  f 

duct              choledochotomy, 

Dec.,  1900 

• 

SURGICAL     CONTRIBUTIONS— ABDOMINAL 


407 


u AC  i.i)  ON  WHICH  AN  OPERATION  FOR  GALL  STONES  WAS  PERFORMED 
r   1!)00. — Continued. 


Date  Time 

of  since 

Report  <>i -oration 


1901, 

An-,  .-• 


1901, 
Aug.  7 


2  years, 
5  mouths 


1  year, 
9  months 


After-History 


Very  well.    None  of  old  symptoms.     Scar  sound 


Very  well.     None  of  old  symptoms.     Health  better 
than  before.     Scar  sound 


Remarks. 


1901, 
Aug.  8 


1902, 

April 

1902, 
kay  L>; 


1902, 

May  S 


1902, 

May   7 


1902, 
June  29 


1902, 
May  1 


1902, 
May  * 

1902, 
May  S 


1902, 
May  30 


1902, 

May  21 


1  year, 
8  months 


2  years, 
8  months 

2  years, 
0  months 


2  years, 
5  months 


2  years, 
5  months 


2  years 


1  year 
months 


1  year 
8  months 

1  year, 
7  months 


1  year, 
6  months 


1  year 
6  months 


Very  well.     None  of  old  symptoms.     Still  rather  thin. 
Scar  sound 


Very  well.     None  of  old  symptoms.    Scar  sound 


Very  well.  None  of  old  symptoms.  Sinus  still  dis- 
charges clear  mucus  (probably  due  to  stone  in  cystic 
duct).  General  health  better  than  before 


Very  well.    None  of  old  symptoms.     General  health 
better.     Scar  sound 


None  of  old  symptoms.     Very  well.     Better  health 
than  before.     Scar  sound 


Very  well.     None  of  old  symptoms.     Better  health 
than  before.     Scar  sound 


Very  well.  Has  had  two  attacks  of  gall-stone  pain  ; 
after  each  she  passed  a  small  stone.  Has  a  large 
ventral  hernia  through  posterior  part  of  incision  ; 
front  part  sound 

Very  well.  None  of  old  symptoms.  Health  better 
since  operation.  Scar  sound 

Has  had  two  attacks  of  pain  with  jaundice,  6  weeks  and 
4  weeks  ago,  with  escape  of  several  stones  from  the 
sinus.  Health  better  than  before.  Wound  quite 
healed 


Very  well.    None  of  old  symptoms.     Better  health 
than  for  past  twenty  years.     Scar  sound 


Very  well.     None  of  old  symptoms.     Scar  sound 


Several  stones  removed  from 
abscess  cavity  at  opera- 
tion 


Complete  paralysis  of  right 
rectus  abdominis,  from 
which  she  feels  no  incon- 
venience 
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TWO    RARE    CASES    OF    INTUSSUSCEPTION. 

(The  Lancet,  June,  1902,  p.  1689.) 

Both  the  following  cases  are  of  great  interest.  According  to  Sir 
F.  Treves's  statistics1  8  per  cent  of  cases  of  intussusception  are  due 
to  polypi  and  diverticula,  and  so  these  may  be  looked  upon  as  dis- 
tinctly rare  causes.  Early  laparotomy  is  undoubtedly  at  the  present 
day  the  only  satisfactory  treatment  of  intussusception. 

CASE  1 . — Intussusception  due  to  an  inverted  Meeker s  diverticulum ; 
reduction  and  excision  of  the  diverticulum  (reported  by  Dr.  R.  H.  Dix,  late 
house  surgeon).— A  boy,  age  5  years,  was  seized  whilst  at  school  on  July  5, 
1901,  at  about  11.30  a.m.,  with  severe  pain  in  the  abdomen,  and  shortly 
afterwards  he  vomited.  He  arrived  home  about  noon  and  his  bowels  were 
then  moved.  The  pain  came  on  in  paroxysms  about  every  five  minutes, 
and  caused  him  to  cry  out.  At  3  p.m.  he  passed  some  blood  from  the 
rectum.  During  the  night  the  pains  occurred  about  every  fifteen  minutes, 
and  he  slept  between  them.  He  vomited  occasionally.  The  intermittent 
pains  and  vomiting  continued  till  his  admission  into  the  Royal  Infirmary, 
Newcastle-on-Tyne,  at  9  p.m.  on  the  6th.  Nothing  had  escaped  from  the 
bowels  since  the  blood  appeared  on  the  previous  day.  On  admission  the 
boy  looked  seriously  ill.  His  face  was  pale  and  anxious  and  his  eyes  were 
dark-rimmed  and  sunken,  his  skin  was  warm,  the  pulse  was  good,  and  his 
tongue  was  clean.  The  abdomen  was  not  rigid  or  distended.  In  the  left 
iliac  region  a  distinct  elongated  swelling  could  be  felt.  Per  rectum  the 
tumour  could  not  be  reached  with  one  finger,  but  on  bimanual  examination 
with  a  hand  on  the  abdomen  and  a  finger  in  the  rectum,  the  tumour  could 
be  pushed  down  by  the  hand  above  and  distinctly  felt,  not  in  the  lumen 
but  through  the  wall  of  the  rectum.  The  examining  finger  was  not  blood- 
stained on  its  removal. 

An  operation  was  performed  by  Mr.  Morison  at  9.30  p.m.  (34  hours 
after  the  illness  commenced).  The  abdomen  was  opened  in  the  left  iliac 
region  by  an  oblique  incision  over  the  tumour,  which  was  found  at  once. 
The  intussuscepted  bowel  causing  it  was  drawn  forward  out  of  the  abdomen. 
Some  clear  fluid  escaped  from  the  peritoneal  cavity.  The  intussusception 
was  6  in.  long  in  its  unreduced  state,  and  involved  only  the  small  intestine. 
The  mass  was  wrapped  in  a  large  warm  flat  sponge  and  steadily  and  firmly 
squeezed  till  its  size  was  evidently  lessened.  The  bowel  was  then  steadily 
reduced  by  gentle  traction  from  above  and  pressure  from  below.  On  its 
reduction  a  firm  tumour  of  about  the  size  and  shape  of  the  little  finger  could 
be  felt  through  the  intestinal  walls  in  the  lumen  of  the  bowel  fixed  to  the 
wall  opposite  to  its  mesenteric  attachment.  At  the  site  of  attachment  a 
definite  dimple  was  observed,  and  this  suggested  that  the  tumour  was  an 
inverted  Meckel's  diverticulum  which  had  formed  the  apex  of  the  intus- 
susception. A  longitudinal  incision  1  in.  long  was  made  in  the  intestine 
and  the  diverticulum,  for  this  it  turned  out  to  be,  was  excised.  The 
intestinal  opening  was  closed  transversely  by  a  continuous  catgut  suture 
through  all  the  coats,  and  outside  of  this  was  inserted  a  row  of  Lembert's 
interrupted  sutures  of  catgut.  The  intestine  was  cleansed  and  returned 
into  the  abdomen,  the  opening  into  which  was  closed  by  four  tiers  of  catgut 


1  Intestinal  Obstruction,  1899,  p.  178. 
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sutures.  The  specimen  showed  an  intestinal  diverticulum  turned  com- 
pletely inside  out,  measuring  1£  in.  in  length,  becoming  wider  from  base  to 
apc-x,  and  ending  in  ;i  somewhat  bulbous  extremity.  There  were  patches 
of  gangrene  in  its  walls,  affecting  chiefly  its  mucous  membrane.  The  patient 
recovered. 

CASE  2. — Chronic  intussusception  due  to  a  polypus  of  small  intestine  ; 
reduction  <in<l  resection  of  gut  with  tumour  (reported  by  Dr.  J.  W.  Heslop, 
late  house  surgeon). — A  miner,  age  62  years,  was  admitted  into  the  Royal 
Infirmary,  Newcastle-on-Tyne,  on  July  10,  1901.  He  had  been  in  good 
lu  ilth  till  four  months  previously,  when  he  began  to  have  pains  in  the  lower 
I  >a  rt  ( >  I' t  he  abdomen  of  a  paroxysmal  character  and  very  severe.  Occasionally 
he  was  free  from  them  for  a  week.  Accompanying  the  pains  there  were 
noisy  rumblings  of  wind,  and  he  could  not  pass  any  or  get  his  bowels  moved 
except  with  medicine,  and  then  with  difficulty.  During  the  last  month  the 
pains  were  very  violent  and  lasted  for  from  sixteen  to  twenty  hours  at  a 
time.  They  occurred  nearly  every  day  and  were  accompanied  by  forcible 
vomiting  and  profuse  sweating.  The  pain  was  only  relieved  when  his  bowels 
were  moved,  and  this  could  only  be  brought  about  by  the  administration 
of  enemata.  During  the  spasms  his  bowels  swelled  and  became  hard,  the 
swelling  being  more  marked  in  the  right  lower  abdomen  than  in  other  parts. 
The  patient  had  lost  2  st.  in  weight  since  his  illness  commenced,  and  looked 
very  weak.  On  admission  he  was  thin  and  pale  and  anxious-looking,  with 
normal  pulse  and  temperature.  Except  for  the  abdominal  condition, 
examination  discovered  nothing  wrong.  There  was  marked  distention  in 
the  right  iliac  fossa,  where  a  distinct  rounded  soft  mass,  about  1|  in.,  could 
be  palpated.  This  swelling  was  freely  movable.  In  the  epigastrium  just 
above  and  to  the  right  of  the  umbilicus  a  definite  hard  nodular  tumour, 
less  than  and  not  so  movable  as  the  first,  was  felt.  Rectal  examination 
revealed  nothing. 

An  operation  was  performed  on  July  16  by  Mr.  Morison.  The  abdomen 
was  opened  by  an  oblique  incision  extending  from  the  back  of  the  iliocostal 
space  to  the  middle  line  in  front,  dividing  the  rectus  and  other  muscles.  A 
large,  rounded,  firm  swelling  was  found  in  the  ascending  colon,  evidently 
an  intussusception.  It  extended  from  the  right  iliac  fossa  to  the  middle  of 
the  transverse  colon.  By  expression  and  traction  the  intussuscepted  gut 
was  readily  reduced,  except  the  last  two  or  three  inches.  This  was  towards 
the  end  of  the  ileum,  and  contained  a  firm  rounded  tumour  which  was  at 
this  time  suggested  to  be  a  carcinoma  invading  the  ileocaecal  valve.  The 
portion  of  intestine  including  it  along  with  the  thickened  mesentery  and 
some  enlarged  glands  were  excised.  The  mesentery  and  intestine  involved 
in  the  intussusception  were  so  thickened  and  altered  by  old  adhesions  that 
until  the  excised  portion  and  cut  ends  were  carefully  examined  it  was  not 
recognized  that  the  portion  removed  concerned  the  ileum  only,  and  that  the 
distal  incision  left  2  in.  of  ileum  attached  to  the  caecum.  The  divided 
intestine  was  thickened  and  friable,  and  was  too  rigid  to  allow  of  a  lateral 
anastomosis,  which  Mr.  Morison  prefers  when  a  choice  can  be  made.  An 
end-to-end  union  was  effected  by  a  continuous  suture  of  catgut  through  all 
the  coats,  and  outside  of  this  an  interrupted  layer  of  catgut  sutures.  The 
loose  omentum  was  drawn  down  and  wrapped  round  the  anastomosis.  The 
opening  in  the  abdominal  wall  was  entirely  closed  by  four  tiers  of  interrupted 
catgut  sutures.  The  portion  of  gut  resected  measured  3£  in.  in  length  and 
had  a  diameter  of  If  in.  The  intestinal  wall  was  very  thick.  The  mass  in 
its  interior  was  found  to  be  a  rounded  polypus  of  the  size  of  a  large  walnut, 
which  sprang  from  the  antimesenteric  border.  On  the  outside  of  the  intestine 
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opposite  the  attachment  of  the  growth  there  was  a  distinct  pucker  on  the 
peritoneal  surface,  but  it  led  into  no  channel  as  in  Case  1.  A  microscopical 
report  by  Dr.  R.  A.  Bolam  states  that  "  the  tumour  consists  of  young  con- 
nective tissue  with  numerous  vessels.  In  parts  the  appearances  suggest 
myxomatous  change,  but  this  may  be  accounted  for  by  oedema.  The  surface 
of  it  is  covered  by  normal  mucous  membrane."  The  patient  recovered. 

Dr.  P.  Stewart,  of  Langley  Moor,  reports  that  the  patient  is  in  excellent 
health  and  works  regularly  in  the  mine.  He  has  examined  the  scar  by 
request  for  hernia,  and  finds  it  perfect. 


FROM    DISCUSSION    ON    UTERINE    FIBROIDS. 

(Northumberland  and  Durham  Medical  Society :    Reported  in  Journal, 

1902,  p.  11.) 

There  are  so  few  matters  in  connection  with  uterine  fibroids  left  un- 
touched by  Dr.  Hume  in  his  able  and  interesting  introduction  to  this 
discussion,  and  so  little  with  which  I  can  disagree,  that  I  will  bring  forward 
only  a  few  of  the  points  which  have  specially  interested  me. 

First,  with  regard  to  the  ordinary  name  of  these  tumours — uterine 
fibroids — it  is  convenient,  and  we  all  understand  what  is  meant,  but  it  is 
important  to  remember  that  the  essential  histological  feature  is  the  presence 
of  unstriated  muscular  fibre. 

An  examination  of  the  numerous  specimens  exhibited  will  show  that 
in  a  large  number  of  cases  the  whole  uterine  wall  is  much  thickened  when 
a  fibroid  tumour  or  tumours  are  present  in  it,  suggesting  that  the  patho- 
logical changes  are  not  entirely  limited  and  local.*  Further  evidence  in  this 
direction  was  found  in  a  case  on  which  I  operated,  where,  in  addition  to 
uterine  tumours,  there  were  separate  growths  in  each  broad  ligament,  and 
an  enormous  soft  and  cedematous  myoma  occupying  the  subperitoneal  space 
of  the  whole  back  of  the  abdominal  cavity,  and  separate  from  the  pelvic 
growths. 

The  position  of  the  uterine  tumour,  and  the  relation  of  the  tumours 
to  the  uterine  wall,  are  both  important.  Thus,  a  small  tumour  in  the  pelvis 
may  cause  serious  symptoms,  whilst  a  much  larger  one  in  the  abdomen  may 
give  rise  to  none.  Then  the  submucous,  the  interstitial,  and  the  sub- 
peritoneal  tumours  each  have  a  life  history  peculiar  to  themselves.  Thus, 
the  submucous  causes  severe  haemorrhage,  and  may  be  extruded  as  a  foreign 
body  from  the  uterus,  and  eventually  be  cast  adrift.  The  subperitoneal 
is  apt  to  set  up  peritonitis  and  to  acquire  adhesions.  The  largest  tumour 
I  have  removed  had  done  this,  and  by  these  adhesions  had  acquired  a 
plentiful  blood  supply  through  enormous  vessels  derived  from  the  omentum. 
An  interstitial  tumour  may  change  its  position.  It  seems  to  me  probable 
that  they  are  always  moving  and  tend  to  become  either  submucous  or  sub- 
peritoneal.  Four  years  ago  I  had  an  opportunity,  under  conditions  which 
will  be  related  later,  of  examining  carefully  this  large  tumour  (specimen 
exhibited).  At  that  time  I  was  able  to  feel  this  portion  of  the  tumour, 
which  now  occupies  a  subperitoneal  position,  but  was  then  lying  entirely 
within  the  wall  of  a  perfectly  smooth  uterus. 

Fortunately  for  the  surgeon,  the  majority  of  tumours  grow  in  the  fundus 
and  leave  the  cervix  free.  A  minority  grow  from  the  lower  part  of  the 
body,  or  from  its  lateral  walls,  into  the  broad  ligament,  and  into  the  sub- 

*  This  point  is  still  not  sufficiently  recognized. 
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peritoneal  tissue  of  the  pelvis,  occasionally  carrying  the  bladder  and  ureter 
and  siginoid  flexure  up  over  them,  and  distorting  almost  beyond  recognition 
the  anatomical  relations.  In  a  small  percentage  of  cases  the  cervix  alone 
is  involved. 

The  tubes  and  ovaries  are  not  infrequently  diseased,  and  when  perito- 
nitis is  found  this  is  the  most  probable  cause. 

Ditignotfis. — A  hard  multinodular  tumour  clearly  connected  with  the 
uterus  can  give  rise  to  no  difficulty. 

If  the  tumour  is  soft  and  interstitial  and  affects  the  whole  uterus,  the 
difficulties  may  be  very  great,  and  I  have  found  them  occasionally  insur- 
mountable. Perhaps  a  relation  of  some  of  my  experiences  may  be  useful 
to  others  here. 

To  distinguish  such  a  tumour  from  the  pregnant  uterus  is  a  most 
difficult  problem.  The  first  case  to  impress  this  upon  me  was  that  of  a 
young  unmarried  woman,  30  years  of  age,  whom  I  saw  in  Hartlepool  about 
fifteen  years  ago.  She  had  a  soft,  elastic,  smooth  tumour,  evidently  uterine, 
of  the  size  of  a  six  months'  pregnancy,  reaching  just  above  the  umbilicus. 
There  was  a  soft  blowing  murmur  in  it  on  auscultation.  The  vagina  was 
soft  and  patulous,  and  the  cervix  large  and  velvety.  Both  breasts  con- 
tained colostrum.  I  felt  sure  that  the  abdominal  tumour  was  a  pregnancy, 
but  remembering  Dr.  Matthew  Duncan's  dictum,  never  to  say  so  unless 
the  fo?tal  heart  could  be  heard,  I  offered  no  definite  opinion.  It  was  fortu- 
nate that  I  did  not,  for  this  was  a  soft  uterine  fibroid. 

The  next  case  I  shall  mention  was  that  of  a  patient,  age  34,  and  un- 
married. Her  history  was  that  she  had  always  been  extremely  nervous, 
and  had  several  times  been  temporarily  insane.  Menstruation  started  at 
14,  and  had  always  been  very  excessive,  and  at  times  irregular.  Five  and  a 
half  years  ago  an  abdominal  tumour  was  first  noticed.  Four  years  ago 
the  patient  was  sent  to  me  by  Dr.  Smallman  Robson,  with  a  diagnosis  of 
large  uterine  fibroid,  and  was  admitted  to  a  private  hospital  for  operation. 
The  tumour  was  the  size  of  a  seven  months'  pregnancy,  and  the  physical 
signs  simulated  this,  but  no  foetal  heart  was  heard.  The  abdomen  was 
opened  and  the  tumour  examined.  It  had  the  exact  appearance  and  feel 
of  a  pregnant  uterus,  and  in  addition  I  was  sure  that  the  head  and  the  limbs 
of  a  foetus  were  distinguishable.  Nothing  further  was  done,  and  the  abdomen 
was  closed.  For  six  months  the  patient  was  better,  and  the  swelling  was 
not  so  prominent,  but  at  the  end  of  this  time  it  began  to  get  larger.  Twelve 
months  ago  the  tumour  commenced  to  grow  more  rapidly,  and  it  continued 
to  do  so,  causing  much  abdominal  discomfort  and  pressure  symptoms,  with 
considerable  oedema  of  the  legs  and  of  the  abdominal  wall.  Menstruation 
had  been  irregular,  usually  very  excessive  ;  nervousness  and  fits  of  depres- 
sion had  been  troublesome.  There  were  no  bladder  or  rectal  symptoms. 
On  examination,  there  was  a  large  tumour  which  filled  the  whole  abdomen, 
extending  almost  to  the  ensiform  cartilage,  and  bulging  into  both  flanks. 
The  tumour  was  pear-shaped,  with  the  narrow  end  towards  the  pubis  :  the 
upper  part  felt  soft,  and  closely  resembled  a  cyst.  It  was  painless  and  not 
tender. 

At  the  operation  the  tumour  was  found  to  be  adherent  to  the  old  scar. 
The  adhesions  were  separated,  and  the  tumour  was  turned  out  of  the  belly 
with  difficulty.  During  the  separation  of  the  lower  part  of  the  tumour, 
which  had  buried  into  both  broad  ligaments,  a  large  hole  was  torn  in  the 
bladder.  The  tumour  with  the  appendages  was  removed  by  supra-vaginal 
hysterectomy.  The  ureters  were  examined  ;  they  had  not  been  involved. 
The  opening  in  the  bladder  was  sutured,  and  the  abdomen  was  closed  without 
drainage.  Recovery. 


412  RUTHERFORD     MORISON 

The  specimen  shows  a  very  large  oedematous  myoma  of  the  body  of 
the  uterus.  When  fresh,  it  weighed  seventeen  pounds.  The  capsule  of 
the  tumour  had  yielded  in  front,  and  the  mass  of  fibroids  had  been  extruded 
into  the  broad  ligament.  An  examination  of  this  mass,  which  at  the  time 
of  the  first  operation  was  interstitial,  shows  how  the  serious  mistake  of 
thinking  a  foetus  had  been  discovered  arose.  The  foetal  head  is  represented 
by  a  rounded  tumour,  the  limbs  and  angles  of  joints  by  others,  and  even  to 
the  detail  of  fingers  and  toes  the  parts  of  a  foetus  are  simulated. 

A  woman,  40  years  of  age,  was  sent  into  the  Infirmary  under  my  care. 
The  history  she  gave  was  that  seven  months  previously  she  thought  that 
she  had  arrived  at  the  fifth  month  of  pregnancy.  She  felt  foetal  movements 
so  distinctly,  as  to  make  her  feel  sure  of  this.  She  had  not  menstruated 
for  the  past  twelve  months.  On  abdominal  examination,  a  firm  tumour, 
the  size  of  an  adult  head,  was  found  under  the  umbilicus.  This  could  be 
readily  moved  up  to  the  epigastrium,  into  one  or  other  flank,  and  into  the 
pelvis.  There  were  no  signs  of  pregnancy  in  the  breasts  or  in  the  vagina, 
and  the  tumour  moved  so  freely  that  it  remained  doubtful  with  bi-manual 
examination  whether  movement  of  it  was  communicated  to  the  cervix 
uteri  or  not.  On  opening  the  abdomen,  the  tumour  was  found  to  be  in  the 
uterine  fundus,  and  the  lower  portion  of  the  uterus  was  stretched  and 
thinned  into  a  pedicle  several  inches  long.  On  palpating  the  tumour,  a 
rounded  mass  like  the  foetal  head,  and  irregular  projections  like  points 
resembling  the  joints  of  a  foetus,  were  discoverable.  The  tumour  was 
replaced  in  the  abdomen  after  a  uterine  sound  had  been  introduced  from 
below.  After  waiting  for  three  or  four  days,  the  cervix  was  dilated  and 
packed  with  iodoform  gauze,  and  a  few  days  later  further  packing  was 
resorted  to.  Nothing  resulted,  and  uterine  injections  of  glycerine  and  then 
hot  water  were  tried,  and  without  effect.  I  then  thought,  and  suggested 
to  my  house  surgeon,  that  I  had  made  the  same  mistake  as  in  the  case 
previously  related,  and  put  back  a  fibroid  tumour  of  the  uterus.  On  the 
tenth  day  after  the  operation  labour  pains  came  on,  and  a  dead,  shrunken, 
mummified  foetus  of  about  six  months  was  expelled.  (This  patient  visited 
me  within  the  last  month  with  another  baby  a.  few  weeks  old.)  I  could 
relate  further  cases  illustrating  this  difficulty  from  my  own  practice 
and  that  of  others,  but  these  will  suffice  to  show  how  mistakes  may  be 
made. 

Every  experienced  surgeon  has  mistaken  a  malignant  body  of  the 
uterus  for  a  fibroid  tumour,  and  vice  versa,  so  that  I  need  trouble  you  with 
no  examples. 

If  a  soft  fibroid  is  growing  into  the  broad  ligament,  it  is  sometimes 
impossible  to  say  with  certainty  whether  the  tumour  is  uterine  or  a  broad 
ligament  cyst. 

If  the  tumour  is  a  large  interstitial  cervical  one,  a  mistake  can  scarcely 
be  made  if  the  following  peculiarities  be  kept  in  mind  :  It  usually  produces 
considerable  bladder  trouble  and  occasionally  bleeding.  On  examination 
per  vaginam  the  pelvis  feels  as  if  its  cavity  were  filled  by  a  football.  Some- 
where in  the  swelling  a  patent  os  is  to  be  found,  the  cervix  being  obliterated 
by  the  tumour.  On  the  abdominal  aspect  of  the  swelling  a  movable  slightly 
sensitive  lump  is  discovered.  This  is  the  fundus  of  the  uterus. 

Prognosis. — On  this  point  we  require  more  information.  I  believe  that 
death  from  uncomplicated  fibroid  tumours  of  the  uterus  is  rare,  but  not, 
however,  so  uncommon  as  has  been  recently  suggested.  A  woman  whom 
I  admitted  many  years  ago  to  the  Hartlepool  hospital,  died  from  haemor- 
rhage the  day  after  her  admission.  I  have  operated  on  several  cases  acutely 
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septic  from  sloughing  or  infection  of  the  tumour,  the  great  majority  of 
whom  must  have  died  without  operation. 

Pregnancy  is  such  a  serious  complication,  that  many  cases,  if  not 
operated  upon,  would  die  if  not  relieved. 

I  have  recently  operated  on  a  case  in  which  femoral  phlebitis  was 
present,  and  the  patient  in  consequence  very  ill.  Another  similar  case 
died  suddenly  from  what  appeared  to  be  the  detachment  of  a  thrombus, 
produced  by  the  pressure  of  a  fibroid  tumour  on  the  iliac  vein,  producing 
obstruction.  Some  cases  undergo  spontaneous  cure.  The  tumour  may  be 
expelled  from  the  uterus  into  the  vagina  and  slough  off.  More  frequently, 
if  left  without  surgical  aid,  it  will  cause  death  by  haemorrhage  and  sepsis, 
I  can  recollect  the  case  of  a  robust  woman,  with  a  large  fibroid,  which 
became  inflamed  and  adherent  to  the  abdominal  wall,  and  suppurated. 
After  the  abscess  discharged,  which  it  did  spontaneously  through  the  abdo- 
inimil  wall,  immense  sloughing  portions  of  the  tumour  were  extruded  through 
the  opening  from  time  to  time,  and  finally,  after  a  serious  illness  lasting 
about  eighteen  months,  the  wound  healed,  and  no  tumour  was  then  discover- 
able. Apart,  however,  from  death,  which,  as  I  have  said,  is  rare,  these 
tumours  are  a  menace  to  health,  and  when  large  or  impacted,  in  the  pelvis 
are  very  frequently,  as  I  know  from  examination  of  the  ureters  during 
operation,  a  cause  of  hydronephrosis,  which  may  be  unattended  by  any 
symptoms.  I  have  never  seen,  nor  would  I  expect  to  see,  a  woman  with 
a  large  uterine  fibroid  live  to  be  old.  We  used  to  be  taught,  and  hoped  it 
was  true,  that  after  the  menopause  troubles  connected  with  the  tumour 
would  cease,  and  that  the  tumour  itself  would  shrink.  This  result  certainly 
cannot  be  relied  upon,  and  my  experience  would  lead  me  to  believe  that 
at  the  time  of  the  menopause  the  tumour  is  apt  to  undergo  degenerative 
changes,  to  increase  rapidly  in  size,  and  to  require  operation  more  frequently 
than  at  any  other  time. 

Mr.  Turner,  our  Surgical  Registrar,  has  looked  up  the  ages  of  the  last 
thirty  cases  on  which  I  have  operated,  and  we  find  that  eighteen  of  them 
are  over  the  age  of  40,  and  eight  of  them  over  the  age  of  45,  the  oldest  being 
64.  . 

Treatment. — There  are  two  palliative  operations  which  have  appeared 
to  me  to  be  of  use.  The  first  is  curettage  for  the  arrest  of  bleeding.  This 
uterus  (exhibited)  is  an  example  of  the  form  of  endometritis  accompanying 
uterine  fibroids  which  may  be  benefited  by  curetting.  I  have  more  than 
one  patient  with  a  small  fibroid  who  has  been  enabled  to  avoid  hysterectomy 
by  this  means,  the  menopause  having  secured  permanent  shrinkage  of  the 
tumour.  This  treatment  seems  to  me  to  be  worthy  of  a  place  when  a  small 
tumour  exists  in  a  woman  near  the  menopause,  and  haemorrhage  is  the 
only  symptom. 

The  second  useful  palliative  means  is  a  tampon  in  the  vagina,  applied 
methodically  and  firmly  so  as  to  cause  some  pressure  on  the  uterine  arteries. 

In  the  great  majority  of  cases,  a  more  radical  operation  is  required, 
and  the  indications  for  operation  to  my  mind  are  :  (1)  haemorrhage  ; 
(2)  continuous  growth  ;  (3)  pressure  symptoms  (on  the  bladder,  causing 
retention,  and  large  tumours  impacted  in  the  pelvis,  causing  hydroureter, 
or  tumours  pressing  upon  the  bowel,  causing  intestinal  obstruction  sym- 
ptoms) ;  (4)  attacks  of  recurring  peritonitis,  usually  due  to  tubal  or  ovarian 
mischief ;  (5)  complications  with  cancer,  ovarian  cysts,  etc.  ;  and  (6) 
deformity. 

These  cases  are  illustrated  here  by  specimens  from  my  own  collection, 
and  only  on  the  last — that  of  deformity — need  I  say  anything  further.  This 
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point  is  illustrated  by  the  case  of  a  young  lady,  age  28,  single,  and  of  good 
social  position.  She  was  brought  to  me  by  her  mother  with  the  request 
that  I  would  remove  an  abdominal  tumour  as  large  as  a  seven  months' 
pregnancy,  and  the  request  was  based  upon  the  social  disqualifications  to 
which  this  gave  rise.  There  were  no  urgent  symptoms,  and  beyond  some 
slight  anaemia,  owing  to  increased  haemorrhage,  the  patient  was  in  perfect 
health.  Operation  had  been  refused  by  a  distinguished  gynaecologist,  under 
whose  care  the  patient  had  been,  on  account  of  the  risk.  The  mother  and 
the  patient  herself  fully  understood  this  risk,  but  in  spite  of  it  wished  that 
the  operation  should  be  done.  I  had  no  hesitation  in  acceding  to  their 
request.  The  operation  turned  out  to  be  an  easy  one,  and  the  patient  made 
a  good  recovery. 

Operation. — The  chief  operation  for  this  disease  is  supra- vaginal  hyster- 
ectomy. [The  steps  of  this  operation  were  described  by  means  of  lantern 
slides  illustrating  the  method  adopted  by  Mr.  Morison  for  securing  the 
uterine  arteries.]  I  consider  it  immaterial  whether  one  or  both  ovaries  is 
removed  along  with  the  tumour.  For  exceptional  cases,  before  the  child- 
bearing  period  has  ceased,  myomectomy  is  indicated  ;  but  I  think  this 
operation  has  been  too  frequently  performed.  It  appears  to  me  to  be 
exploited  by  the  same  gentlemen  who  detach  adherent  ovaries  and  tubes, 
igni  puncture-cysts  in  the  ovary,  and  perform  other  so-called  conservative 
gynaecological  operations.  I  believe  that  when  operations  are  required  for 
fibroids,  with  few  exceptions  hysterectomy  is  necessary. 

Complete  hysterectomy  is  another  exceptional  operation.  This  is 
applicable  to  cases  complicated  by  malignant  disease  of  the  cervix,  or  to 
instances  in  which  the  cervix  is  so  involved  in  the  tumour  as  to  be  incapable 
of  preservation,  or  to  others  when  malignant  changes  are  suspected  in  the 
growth.  Removal  of  the  ovaries,  the  operation  of  Morcellement,  and  the 
use  of  clamps  for  the  pedicle,  I  believe,  should  now  be  regarded  as  obsolete 
operations  ;  but  I  say  this — not  too  boldly — for,  like  Dr.  Hume,  I  have  had 
cases  cured  by  the  removal  of  both  ovaries.  The  prospects  from  removal 
of  both  ovaries  appear  to  me  to  be  better  than  those  of  the  menopause  ; 
for  in  addition  to  the  removal  of  ovarian  stimuli  in  the  former,  the  vascular 
supply  of  the  tumour  is  largely  cut  off  by  ligature  of  the  ovarian  vessels 
when  the  ovaries  are  excised.  The  clamp,  too,  might  still  have  its  uses  : 
an  emergency  such  as  a  fibroid  complicating  pregnancy  might  possibly 
render  its  use  safer  than  other  methods,  and  Morcellement  I  have  recently 
performed  successfully  on  a  very  fat  patient  with  the  object  of  removing 
a  tumour  per  vaginam,  which  I  thought  would  be  specially  difficult  and 
dangerous  to  excise  from  the  abdomen.  The  complications  I  have  met 
with  during  the  operation  are  :  the  presence  of  adhesions.  These  result 
from  peritonitis,  and  are  most  frequently  due  to  lesions  in  the  tubes  and 
ovaries,  and  they  result  from  the  postponement  of  operation  which  should 
probably  have  been  performed  earlier.  Ovarian  tumours  complicating 
fibroids  are  illustrated  by  the  specimens  exhibited,  as  is  also  cancer  of  any 
part  of  the  uterus,  and  degenerations  of  these  tumours,  viz.,  myxomatous, 
cystic,  calcareous,  and  teleangenetic.  Of  the  last  form  of  degeneration  I 
will  simply  say  that  I  had  the  opportunity  of  assisting  a  distinguished 
surgeon  in  an  operation  on  one  of  these  cases.  He  performed  a  supra- 
vaginal  hysterectomy,  and  the  bleeding  from  the  stump  was  furious.  It 
was  so  severe  that  we  were  both  thankful  to  get  the  patient  into  bed  alive. 
Displacement  of  the  bladder,  ureter,  and  sigmoid  add  much  to  the  serious- 
ness of  the  operation,  and  even,  rarely,  may  render  the  case  truly  inoperable. 
I  had  one  such  experience  in  a  case  of  Dr.  Robinson's,  of  Sunderland.  The 
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abdomen  was  filled  by  a  mass  of  myxomatous  myoma,  which  had  spread 
up  under  the  subperitoneal  tissue  of  the  pelvis  along  the  whole  of  the  back 
of  the  abdominal  wall.  The  sigmoid  flexure  was  so  stretched  over  this  large 
growth  as  to  be  unrecognizable,  and  in  dividing  the  peritoneal  covering  of 
the  tumour  was  cut  through.  The  operation  presented  such  difficulties 
that  the  patient  died  upon  the  table. 

Pregnancy  is  occasionally  a  very  serious  complication.  I  have  previ- 
ously recorded  three  cases  which  had  to  be  operated  upon  during  pregnancy 
on  account  of  the  rapid  growth  of  the  tumours  and  the  pregnant  uterus, 
and  have  here  to-night  a  specimen  from  a  fourth  case.  All  of  these  patients 
recovered.  Ascites  occasionally  occurs,  associated  with  a  subperitoneal 
fibroid,  and  this  complication  has  given  rise  to  a  mistake  in  diagnosis,  for 
a  solid  pelvic  movable  tumour  associated  with  ascites  is  usually  a  malignant 
tumour  of  the  ovary. 

NOTES  BY  MR.  G.  GREY  TURNER  ON  MR.  MORISON'S  EXHIBITED 

SPECIMENS. 

Fibro-myoma — Pregnancy. 

Patient,  aged  36,  married,  two  children. 

For  last  five  months  patient  thought  herself  pregnant. 

Two  months  ago  she  had  retention  of  urine,  which  had  been  relieved 
by  the  catheter  during  that  time. 

For  last  month  had  attacks  of  pelvic  pain,  like  those  of  labour. 

Amenorrhcea  for  last  five  months. 

On  Examination. — Abdomen  enlarged  by  a  tumour  as  at  seventh  month 
of  pregnancy.  The  swelling  had  not  a  globular  outline,  but  was  irregular 
in  shape  and  consistence.  Per  vaginam,  a  hard  rounded  tumour  was  felt  in 
pouch  of  Douglas  continuous  with  that  in  belly.  The  cervix  could  not  be 
reached. 

There  was  a  souffle  over  the  abdominal  tumour,  but  no  fcetal  heart 
could  be  heard. 

Operation. — Supra-vaginal  hysterectomy.     Recovery. 

Specimen. — Multiple  fibroids  of  uterus,  with  a  five  months'  foetus  in  the 
cavity  of  the  latter. 

(Private.) 

Fibroid  of  fundus — Pyosalpinx — Pelvic  peritonitis. 

Patient,  age  38,  married. 

History. — No  children  or  miscarriages.  For  three  years  had  frequent 
painful  micturition  for  a  few  days  before  each  menstrual  period,  together 
with  pain  in  the  lower  abdomen,  both  symptoms  being  relieved  by  the 
establishment  of  the  flow. 

For  two  years  had  noticed  a  lump  in  the  right  side  of  abdomen,  which 
became  more  prominent  just  before  a  menstrual  period. 

For  years  had  irregular  menstruation,  and  for  past  three  months 
menorrhagia. 

Three  weeks  ago  had  a  severe  attack  of  abdominal  pain. 

Between  her  menstrual  periods  she  was  comparatively  comfortable. 

On  Examination. — Reaching  from  pelvis  half-way  to  umbilicus  on  the 
right  side  was  a  hard  rounded  tumour. 

Per  vaginam,  the  os  was  near  vulva  outlet,  and  was  jammed  against 
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pubic  arch.     The  tumour  in  the  belly  was  continuous  with  the  cervix,  and 
bulged  down  into  the  vagina. 

Operation. — Large  fibroid  was  found  fixed  in  pouch  of  Douglas  by 
adhesions.  Latter  separated,  and  tumour  drawn  forward  with  difficulty. 
The  bladder  came  high  up  on  the  front  of  the  tumour,  and  was  spread  out 
over  it.  After  cutting  peritoneal  flaps,  the  tumour  was  removed  by  Kelly's 
side-to-side  supra-vaginal  method.  There  were  many  adhesions  in  pelvis, 
and  the  coils  of  intestine  were  glued  together  as  from  an  old  peritonitis. 
Recovery. 

Specimen. — Large  fibroid  from  anterior  surface  of  body  of  uterus. 
Small  fibroid  in  posterior  wall  of  body  of  uterus. 

Ovaries  and  tubes  matted  ;    latter  contained  some  inspissated  pus. 

(Infirmary.) 

Multiple  subserous  fibroids,  with  pyometra. 

Patient,  age  28,  married. 

History. — One  child,  born  dead,  eleven  months  ago. 

Well  until  her  pregnancy  started. 

When  one  month  pregnant,  noticed  a  small  lump  in  right  lower  abdomen. 

Eleven  months  ago,  premature  labour  (seven  months)  ;  mass  still 
remained  and  grew  larger. 

Five  months  ago  began  to  have  menorrhagia  and  metrorrhagia,  very 
severe. 

During  last  five  months  there  had  been  some  difficulty  in  micturition, 
also  a  vaginal  discharge. 

On  Examination. — Large  nodular,  hard  tumour  rising  out  of  pelvis, 
filling  lower  abdomen,  and  almost  reaching  umbilicus.  Mass  felt,  per 
vaginam,  to  be  incorporated  with  the  uterus  ;  a  rounded  nodule  in 
anterior  fornix. 

Operation. — Total  hysterectomy  (abdominal).     Recovery. 

Specimen. — Multiple  subserous  and  interstitial  fibroids  of  uterus. 
Uterine  cavity  dilated  and  filled  with  pus. 

(Infirmary.) 

Sloughing  fibroid  polypus  mistaken  for  malignant  disease. 

Patient,  age  45,  unmarried. 

History  .—Three  months'  pelvic  pain,  haemorrhage,  and  foul-smelling 
vaginal  discharge. 

On  Examination. — Uterus  enlarged,  os  patulous  ;  cavity  of  uterus 
occupied  by  soft  breaking-down  growth. 

Diagnosis. — Malignant  disease  of  uterine  body. 

Operation. — Removal  of  whole  uterus  and  appendages  by  abdominal 
route.  Recovery. 

Specimen. — Sloughing  fibroid  polypus. 

(Private.) 

Fibroid  of  anterior  lip  of  cervix,  simulating  carcinoma  of  cervix. 

Patient,  age  40,  married,  one  child. 

History. — After  her  confinement,  four  years  ago,  she  began  to  be 
troubled  with  prolapse.  Recently  she  had  uterine  haemorrhage. 

On  Examination. — Uterus  low  in  pelvis. 

The  anterior  lip  of  the  cervix  occupied  by  a  hard  rounded  tumour, 
"  the  size  of  a  golf  ball,"  which  bled  readily  when  touched. 
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Operation. — Tumour  enucleated,  after  incision  into  it,  with  ease. 
Recovery. 

Specimen . — Typical  fibro-myoma. 

(Private.) 

Fibro-myoma,  with  ovarian  cyst — Myoma  impacted  in  pouch  of 
Dnugln*  — Bowel  symptoms. 

Patient,  age  50,  unmarried. 

Four  years  ago,  illness  began  with  abdominal  pain  and  rectal  symptoms]; 
inrlt'ectual  straining  at  stool. 

From  this  time  patient  had  frequent  mild  attacks  of  intestinal  obstruc- 
tion, with  inability  to  pass  faeces  or  flatus,  and  accompanied  by  abdominal 
distention. 

For  last  four  months  the  bowels  had  never  been  opened,  nor  had  flatus 
been  passed  without  enemata. 

Menstruation  normal. 

On  Examination. — Large  tumour  rising  from  pelvis  to  umbilicus  ;  hard 
in  middle  line  ;  cystic  on  the  right  side. 

Per  Vaginam. — Douglas's  pouch  blocked  by  a  firmly  impacted,  hard 
nodular  tumour,  which  pressed  backwards  into  hollow  of  sacrum. 

Per  Rectum. — Tumour  caused  much  narrowing  of  lumen. 

Operation. — Ovarian  cyst,  6  in.  by  6  in.,  growing  from  right  ovary, 
and  lying  in  belly.  Large  fibroid  firmly  impacted  in  pouch  of  Douglas. 
Supra-vaginal  hysterectomy.  Recovery. 

Specimen  shows  several  fibroids  in  body  of  uterus,  with  an  ovarian  cyst. 

(Private.) 

Fibro-myoma — Malignant  cervix. 

Patient,  age  48  ;   married  ;   nine  children. 

Five  years  ill  health. 

Two  years  ago  had  severe  metrorrhagia,  which  ceased  after  curettage. 
A  fibroid  was  known  to  be  present  at  this  time. 

Seven  months  ago  had  a  severe  attack  of  pelvic  inflammation. 

Complaint  of  prolapse. 

Latterly  had  not  menstruated  or  had  haemorrhage  for  some  months. 

On  Examination. — Cervix  eroded  ;  mass  like  the  enlarged  fundus  felt 
in  pouch  of  Douglas. 

Operation. — Vaginal  hysterectomy  ;  uterus  firmly  adherent  in  pelvis  by 
old  strong  adhesions  ;  operation  very  difficult.  Recovery. 

Specimen  shows  a  single  fibroid  in  the  anterior  wall  of  the  uterus,  with 
a  tiny  polypus  in  the  upper  part  of  the  uterine  cavity.  The  erosion  of  the 
cervix  proved,  on  microscopical  examination,  to  be  an  epithelioma. 

(Private.) 

Fibro-myoma — Myxomatous    degeneration — Ovarian    cyst    closely 
simulated. 

Patient,  age  36,  married,  two  children. 
Seven  years  ago  noticed  a  lump  in  the  belly. 

Four  years  ago,  after  second  child,  lump  got  very  much  smaller. 
During  last  eight  months  tumour  had  grown  very  much  larger. 
Main  symptoms  were  bearing  down  and  pain  ;    thin  watery  vaginal 
discharge. 

A  27 
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Menstruation  regular,  but  painful. 

On  Examination. — Large  mass  extended  to  umbilicus,  was  soft  and 
cystic,  and  closely  simulated  an  ovarian  cyst. 

Operation. — Supra- vaginal  hysterectomy.     Recovery. 

Specimen. — Large  myxomatous  fibroid  growing  from  anterior  uterine 
wall. 

(Private.) 

Fibro-myoma — Interstitial  and  submucous — Haemorrhage. 

Patient,  age  45,  manied,  one  child. 

Two  years'  history  of  menorrhagia  and  dysmenorrhcea — no  other 
symptoms. 

On  Examination. — The  tumour,  except  for  absence  of  foetal  heart, 
exactly  resembled  a  six  months'  pregnancy. 

Operation. — The  tumour,  with  uterus  and  appendages,  removed  by 
supra-vaginal  hysterectomy.  Recovery. 

Specimen. — Large  single  fibroid  in  posterior  wall  of  uterus  ;  tumour 
contains  several  cystic  spaces  ;  uterine  cavity  enlarged. 

(Private.) 

Fibro-myoma — Polypus — Menorrhagia. 

Patient,  age  33,  unmarried. 
Five  months'  history  of  menorrhagia. 
Three  weeks'  history  of  pelvic  pain. 

On  Examination. — Body  of  uterus  three  or  four  times  natural  size. 
Operation. — Supra- vaginal  hysterectomy.     Recovery. 
Specimen. — Sloughing  submucous  myoma. 

(Private.) 

Fibro-myoma — Tumour  in  body  and  in  cervix — Haemorrhage  and 
urinary  symptoms. 

Patient,  age  54,  married,  no  children. 

Pelvic  pain  for  two  years. 

Menorrhagia  for  eight  months. 

Frequency  of  micturition  during  same  time. 

On  Examination. — Firm,  hard  tumour  felt  just  above  pubes.  The 
vagina  was  filled  by  a  similar  tumour,  which  came  as  far  down  as  the  vulva. 
The  cervix  was  behind  the  tumour.  The  tumour  felt  in  abdomen  and  that 
in  vagina  appear  continuous. 

Operation.  —  Supra-vaginal  hysterectomy.  Uterine  body,  with  its 
fibroid,  separated  in  the  usual  way  ;  cervical  fibroid  enucleated  from  its  bed. 
Recovery. 

Specimen. — Fibroid  of  body  of  uterus — similar  fibroid  which  has  been 
enucleated  from  cervix. 

(Private.) 

Fibroid  pyometra  and  pyonephrosis. 

Patient,  age  39. 

Eight  years'  history  of  abdominal  swelling.  One  month's  history  of 
abdominal  pain  in  region  of  left  groin  ;  purulent  urine  and  elevation  of 
temperature. 

On  Admission. — Fair  general  condition. 
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On  Examination.— A  fibroid,  which  extended  almost  to  the  ensiform 
and  filled  the  pelvis,  hulking  down  almost  to  the  vaginal  outlet. 

O I  ic  nit  ion. — Large  fibroid  of  uterine  body,  which  had  burrowed  into 
left  broad  ligament,  and  had  lifted  up  pelvic  peritoneum  (right  ureter  normal). 
Left  ureter  was  caught  by  a  lobe  on  the  left  side  of  the  tumour,  and  there 
was  a  distinct  groove  in  the  latter  where  it  had  lodged,  and  from  which  it 
was  separated  by  dissection.  The  ureter  was  distended  to  the  size  of  the 
small  intestine.  Fibroid,  with  uterus  and  both  ovaries,  removed.  Recovery. 
Pus  had  disappeared  from  urine  three  months  later. 

(Private.) 

Multiple  myomata — Haemorrhage. 

Patient,  age  46,  married. 

History. — No  children  ;  had  always  been  ailing.  Twenty  years  ago 
first  had  menorrhagia,  and  this  continued  until  two  years  ago,  since  when 
patient  had  been  regular.  There  had  been  pain  before  and  during  menstrua- 
tion. Yellowish  discharge  between  periods.  No  rectal  or  urinary  trouble. 
Her  doctor  discovered  an  abdominal  tumour,  which  latterly  had  got  larger. 

On  Examination. — An  abdominal  tumour  closely  simulating  a  seven 
months'  pregnancy. 

Operation. — Supra-vaginal  hysterectomy.     Recovery. 

Specimen.  —  Multiple  fibroids:  intramural,  submucous,  and  sub- 
peritoneal.  Cavity  of  uterus  much  enlarged. 

(Private.) 

Fibroid  of  fundus — Hcemorrhage. 

Unmarried  woman,  age  44. 

History  of  menorrhagia  for  past  ten  years,  worse  during  last  eighteen 
months.  Latterly  her  friends  noticed  her  abdomen  becoming  enlarged  ; 
eighteen  months  ago  her  doctor  said  she  had  a  tumour.  Has  become 
anaemic  and  lost  flesh. 

On  Examination. — Signs  of  a  large  fibroid  reaching  near  to  umbilicus. 

Operation. — Supra- vaginal  hysterectomy.     Recovery. 

Specimen. — Large  fibroid  of  fundus  with  a  very  much  elongated  uterine 
cavity. 

(Private.) 

Fibrocyst  of  uterus — Supra-vaginal  Hysterectomy  —  Subsequent 
malignant  disease  of  cervix. 

Patient,  age  47. 

History. — Five  children,  last  nine  years  ago.  Abdominal  tumour, 
with  menorrhagia  of  fifteen  months'  duration. 

On  Examination. — Signs  of  a  large  abdominal  cystic  fibroid,  fixed  in 
pelvis. 

Operation. — Large  fibro-cyst  of  uterus  with  solid  fibroid  burrowing  into 
broad  ligament.  Supra- vaginal  hysterectomy  and  enucleation  of  broad 
ligament  fibroid,  by  Kelly's  method. 

Progress. — Very  well  for  four  months,  at  end  of  which  time  patient 
had  belly  pain  and  haemorrhage  from  vagina. 

On  re-admission,  signs  of  carcinoma  of  cervix. 

Operation. — Eight  months  later,  cervix  removed  per  vaginam ;  the 
microscope  showed  carcinoma.  In  May,  1900,  patient  was  well,  and  there 
were  no  signs  of  recurrence  ;  since  then  a  recurrence  in  vagina  has  appeared. 

(Infirmary.) 
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Fibroid  with  ectopic  gestation. 

Patient,  age  35. 

History. — Married,  last  child  born  twelve  years  ago  ;  missed  two  last 
periods.  Two  weeks  before  admission  had  a  sudden  severe  abdominal  pain 
which  made  her  vomit.  From  this  time  she  was  confined  to  bed  with  almost 
constant  pain  in  abdomen  and  vomiting.  There  was  no  vaginal  haemor- 
rhage, only  a  slight  yellowish  discharge. 

On  Admission. — Patient  very  ill,  anaemic,  pulse  96,  temperature  98-8°, 
tongue  dry.  Breasts  enlarged  but  no  colostrum.  Abdomen  distended,  very 
tender,  dull  in  flanks.  Per  vaginam,  hard  mass  in  left  fornix. 

Operation. — Sub-peritoneal  fibroid,  6  in.  by  4  in.,  growing  from  uterine 
fundus — uterus  enlarged,  abdomen  full  of  blood.  Fibroid  removed.  Left 
tube  found  ruptured,  and  a  six  months'  foetus  loose  in  belly.  Ruptured 
tube  removed.  Recovery. 

(Infirmary.) 

Fibro-myoma — Haemorrhage. 

Patient,  age  34,  married,  no  children. 

Two  years'  history  of  tumour  and  metrorrhagia  ;  three  months'  history 
of  frequency  of  micturition. 

On  Examination. — Tumour  reaching  to  umbilicus  ;  typical  signs  of  a 
large  fibroid. 

Operation. — Supra-vaginal  hysterectomy.     Recovery. 

Specimen. — Large  myoma  in  body  of  uterus  ;  uterine  cavity  elongated. 

(Infirmary.) 

Fibro-myoma — Multiple  tumours — Haemorrhage. 

Patient,  age  44,  married,  two  children. 

For  three  years  menorrhagia. 

Four  weeks  ago  intermenstrual  haemorrhage  commenced,  and  has  been 
very  severe. 

No  urinary  or  bowel  symptoms. 

On  Examination. — Large  hard  nodular  tumour  wedged  in  pelvis. 

Operation. — Supra-vaginal  hysterectomy.     Recovery. 

Specimen.  —  Shows  multiple  fibroids — subserous,  interstitial,  and  sub- 
mucous. 

(Private.) 

Fibro-myoma — Very  large — No  special  symptoms. 

Patient,  age  44,  married,  five  children,  last  fourteen  years  ago. 

Enlargement  of  abdomen  noticed  for  twelve  years.  For  last  nine  years 
tumour  had  steadily  and  gradually  got  larger.  Two  months  ago,  missed  a 
period,  and  next  time  was  unwell  for  a  month,  previously  menstruation 
had  been  normal. 

On  Examination. — Large  hard  nodular  tumour  filled  abdomen  from 
pubes  to  ensiform  cartilage. 

Operation. — Supra- vaginal  hysterectomy,  very  difficult.  All  pelvic 
relations  greatly  distorted,  bladder  spread  out  on  front  of  mass.  Recovery. 

Specimen. — Enormous  fibroid  from  posterior  surface  of  body  of  uterus 
— in  fresh  state  weighed  fourteen  pounds — uterine  cavity  a  little  enlarged. 
The  conditions  are  shown  in  the  photographs  (exhibited). 

(Infirmary.) 
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Fibro-myoma — Polypus. 

Patient,  age  04,  married,  three  children. 

Eleven  years'  history  of  irregular  excessive  menstruation  and  vaginal 
discharge. 

On  Examination. — A  mass  projects  from  the  cervix  which  closely 
simulates  an  inverted  uterus. 

Operation. — Tumour  twisted  off.     Recovery. 

Specimen. — Simple  fibre-myoma. 

(Infirmary.) 

Fibro-myoma — Ovarian  cyst — Haemorrhage. 

Patient,  age  51,  married,  five  children. 

Two  years  ago  abdominal  pain. 

One  year  ago  enlargement  of  abdomen. 

Menstruation  previously  regular.  Since  illness  commenced  had  severe 
menorrhagia  and  metrorrhagia. 

On  Examination. — Signs  of  an  enormous  ovarian  cyst  distending  whole 
abdomen. 

Operation. — Supra -vaginal  hysterectomy ;  very  large  cyst  of  right 
ovary ;  small  dermoid  in  left  ovary ;  large  fibroid  in  body  of  uterus. 
Recovery. 

Specimen. — Shows  subperitoneal  fibroids. 

(Infirmary.) 

Fibro-myoma — Urinary  symptoms — Cervical  myoma. 

No  History. 

Operation. — Supra-vaginal  hysterectomy.  Tumour  and  uterus  were 
bisected  and  tumour  shelled  from  its  capsule  of  spread-out  cervical  tissue. 
Recovery. 

Specimen. — A  typical  intracervical  myoma,  growing  from  anterior  wall 
of  cervix. 

(Infirmary.) 

Fibro-myoma — Cervical. 

Patient,  age  45. 

History  of  urinary  trouble. 

On  Examination. — Large  tumour  filling  pelvis  and  with  fundus  of 
uterus  perched  on  top. 

Operation . — Total  hysterectomy. 

Death  on  eighth  day.  Post-mortem :  thrombosis  of  pelvic  veins, 
slight  hydronephrosis,  interstitial  nephritis. 

Specimen. — Large  intracervical  myoma  growing  from  anterior  wall. 

(Infirmary.) 

Fibro-myoma — Cervical  subserous — Urinary  symptoms. 

Patient,  age  38,  unmarried. 

Six  months'  history  of  pelvic  pain  ;  pain  down  right  leg  and  frequency 
of  micturition,  worse  just  before  her  menstrual  periods.  During  the  day 
she  had  a  constant  desire  to  micturate,  and  required  to  do  so  about  every 
half  hour. 

On  Examination. — The  whole  pelvis  blocked  by  a  uterine  tumour  which 
cannot  be  displaced. 
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Operation. — Fibroid  found  growing  from  cervix  and  pushing  bladder 
up.     Removed  by  supra-cervical  method.     Recovery. 
Specimen. — A  typical  subserous  cervical  myoma. 

Fibro-myoma — Prolapse  the  only  symptom. 

Patient,  age  39,  unmarried. 

Twelve  months'  history  of  uterine  prolapse.  Menstruation  normal. 
No  other  symptoms. 

On  Examination. — The  cervix  reached  the  vaginal  outlet ;  the  uterus 
filled  the  vagina. 

Operation. — Supra- vaginal  hysterectomy  and  ventro-fixation  of  stump. 
Uterus  studded  with  small  fibroids  ;  it  lay  low  in  the  pelvis,  and  was  fixed 
by  ovarian  adhesions.  Recovery. 

Specimen. — A  uterus  of  normal  size,  with  several  small  fibroids — sub- 
serous  and  interstitial. 

Fibro-myoma,  lying  in  true  pelvis — Bladder  symptoms. 

Patient,  age  36,  married,  no  children. 

For  thirteen  years  had  had  pain  in  lower  abdomen  and  down  left  thigh. 

During  same  time  had  severe  dysmenorrhcea. 

For  four  months  had  had  urinary  trouble — pain  and  attacks  of  retention 
requiring  the  catheter. 

Passed  urine  every  two  hours  during  day,  and  very  frequently  at  night. 

Four  months  ago  first  noticed  a  tumour  in  lower  abdomen. 

On  Examination. — The  cervix  low  in  vagina,  the  whole  of  the  true 
pelvis  filled  by  a  tumour. 

Operation. — Supra-vaginal  hysterectomy.  Fibroid  in  anterior  wall  of 
uterus  wedged  down  and  lying  on  bladder.  Recovery. 

Specimen. — A  single  myoma  growing  from  anterior  wall  of  uterus. 


NOTES    ON   ABDOMINAL   SURGERY: 

WITH  STATISTICS  OF  THE  LAST  Six  MONTHS  OF  1900  FROM  THE 
WARDS  OF  MR.  RUTHERFORD  MORISON  ;  WITH  A  SHORT  ACCOUNT 
OF  THE  HISTORY  OF  THE  ROYAL  INFIRMARY,  NEWCASTLE-ON- 
TYNE,  TO  THE  END  OF  THE  TWENTIETH  CENTURY. 

BY  RUTHERFORD  MORISON  and  EDWARD  GOFTON. 
(Northumberland  and  Durham  Medical  Journal,  1902,  p.  77.) 

Early  in  1751,  the  members  of  an  eminent  society  in  Newcastle 
resolved,  on  account  of  the  death  of  some  and  the  advancing  age 
of  others  of  their  body  to  discontinue  their  stated  meetings,  but, 
previous  to  doing  so,  determined  to  leave  some  permanent  memorial 
of  the  society  having  existed  by  starting  some  project  of  public  utility. 
At  the  meeting  appointed  for  this  benevolent  purpose,  the  eminent 
surgeon,  Mr.  Richard  Lambert,  then  a  young  man,  suggested  the 
establishment  of  an  Infirmary.  This,  appearing  to  be  the  best  project 
which  had  been  presented,  met  with  the  unanimous  approval  of  the 
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meeting.  In  consequence,  a  letter,  signed  "  K.  B.,"  was  inserted  in 
the  Newcastle  papers,  strongly  recommending  that  a  subscription 
list  be  started  for  effecting  this  desirable  object.  This  was  done  on 
February  9,  1751,  and  it  immediately  received  the  support  of  such 
distinguished  gentlemen  as  the  Earl  of  Westmoreland,  the  Lord  Bishop 
of  Durham,  Lord  Ravens  worth,  Sir  Walter  Blackett,  Bart.,  Matthew 
Ridley,  Esq.,  and  others. 

On  March  21,  1751,  it  was  resolved  to  carry  the  charitable  wish 
into  immediate  effect,  and  for  this  purpose  a  temporary  house,  situated 
in  Gallowgate,  and  capable  of  containing  twenty-three  beds,  was 
hired,  and  application  was  made  to  the  Corporation  for  a  piece  of  land 
on  the  Forth  Banks,  which  at  this  time  was  the  people's  park.  This 
was  granted  by  the  Corporation,  subject  to  the  charge  of  a  small 
annual  rent. 

The  following  officers  and  servants  were  chosen  :  Treasurer — 
Mr.  Joseph  Airey  ;  Physicians — Dr.  Askew,  Dr.  Cooper,  Dr.  Johnson, 
Dr.  Lambert ;  Surgeons — Mr.  Samuel  Hallowell,  Mr.  Richard  Lambert ; 
House  Apothecary — Mr.  Henry  Gibson  ;  Secretary — Mr.  Thos.  Turn- 
bull  ;  Matron — Mrs.  Dorothy  Jackson.  There  was  also  chosen  a 
house  committee  and  a  committee  to  settle  the  plans  and  to  regulate 
all  matters  relating  to  the  building. 

On  May  23,  1751,  the  temporary  premises  in  Gallowgate  were 
opened  for  the  reception  of  patients.  On  this  occasion  a  large  number 
of  the  Governors  met  at  the  Exchange,  and  in  procession,  accompanied 
by  the  magistrates,  walked  to  St.  Nicholas  Church,  where  the  Rev. 
Archdeacon  Sharp  preached  a  sermon  from  St.  Luke,  chap,  x.,  ver. 
36,  37,  which  was  afterwards  printed  at  the  request  of  the  committee. 
After  divine  service  the  committee  went  to  the  Infirmary,  in  Gallow- 
gate, and  admitted  seven  in-patients  and  four  out-patients,  after  they 
had  been  examined  by  the  receiving  physicians  and  surgeons,  and 
approved  as  proper  subjects  for  the  charity.  On  May  30  seven  more 
patients  were  taken  in,  and  shortly  afterwards  the  applicants  for 
admission  became  so  numerous  that  the  committee  hired  what 
lodgings  could  be  procured  in  the  neighbourhood  for  their  accom- 
modation. 

On  September  5,  1751,  the  foundation  stone  of  the  new  building 
was  laid  by  the  Right  Rev.  Dr.  Joseph  Butler,  Lord  Bishop  of 
Durham.  A  great  number  of  the  Governors  dined  with  the  Sons  of 
the  Clergy,  at  the  Turk's  Head,  whence  they  went  in  procession  to  the 
Forth  Banks.  The  foundation  stone  had  fixed  upon  it  a  plate  of 
copper  with  the  following  inscription  :  '  The  foundation  of  this 
Infirmary  was  laid  on  the  5th  day  of  September,  in  the  25th  year  of 
the  reign  of  King  George  II.,  1751,  by  the  Rt.  Rev.  Joseph  Lord  Bishop 
of  Durham,  Grand  Visitor."  And  on  the  reverse  :  "  The  ground  was 
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given    by    the    Corporation    of    Newcastle. — Ralph    Sowerby,    Esq., 
Mayor  ;    William  Clayton,  Esq.,  Sheriff. 

The  scheme  was  carried  out  with  such  spirit  and  diligence  that 
the  building  was  finished  and  was  opened  for  the  reception  of  patients 
on  October  8,  1752.  It  was  estimated  to  have  cost  over  £3,000. 

The  receipts  for  the  first  year,  ending  April  6,  1752,  amounted 
to  £2,643  Is.  2d.,  when  it  appeared  that  133  patients  had  been  cured. 
Plate  II.  will  show  the  appearance  presented  by  the  Infirmary  at 
this  date. 

On  Friday,  October  18,  1754,  being  St.  Luke's  day,  the  chapel  of 
the  Infirmary,  dedicated  to  that  evangelist,  and  the  burying  ground 
adjoining,  were  consecrated  by  the  Bishop  of  Durham,  and  a  sermon 
was  preached  on  the  occasion  by  the  Rev.  Thos.  Dockwray,  M.A. 

The  number  of  surgeons  was  found  to  be  too  limited  for  the 
amount  of  work  done,  and  it  was  resolved,  on  April  3,  1760,  to 
augment  the  number  from  two  to  four. 

The  institution  continued  to  produce  the  most  beneficial  results  ; 
but  at  length  many  of  the  original  statutes  for  its  regulation  fell  into 
disuse ;  while  others,  from  great  improvements  in  the  management  of 
hospitals,  became  unavoidably  defective.  Dr.  Clark  drew  the  atten- 
tion of  the  Governors  to  these  faults,  and  at  length  a  special  court  was 
held,  in  November,  1800,  when,  in  consequence  of  a  report  he  laid 
before  them,  it  was  resolved  :  "  That  a  committee  of  Governors  be 
appointed  to  take  statutes,  rules,  and  orders  into  consideration,  and 
to  frame  a  code  for  the  future  conduct  of  the  charity."  The  altera- 
tions which  Dr.  Clark  proposed  were  highly  important,  and  extended 
to  every  branch  of  the  management  of  the  institution.  The  original 
building  was  itself  in  many  respects  defective  ;  some  of  the  wards 
were  too  large,  and  incapable  of  sufficient  ventilation  ;  many 
accommodations  for  the  medical  officers,  which  appeared  to  be  essen- 
tial, were  wanting  ;  no  separation  of  the  medical  and  surgical  cases 
could  be  made  ;  and,  finally,  there  was  not  room  enough  for  the 
numbers  claiming  admission — consequently  the  difficulty  of  rejecting 
those  who  were  proper  objects  often  led  to  the  wards  being  much  too 
crowded.  (Precisely  the  same  complaints  could  be  made,  but  with 
greater  emphasis,  in  1900.) 

The  suggestion  of  the  above  improvements  appeared  to  be  of  so 
much  importance  that,  at  a  general  meeting  of  the  Governors,  in 
August,  1801,  it  was  unanimously  resolved  :  "  That  the  Infirmary, 
in  its  then  state,  was  but  ill  calculated  to  answer  the  benevolent 
purposes  of  such  an  institution,"  and  a  committee,  consisting  of  Sir 
M.  W.  Ridley,  Bart.,  M.P.,  the  Hon.  C.  Grey,  the  Mayor  of  Newcastle, 
and  other  gentlemen  of  note,  was  appointed  to  ask  for  subscriptions, 
and  to  carry  the  projected  improvements  into  execution. 
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Tin-  plan  of  the'  alterations  in  the  old  building,  and  the  plan  and 
elevation  of  the  extensions,  were  prepared  by  Mr.  John  Stokoe,  under 
the  direction  of  Dr.  Clark,  who  spared  neither  trouble  nor  expense 
in  obtaining  plans  of  the  most  improved  infirmaries  and  hospitals 
in  the  kingdom,  and  particularly  in  ascertaining  the  best  known  modes 
of  ventilation. 

Annexed  to  the  Infirmary  was  the  Fever  House,  which  the 
building  committee  had  enlarged  to  accommodate  twenty  patients. 
At  this  time  Dr.  Clark  endeavoured  to  effect  "  A  wise,  economical, 
efficient,  and  permanent  co-operation  of  the  Infirmary  and  Dispensary 
in  forming  a  Board  of  Health  for  the  eradication  of  febrile  contagion, 
and  for  supporting  patients  received  into  the  fever  house."  There 
was  a  difference  of  opinion  amongst  the  Medical  Officers  of  the  Infirm- 
ary as  to  the  safety  of  a  fever  house  in  this  situation.  A  warm  con- 
troversy ensued,  and  ultimately  a  General  Meeting  of  Governors  was 
called  on  October  12,  1802,  by  the  Bishop  of  Durham  as  Grand 
Visitor.  The  matter  was  compromised,  and  it  was  agreed  :  "  That 
if  a  separate  fever  house,  approved  by  the  Grand  Visitor,  was  not 
ready  by  October  31,  1803,  he  should  be  empowered  to  open  the  fever 
wards  of  the  Infirmary  for  the  general  reception  of  patients."  This 
resolution  accelerated  the  erection  of  the  fever  house. 

Mackenzie,  writing  in  1827,  gives  the  following  description  of 
the  Infirmary  (Plate  III.)  :— 

"  The  Infirmary  stands  in  an  open,  dry,  elevated  situation,  at  a 
short  distance  from  the  town  and  from  the  River  Tyne  ;  but  during 
the  east  winds  in  the  spring  months,  it  is  considerably  annoyed  by 
immense  clouds  of  smoke  brought  from  the  town  and  glass-houses. 
The  out-grounds  are  convenient,  and  command  a  pleasing  prospect  of 
the  adjoining  country.  The  old  building  is  of  stone,  and  presents  a 
plain  but  elegant  front  to  the  south.  From  the  eastern  extremity  there 
runs  northward  a  spacious  wing,  fronting  the  east.  The  principal 
or  south  front  contains  four  storeys  :  the  basement,  the  ground  floor, 
the  chamber,  and  the  attic. 

"  The  wing  is  two  storeys  high,  with  an  attic  ward  at  its  northern 
extremity.  The  ground  floor  is  13  ft.,  the  chamber  12  ft.,  and  the 
attic  storey  9  ft.  high.  The  front  and  the  wing  nearly  form  a  quad- 
rangle ;  but  in  erecting  the  new  building  it  was  an  object  to  avoid 
this  form,  for  which  reason  it  commences  immediately  where  the 
front  galleries  of  the  old  building  terminated  towards  the  west.  By 
this  means  both  houses  were  made  to  communicate,  and  a  thorough 
ventilation  is  secured.  This  new  erection  is  built  of  brick,  and  is 
125  ft.  long.  The  basement  storey  is  11  ft.  high,  and  the  second  and 
third  storeys  14  ft.  high.  Patients  are  now  well-accommodated,  and 
the  wards  are  kept  clean,  airy,  and  neat.  All  the  bedsteads  are  made 
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of  hammered  iron,  with  joints,  to  turn  up  in  the  day-time  ;  and  some 
of  them  have  a  screw  to  raise  or  lower  the  back,  for  altering  the 
position  of  patients  when  in  a  weak  state.  The  wards  in  the  south 
front  have  strong  Venetian  blinds  on  the  outside  ;  and  every  window 
has  a  portion  of  each  pane  in  the  top  of  the  upper  sash  cut  away,  and 
a  moveable  frame  of  glass  placed  on  a  cross  bar,  in  order  to  admit 
more  or  less  air  at  pleasure. 

"  Many  other  ingenious  contrivances  are  adopted  to  obtain  a 
succession  of  pure  fresh  air.  Such  patients  as  are  able  to  sit  up  are 
removed  to  the  dining  rooms,  or  cross  galleries,  for  a  few  hours  daily, 
while  their  beds  are  carried  into  the  open  air,  and  the  wards  exposed 
to  ventilation.  Each  storey  in  the  new  house  has  a  gallery  6  ft.  6  in. 
broad,  in  which  the  patients  walk  when  the  weather  is  wet ;  and 
every  floor  is  furnished  with  a  nurses'  room,  scullery,  and  water- 
closet  conveniently  situated  and  abundantly  supplied  with  water 
from  a  large  leaden  cistern  placed  on  the  top  of  the  new  building, 
where  it  joins  the  old  Infirmary.  Warm  baths,  on  an  improved  plan, 
were  erected  by  public  subscription  in  1817.  The  other  numerous 
and  important  improvements  introduced  into  this  hospital  have 
insured  wholesome  accommodation  to  the  sick  and  convalescent,  and 
rendered  it  one  of  the  most  complete  charities  of  the  kind  in  England. 

''  The  east  wing  contains  the  physicians'  and  surgeons'  consulting 
rooms,  a  waiting  hall,  and  a  dispensary. 

"  Since  the  commencement  of  the  Infirmary  in  1751,  to  March  31, 
1826,  no  less  than  59,877  cures  have  been  performed.  During  the 
last  Infirmary  year  1,447  persons  were  Testored  to  their  friends  and 
the  community,  wholly  freed  from  their  complaints.  Of  this  number, 
803  were  in-patients.  By  the  last  report  it  also  appears  that  115 
patients  remained  in  the  house.  Persons  meeting  with  sudden  acci- 
dents, or  labouring  under  diseases  requiring  the  immediate  help  of 
surgery,  are  admitted,  without  any  recommendation,  at  any  hour  of 
the  day  or  night ;  but  all  other  patients  are  admitted  on  Thursdays 
only,  by  a  letter  of  recommendation  from  a  subscriber  or  benefactor." 

In  April,  1851,  the  centenary  of  the  Infirmary,  there  was  a  large 
and  influential  meeting  of  the  governors  to  transact  the  usual  business 
of  the  anniversary,  and  to  consider  the  advisability  of  again  enlarging 
the  building.  In  their  annual  report  the  house  committee  state  that 
the  number  of  beds  for  in-door  patients  were  but  113  in  the  male 
department,  and  62  in  the  female ;  yet  during  certain  periods  of 
the  year,  the  number  of  patients  who  presented  themselves  for 
admission  was  so  great  that  they  were  compelled  to  accommodate 
as  many  as  128  in  the  male,  and  73  in  the  female  department.  Before 
August,  £5,000  were  promised  towards  a  new  wing,  and  in  1852 
the  western  or  Dobson  wing  was  commenced.  The  foundation 
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stone  was  laid  by  His  Grace  the  Duke  of  Northumberland,  who  con- 
tributed £1.000  towards  the  cost  of  its  erection.  The  new  wards  were 
opened  in  1855,  and  provided  beds  for  144  additional  patients. 

In  1885  there  was  again  need  for  extension,  and  the  Ravcnsworth 
Ward,  with  accommodation  for  50  patients,  was  built  in  front  of  the 
main  structure',  towards  the  cost  of  which  Lord  Armstrong  contri- 
buted vi.ooo.  The  Right  Hon.  the  Earl  of  Ravensworth  performed 
the  opening  ceremony,  the  ward  taking  its  name  from  that  nobleman 
(I'lutc  II7.). 

There  have  been  numerous  alterations  in  the  old  building  from 
time  to  time  (Plate  F.),  but  the  Infirmary  still  fails  to  accommodate 
t  he  whole  of  the  patients  who  apply  for  admission.  Many  deserving 
cases  have  to  be  turned  away,  and  at  the  present  time  the  resident 
ollicers  have  the  difficult  task  of  deciding  amongst  so  many  serious 
eases,  which  may  safely  be  sent  home  to  wait  for  a  vacant  bed.  It  is 
often  necessary  to  accommodate  patients  on  the  bed  and  table  in 
the  high  operating  room,  and  on  the  sofas,  boxes,  and  even  at  times 
on  ambulances  in  the  wards.  Patients  who  have  had  abdominal 
operations  are  sent  home  at  the  end  of  a  fortnight,  provided  their 
wounds  are  healed  ;  and  occasionally  ten  days  after  the  operation 
such  patients  have  had  to  go  to  make  room  for  more  urgent  cases. 

A  new  Infirmary  is  now  in  course  of  erection  on  the  Leazes.  It 
will  accommodate  400  patients,  and  should  afford  better  provision 
for  the  present  needs  of  the  locality.  The  site  is  an  excellent  one, 
and  the  surroundings  are  all  that  could  be  desired.  It  is  about  ten 
minutes'  walk  from  the  old  building,  and  about  the  same  distance 
from  the  College  of  Medicine.  It  has  been  urged  that  the  old  site 
was  more  central  and  much  more  convenient  for  accidents  from  the 
factories  and  railway,  but  the  extra  distance  is  not  great,  and  the 
advantages  of  the  new  site  scarcely  need  emphasizing.  To  Sir  Riley 
Lord,  Mayor  of  Newcastle  in  1896,  is  due  the  credit  of  first  suggesting 
the  building  of  a  new  Infirmary  in  commemoration  of  Queen  Victoria's 
Diamond  Jubilee.  A  sum  of  £100,000  was  to  be  raised  for  this 
purpose,  and  subscriptions  to  the  amount  of  £57,169  were  promised 
before  any  appeal  for  funds  was  issued.  The  whole  amount  had  not 
been  subscribed  when  the  late  Mr.  John  Hall,  in  August,  1897,  made 
the  munificent  offer  of  £100,000  to  build  a  new  infirmary,  on  condition 
that  it  be  built  upon  the  Leazes  or  Recreation  Ground,  and  on  the 
understanding  that  subscriptions  to  the  building  fund  should  become 
available  for  the  general  purposes  of  the  institution.  This  offer  wras 
gratefully  accepted  by  the  Governors,  but  there  was  considerable 
delay  in  obtaining  the  site,  and,  in  the  meantime,  Mr.  Hall  died. 
Before  the  money  could  be  handed  over  by  his  executors,  legal 
proceedings  had  to  be  taken  to  establish  their  right  to  do  so.  This 
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was  scarcely  settled,  when  W.  A.  Watson- Armstrong,  Esq.  offered  a 
donation  of  £100,000,  to  be  used  for  the  purposes  of  the  Infirmary, 
and,  with  characteristic  generosity,  left  it  to  be  used  as  the  Governors 
might  consider  best.  Now  the  magnificent  sum  of  over  £300,000 
has  been  subscribed  towards  the  new  building. 

During  the  last  fifty  years  some  epoch-making  changes  have 
taken  place  in  surgical  work  throughout  the  world.  In  1846,  Dr. 
Morton,  an  American  dentist,  demonstrated  the  anaesthetic  properties 
of  ether,  and  in  the  same  year  it  was  given  during  an  operation  at 
University  College  Hospital,  London,  Liston  being  the  surgeon.  In 
November  of  the  following  year  Professor  Simpson,  of  Edinburgh, 
demonstrated  the  effects  of  inhalation  of  chloroform,  and  its  use  was 
gradually  adopted  throughout  the  country,  although  there  was  much 
ignorant  prejudice  against  the  use  of  anaesthetics  to  be  overcome. 
In  1850,  chloroform  was  frequently  in  use  at  the  Royal  Infirmary, 
Newcastle,  and  no  bad  effects  had  so  far  been  experienced  from  its 
administration.  Ten  years  later  the  House  Surgeon  reported  to  the 
committee  that  chloroform  was  administered  for  all  operations  and 
no  untoward  result  had  occurred  since  its  introduction.  This  he 
attributed  in  great  measure  to  simplicity  in  the  manner  of  giving  it, 
namely,  on  a  single  fold  of  bandage  placed  over  the  mouth  and  nose. 
It  was  many  years  later  before  ether  was  tried,  and  then  it  acquired 
no  popularity,  probably  from  difficulties  and  wasteful  administration 
due  to  the  absence  of  suitable  apparatus.  At  the  present  time, 
nitrous  oxide  gas,  followed  by  ether,  is  most  frequently  used  in  the 
Infirmary,  though  chloroform  is  still  given  to  a  large  extent,  particu- 
larly in  abdominal  operations.  Mr.  Morison's  practice  for  twenty 
years,  and  he  still  continues  the  method  in  private,  is  to  bring  about 
light  anaesthesia  with  chloroform,  and  to  continue  the  anaesthesia 
with  ether  administered  from  an  Ormsby's  inhaler.  The  patient  thus 
escapes  the  consciousness  of  the  disagreeable  taste  and  smell  of  ether, 
and  the  suffocating  feeling  induced  by  inhaling  it.  The  forcible 
abdominal  respiratory  movements  which  impede  abdominal  work 
after  ordinary  ether  anaesthesia  are  avoided  by  this  method  if  no 
blueness  of  the  lips  is  allowed  by  the  anaesthetist,  and  a  long  experi- 
ence has  proved  its  safety. 

The  antiseptic  system  of  surgery  was  introduced  to  the  Newcastle 
Infirmary  in  the  year  1875,  by  Dr.  George  T.  Beaston,*  of  Glasgow, 
who  was  senior  House  Surgeon  at  the  time,  and  had  been  a  pupil  of 
Lord  Lister's.  Before  this  date,  the  Infirmary  suffered  from  severe 
and  often  fatal  outbreaks  of  erysipelas,  hospital  gangrene,  and  pyaemia, 
originating,  not  from  without,  but  from  within  the  building.  During 

*  (1915)  Now  Sir  George. 
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tlii-  last  six  months  of  1851  there  were  eight  deaths  from  erysipelas 
alone,  and  this  was  attributed  to  overcrowding,  to  the  manner  of 
washing  the  floors  of  the  wards,  and  to  the  bedding;  probably  also 
the  inline  -nee  of  flu  atmosphere  and  weather  did  not  escape  blame. 
After  the  new  wing  was  ready  the  overcrowded  wards  were  relieved, 
and.  in  1S5(I.  the  House  Surgeon  reports:  "  It  is  gratifying  to  think 
that  erysipelas  and  other  allied  diseases,  which  still  prevail  extensively 
in  many  hospitals,  arc  almost  unknown  in  this  institution."  Unfortu- 
nately, however,  pyaemia  continued  to  be  of  common  occurrence, 
and  in  1860  there  was  such  a  severe  outbreak  that  slight  wounds  and 
ulcers,  as  well  as  more  serious  surgical  cases  and  accidents,  were 
followed  by  pyaemia.  The  following  year  the  House  Surgeon  com- 
plained about  the  condition  of  the  ward  floors,  and  pointed  out  that 
if  the  floors,  walls,  and  ceilings  of  the  wards  were  not  made  of  imper- 
vious materials,  they  became  dangerous  absorbents  of  organic  matter 
given  off  by  respiration  and  other  ways  from  the  sick.  The  walls  and 
ceilings  were  impervious,  but  the  floors  were  not,  and  were  scoured 
with  sand  three  times  a  week.  He  recommended  that  the  grain  of 
the  wood  should  be  filled  in  with  beeswax  and  turpentine,  or  by  oil 
and  lacquer,  to  render  the  floors  non-absorbent  and  to  do  away  with 
the  need  of  scouring.  The  committee  tried  coating  some  of  the  floors 
with  a  composition  to  make  them  non-absorbent,  and  to  prevent  the 
coating  being  worn  off,  visitors  were  required  to  replace  their  boots- 
by  slippers,  provided  for  the  purpose.  The  slippers,  however,  soon 
disappeared  and  were  not  replaced,  and  the  friends  of  patients  had 
to  walk  about  the  Infirmary  in  their  stockings.  The  present  pitch- 
pine  and  highly  polished  floors  were  not  laid  until  1876  in  the  low 
flat,  and  about  1880  in  the  middle  flat.  Erysipelas  and  hospital 
gangrene  were  greatly  diminished  by  improvements  in  the  hygiene 
of  the  Infirmary,  but  pyaemia  still  prevailed  until  1875,  when  the 
House  Surgeon  reports  there  were  no  cases  of  pyaemia  or  other  serious 
hospital  disease  during  the  year,  and  he  quoted  a  passage  from  Mr. 
Erichsen's  book  on  hospitalism,  viz.  :  "  Out  of  a  grand  total  of  239 
deaths  occurring  in  four  London  hospitals,  I  find  that  86  died  from 
pyaemia  alone."  From  this  time  pyaemia  seems  to  have  been  of 
rare  occurrence,  at  all  events  it  is  no  longer  mentioned  in  the 
medical  reports. 

Previous  to  the  building  of  the  new  wing  in  1855,  the  dressings, 
of  the  patients  were  entirely  performed  by  the  private  apprentices 
of  the  surgeons.  Infirmary  apprentices  resident  in  the  hospital,  acting 
as  clinical  clerks  and  registrars  to  the  medical  and  surgical  staff.  In 
the  absence  of  the  dresser  to  the  surgeon  to  whom  he  was  attached, 
the  house  pupils  or  clinical  clerks  had  to  do  the  dressings.  In  1869- 
the  apprenticeship  system  died  out,  and  the  surgeons  had  to  rely  on 
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the  almost  voluntary  services  of  the  out-door  pupils  of  the  Infirmary 
for  dressing  their  patients.  Operations  were  performed  in  the  wards  ; 
later,  many  were  done  in  a  room  on  the  top  flat,  which  at  first  had 
been  set  aside  for  ovariotomies  only.  It  was  very  incommodious  as 
well  as  inconvenient  in  position,  and  as  there  was  no  lift,  patients  in 
a  state  of  collapse,  or  suffering  from  severe  injuries,  could  not  be  safely 
moved  to  it. 

In  1872  the  present  operation  theatre,  with  ante-rooms,  on  the 
low  flat  wras  completed  at  the  sole  expense  of  Sir  W.  G.  Armstrong 
(Lord  Armstrong).  The  old  ovarian  room  with  some  alterations  is 
still  used  as  a  second  operating  theatre. 

The  nurses  (fifty  years  ago)  were  of  the  Sarah  Gamp  order,  some 
of  them  could  neither  read  nor  write,  there  were  far  too  few  of  them, 
and  most  of  them  were  incompetent.  In  the  year  1860  there  were 
only  eleven  nurses  with  an  average  of  172  patients  ;  in  1870  there  were 
eighteen  nurses  to  183  patients  ;  in  1883  there  were  thirty-one  nurses 
to  220  patients  ;  and  in  1900,  including  day  and  night  nurses,  there 
were  sixty-three  nurses  to  a  daily  average  of  264*3  patients.  Twenty- 
five  years  ago  it  was  almost  impossible  to  get  persons  with  the  requisite 
mental  and  moral  qualities,  a  fair  education,  and  a  general  fitness  to 
become  nurses ;  but  at  the  present  time  there  are  many  more  applica- 
tions than  there  are  vacancies,  and  ladies  of  good  social  position  are 
proud  to  devote  themselves  to  nursing  the  sick. 

Reference  to  a  surgical  text-book,  written  shortly  after  Lister's 
discovery,  makes  it  obvious  that  there  were  many  who  did  not  realize 
the  importance  of  his  work,  for  one  distinguished  surgeon  (Dr. 
Humphry)  taught  that  wounds  did  best  when  freely  exposed  to  the 
air  without  any  dressing  whatever.  Another  (Sir  W.  Fergusson) 
repudiated  all  special  methods  of  treating  wounds,  and  thought  that, 
as  a  general  rule,  they  did  best  with  water  dressing.  Professor 
Lister's  directions  may  be  summarized  as  follows  :  The  principles 
of  the  method  are  :  (1)  To  destroy  any  germs  of  putrefaction  which 
may  have  been  accidentally  implanted  in  the  wound  before  it  is 
dressed,  or  to  guard  against  any  such  implantation  ;  (2)  Never  to 
allow  the  access  of  air  to  the  wound  except  that  filtered  through  the 
antiseptic ;  and  (3)  To  provide  for  the  drainage  of  decomposable  fluids 
from  the  wound  without  admitting  the  entrance  to  it  of  unfiltered  air. 

To  provide  for  the  first,  wounds  were  sluiced  out  with  1  in  40 
carbolic  lotion,  and  all  operations  were  performed  under  a  spray  of 
the  same  antiseptic.  The  second  was  attained  by  placing  eight  layers 
of  prepared  antiseptic  gauze  over  the  wound  and  a  large  area  surround- 
ing it,  the  raw  edges  of  the  wound  being  covered  by  protective  and 
a  layer  of  moist  antiseptic  gauze,  whilst  a  piece  of  jaconet  covered 
the  whole.  The  third  was  accomplished  by  a  perforated  india-rubber 
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drainage  tube.  Carboli/cd  catgut  was  used  for  ligatures,  and  silk 
soaked  in  1  in  20  carbolic*  lotion  for  skin  sutures. 

The  antiseptic  system  was  carried  out  enthusiastically  at 
Newcastle,  and,  in  1876,  the  late  Dr.  Arnison  showed  at  the  North- 
umberland and  Durham  Medical  Society  a  case  of  amputation  through 
the  knee-joint  which  had  healed  under  six  dressings,  an  excellent  result 
for  those  days.  The  cost  of  the  appliances  and  dressings  for  the 
new  system  was  more  than  met  by  the  great  reduction  in  the  amount 
of  other  materials  used  in  dressing.  Thus,  while  the  cost  of  the 
bandages  in  1875  was  over  £170,  in  1876  it  was  under  £60  ;  the  cost 
of  the  linseed  meal  used  for  poultices  in  1875  was  £60,  representing 
three  tons  of  the  material ;  in  1876  it  was  only  £13. 

As  showing  the  marvellous  progress  made,  we  give  the  following 
list  of  operations  performed  during  the  hospital  year  1849-50  :— 

Amputations — Of  limbs,  13  ;  portions  of  limbs,  23  ;  of  other 
parts  of  the  body,  15  ;  of  tumours,  14  ;  lithotomy,  1  (an  unusually 
small  number)  ;  on  diseased  bones,  12  ;  for  hydrocele,  14  ;  for  fistula, 
6  ;  arteries  tied,  4  ;  on  deformities  from  contracted  tendons  or  of 
the  skin  after  burns,  13. 

Contrast  this  with  the  long  list  of  operations  performed  only 
fifty  years  later  !  As  early  as  1858,  Wiitzer's  operation  for  the  radical 
cure  of  hernia  was  twice  successfully  performed,  "  obviating  in  both 
cases  the  necessity  of  wearing  a  truss."  The  Infirmary  enjoyed  a 
great  reputation  for  the  cure  of  stone  in  the  bladder,  and  during  the 
ten  years  from  1861  to  1871  there  were  seventy-one  cases  of  lithotomy 
with  only  two  deaths.  The  first  ovariotomy  was  performed  in  1864-5. 
The  patient  was  a  girl,  age  16  years,  was  much  emaciated,  and  had 
had  symptoms  for  two  and  a  half  years  ;  the  circumference  of  her 
belly  was  46  in.,  and  she  had  been  tapped  six  times.  At  the  operation 
a  multilocular  cyst  was  found,  one  of  the  loculi  containing  six  pints 
of  fluid.  She  made  a  good  recovery.  Another  was  performed  the 
following  year  ;  the  patient  died.  In  1866,  ovariotomy  was  again 
attempted,  and  with  a  successful  result.  It  is  interesting  to  read  the 
account  of  this  case  in  the  report,  and  the  means  adopted  to  try  and 
prevent  vomiting.  The  following  is  an  extract  :  "  Local  anaesthesia 
was  perfectly  obtained  during  the  first  incision  by  the  ether  spray 
from  two  instruments.  In  the  after  part  of  the  operation  chloroform 
was  given,  but  not  deeply.  There  was  no  vomiting  or  other  incon- 
venient consequence  from  it.  The  patient  was  operated  on  and  kept 
in  a  private  ward,  with  a  separate  attendant,  and  the  temperature 
of  the  room  was  kept  at  60  deg.  Fahr."  Six  years  elapsed  before 
there  was  another  successful  case,  although  the  operation  had  been 
performed  several  times. 

After  the  introduction  of  Lister's  methods,  and  the  building  of 
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the  new  operating  theatre,  the  results  of  surgical  work  in  the  hospital 
sho\ved  considerable  improvement,  and  surgeons,  stimulated  by 
success,  gradually  grew  bolder.  At  first  the  chief  progress  shown 
was  in  the  results  of  amputations.  Surgeons  were  not  so  conservative 
of  limbs  in  those  days,  and  often  one  was  removed,  particularly  for 
joint  disease,  such  as  tubercle,  which  would  not  be  sacrificed  at  the 
present  time,  when  excision  of  the  diseased  structures  would  probably 
be  performed.  The  results  in  1877-8,  only  three  years  after  the  intro- 
duction of  the  antiseptic  system,  are  well  worthy  of  notice.  There 
were  fifty  major  amputations,  with  only  two  deaths,  and  these  two 
were  at  the  hip- joint  for  injury.  Of  the  successful  cases,  three  were 
double  amputations,  viz.,  left  arm  and  right  forearm,  left  thigh  and 
right  leg,  and  both  legs.  There  were  eight  of  the  thigh,  two  through 
knee-joint,  four  of  the  leg,  and  two  at  the  shoulder- joint.  For  disease, 
one  at  hip- joint,  five  of  the  thigh,  and  eight  of  the  leg.  Eight  abdo- 
minal operations  were  performed,  with  four  deaths.  Of  these  there 
were  six  ovariotomies,  with  two  deaths  ;  and  two  abdominal  sections 
for  uterine  fibroid  and  hydatid,  which  had  been  mistaken  for  ovarian 
cysts.  Both  these  patients  died. 

In  the  year  1882  the  first  gastrostomy  at  Newcastle  was  per- 
formed, and  a  case  of  hydatid  of  the  liver  was  also  operated  on,  both 
cases  being  successful.  Nephrotomy  was  first  attempted  in  1885  ; 
four  cases  were  operated  on,  and  all  recovered. 

In  1889,  the  first  year  of  Mr.  Morison's  service  as  Assistant 
Surgeon  in  the  Infirmary,  there  were  sixteen  ovariotomies  for  simple 
cyst,  with  eight  deaths.  There  were  forty-nine  abdominal  operations, 
with  twenty-four  deaths. 

In  1900,  eleven  years  later,  there  were  fifty- three  ovariotomies, 
with  two  deaths  ;  and  427  other  abdominal  operations,  with  sixty- two 
deaths. 

We  are  indebted  to  the  genial  Anaesthetist  of  the  Royal  Infirmary 
for  the  following  correction  of  our  previous  communication  :— 

Ether  was  first  used  in  the  Newcastle  Infirmary  on  January  12, 
1847.  The  following  paragraph,  taken  from  the  Newcastle  Courant  of 
Friday,  January  22,  1847,  may  be  of  interest  to  the  authors  :— 

"  Surgical  Operations  on  Persons  under  the  Influence  of  Ether 
at  the  Newcastle  Infirmary. — The  first  trial  of  this  novel  and  inter- 
esting experiment  for  the  relief  of  human  suffering  in  the  Newcastle 
Infirmary  took  place,  as  has  been  already  stated,  on  Tuesday,  12th 
inst.,  when  Sir  John  Fife  operated  upon  two  patients,  but  from  the 
imperfections  of  the  apparatus  the  result  was  not  satisfactory.  Many 
sceptics  accordingly  were  created,  but  the  result  of  the  further  experi- 
ments on  Tuesday  last,  when  two  very  severe  operations  were  per- 
formed upon  patients  under  the  influence  of  ether  by  Mr.  Potter,  was 
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such  as  to  produce  conviction  that  by  this  invention  a  very  great 
boon  lias  been  conferred  on  suffering  humanity.  The  first  case  was  a 
ni;iii  affected  with  a  fistula.  He  was  subjected  to  the  influence  of  the 
ether  for  five  and  a  half  minutes,  when  the  operation  was  performed, 
during  which  he  did  not  experience  the  slightest  pain.  The  whole 
was  over  in  two  and  a  half  minutes  more.  The  man  felt  a  little  pain 
afterwards  at  the  dressing  of  the  wound  when  the  influence  of 
the  ether  did  not  exist.  The  second  case  was  that  of  a  female,  from 
whom  Mr.  Potter  removed  a  portion  of  the  tibia  or  large  bone  of  the 
leg.  In  three  minutes  the  patient  was  under  the  influence  of  the 
ether,  and  in  five  minutes  all  was  over  without  the  slightest  manifesta- 
tion of  pain  occurring.  Here,  as  in  the  other  case,  the  patient 
experienced  (the  effect  of  the  ether  having  gone  off)  pain  during  the 
bandaging  of  the  wound,  although  she  had  not  felt  the  least  sensation 
during  the  formidable  part  of  the  operation  ;  she  also  seemed  some- 
what hysterical.  Mr.  B.  Gilpin  assisted  Mr.  Potter  by  superintending 
the  inhalation  of  the  ether.  The  result  was  such  as  to  afford  the 
greatest  satisfaction  to  all  the  medical  men  and  non-professional 
persons  present." 

Chloroform  was  first  given  in  the  Newcastle  Infirmary  on  January 
4,  1848,  nearly  a  year  after  the  introduction  of  ether. 

The  Infirmary  was  built  in  1751,  on  the  Forth  Banks.  The  site 
was  an  admirable  one  for  the  purpose  ;  the  building  looked  towards 
the  south  ;  there  was  an  open  stretch  of  land  down  to  the  river  ;  it 
was  then  surrounded  by  fields  and  orchards  ;  but  the  growth  of  the 
city  gradually  hemmed  it  in,  until,  in  1901,  the  position  of  the  Infirmary 
could  not  be  said  to  be  conducive  to  the  welfare  of  its  inmates.  There 
is  still  a  small  area  of  garden  in  front  of  the  building,  bounded  on  the 
south  by  the  North-Eastern  Railway  and  the  busy  Forth  Goods 
Station  ;  on  the  east  runs  a  main  thoroughfare  to  the  Goods  Station 
and  Quayside  ;  and  on  the  north  and  west  lies  the  Cattle  Market. 
The  Hospital  is  consequently  very  noisy  ;  the  patients  are  disturbed 
at  nights  by  the  whistling  and  shunting  of  engines,  and  on  the  eve  of 
market  days  the  noise  caused  by  the  lowing  of  cattle,  the  squealing 
of  pigs,  the  barking  of  dogs,  and  shouting  of  drovers,  which  continues 
all  night  and  throughout  the  following  day,  is  sufficient  to  deprive 
the  most  easy-going  patient  of  sleep.  The  building  itself  is  very  old, 
overcrowded,  and  insalubrious  ;  and  in  two  adjacent  beds  it  is  no 
uncommon  event  to  see  an  ovariotomy  and  a  foul  septic  cellulitis. 
The  surgical  wards,  too,  are  always  overflowing  with  serious  cases, 
for  none  but  those  can  be  admitted  when  the  supply  of  beds  is  so 
much  smaller  than  the  demand. 

The  long  wards  run  in  pairs,  and  are  shared  by  two  of  the 
surgeons.  They  are  divided  longitudinally  by  a  partition  wall,  which 
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is  perforated  near  the  ceiling  by  arches  for  free  ventilation,  and  are 
open  at  both  ends  (see  Plate).  Heating  is  attempted  by  large  open 
fires,  two  on  each  side  of  the  partition  wall,  and  ventilation  principally 
by  means  of  the  windows  and  chimney  flues.  In  addition,  there  are 
fresh-air  inlets  under  the  tables  in  the  centre  of  the  wards,  the  fresh 
air  reaching  these  through  tubes  communicating  with  the  outside, 
and  the  outlets  for  foul  air  open  by  the  side  of  the  chimney  flues  near 
the  ceiling.  A  jet  of  gas  was  intended  to  be  kept  burning  in  the 
outlet  flues  when  the  fires  were  not  lighted  to  create  an  up-draft,  but 
long  since  these  means  of  ventilation  ceased  to  be  in  working  order. 
Each  pair  of  wards  is  furnished  with  w.c.'s,  and  a  lavatory  on  the  one 
side,  and  bathroom  and  scullery  on  the  other.  A  sitting  and  bed- 
room for  the  ward  sister  also  communicates  directly  with  the  ward. 
Taking  the  Victoria  as  a  type  of  the  long  wards  (Plate  VI.),  it  is  112  ft. 
long  by  23  ft.  8  in.  in  breadth,  and  14  ft.  in  height,  and  is  provided 
with  twenty-four  beds.  This  gives  a  floor  space  of  111  sq.  ft.,  and  a 
cubic  air  space  of  1,554  cubic  ft.  per  patient.  The  Northumberland 
Ward,  the  only  long  surgical  ward  for  females,  has  the  same  cubic 
space,  but  seven  extra  beds  are  crowded  into  it,  so  that  there  is  only 
1,204  cubic  feet  of  air  space  per  patient.  Of  the  small  wards,  the 
children's,  with  a  total  of  thirty-two  beds,  has  an  average  of  only  798 
cubic  ft.  per  bed,  and,  moreover,  it  is  always  overcrowded,  many  of 
the  cots  being  occupied  by  two  children.  No.  12  (Plate  VII.),  a  small 
side  ward  for  females,  with  three  beds,  and  used  by  Mr.  Morison  chiefly 
for  abdominal  cases,  has  a  cubic  space  of  1,214  cubic  ft.  per  bed. 

The  total  accommodation  in  the  Infirmary  is  intended  to  be  for 
270  patients,  but  by  crowding  in  extra  beds,  particularly  in  the  female 
wards,  288  patients  are  provided  for. 

The  Honorary  Surgical  Staff  consists  of  four  Surgeons,  four 
Assistant  Surgeons,  and  one  Surgical  Registrar.  Each  surgeon  has 
charge  of  one  long  male  ward  of  twenty-four  beds,  and  of  two  male 
beds  in  side  wards.  The  Northumberland  Ward  for  females  is  shared 
by  the  four  surgeons,  three  of  whom  have  eight  beds,  and  the  fourth 
seven  ;  they  have  each  also  two  or  three  additional  beds  in  side  wards, 
while  seven  beds  are  allotted  to  each  surgeon  in  the  Children's  Ward. 
Each  surgeon,  therefore,  has  beds  for  males,  twenty-six  ;  beds  for 
females,  eleven ;  beds  for  children,  seven ;  total,  forty-four.  The 
assistant  surgeons  have  no  beds  allotted  to  them.  They  have  charge 
of  the  surgical  out-patients  and  teaching,  perform  emergency  opera- 
tions when  required,  assist  their  corresponding  surgeons  at  difficult 
operations,  and  do  duty  in  his  absence.  Each  surgeon  has  his  own 
resident  house  surgeon,  who  is  changed  every  six  months,  and  he  has 
full  charge  of  the  patients  in  his  principal's  absence.  The  house 
surgeon  accompanies  the  surgeon  on  his  visits  to  the  wards,  assists  at 
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operations  and  clinical  lectures,  and  superintends  the  dressings.  The. 
dressings  arc  done  by  students,  four  usually  bring  attached  to  each 
surgeon.  These-  gentlemen  (or  ladies)  have  to  dress  ont-patients  as 
well  as  patients  in  the  wards.  The  services  of  one  of  the  senior 
dressers  is,  however,  reserved  for  assisting  at  operations.,  his  duties 
being  to  hand  instruments,  ligatures,  sutures,  etc.  During  his  term 
of  office,  lasting  usually  for  one  month,  he  is  not  allowed  to  dress 
out-patients  or  septic  cases,  or  to  assist  at  necropsies. 

There  is  one  anaesthetist,  who  superintends  the  administration 
of  anaesthetics  by  the  senior  students  appointed  to  be  taught  by  him. 

The  nursing  staff  consists  of  sixty-three  nurses,  twelve  or  fourteen 
of  whom  are  on  night  duty.  One  sister  has,  on  the  surgical  side,  the 
care  of  two  long  male  wards,  so  that  she  has  the  heavy  task  of  super- 
intending the  nursing  of  forty-eight  patients  under  the  charge  of  two 
surgeons.  She  is  assisted  in  her  work  by  one  staff  nurse  and  four 
probationers.  The  Northumberland  Ward,  which,  as  previously 
stated,  is  shared  by  four  surgeons,  is  supervised  by  one  sister,  with  the 
help  of  one  staff  nurse  and  three  probationers.  The  duties  are  most 
arduous,  for  the  ward  is  always  overflowing  with  serious  surgical 
cases,  and  it  is  seldom  that  any  special  nurse  is  employed.  The  small 
side  wards  for  females,  four  in  number,  and  accommodating  in  all  ten 
surgical  and  seven  medical  patients,  are  managed  by  one  sister  and 
two  probationers,  and  at  night  by  one  probationer.  The  night  nurses 
are  under  the  control  of  the  head  night  nurse. 

There  is  only  one  regular  operating  theatre,  in  which  all  the 
surgeons  operate  in  rotation,  and  this  is  situated  at  the  east  end  of 
the  building,  while  the  surgical  wards  are  at  the  west  end.  There  is 
nothing  new  or  advanced  about  the  operating  theatre,  which  is  of 
the  old-fashioned  pattern.  The  operating  table  and  the  instrument 
tables  are  ordinary  deal  ones.  The  wash-basins  have  a  good  supply 
of  hot  and  cold  water,  delivered  by  ordinary  brass  hand-taps,  and 
they  are  emptied  by  tipping  up.  There  is  no  special  sterilizing 
apparatus  in  the  hospital.  Adjoining  the  theatre,  and  communicating 
with  it  by  a  large  folding  door,  is  the  room  in  which  anaesthetics  are 
administered  before  bringing  patients  into  the  operating  room.  After 
operation,  patients  have  to  be  conveyed  from  the  theatre,  which  is 
kept  at  a  temperature  of  70  deg.  Fahr.,  along  a  cold  and  draughty 
corridor,  and  in  the  case  of  females  up  in  an  elevator  to  the  high  flat. 
This  is  probably  one  reason  why  chest  complications  are  common, 
particularly  after  abdominal  operations,  in  which  one  case  out  of 
ten  is  attacked.  The  theatre  is  in  charge  of  one  sister  and  one  proba- 
tioner, who  attend  to  the  instruments,  the  preparation  of  catgut, 
gauze,  sponges,  etc.  The  instruments  are  common  to  all  the  surgeons, 
but  each  surgeon  has  for  his  own  use  ligatures,  sponges,  and  dressings. 
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There  is  so  much  operating  work  to  be  done,  that  septic  and  aseptic 
cases  have  to  be  attended  to  on  the  same  day,  the  cases  being  arranged 
in  order  as  carefully  as  possible,  with  a  view  to  avoid  infection.  The 
theatre  and  wards  are  open  to  all  students  and  practitioners,  and  it 
is  the  custom  for  visitors  and  staff  and  students  to  stand  in  the  area 
round  the  patient  and  operator.  No  questions  are  asked  as  to  the 
condition  of  the  spectators  or  their  clothes.  Whether  wisely  or 
unwisely,  the  possibility  of  aerial  infection  is  thus  entirely  ignored, 
and  only  contact  infection  of  the  wound  is  specially  guarded  against. 
So  far  as  we  can  judge  pneumonia,  as  previously  mentioned,  is  the 
special  and  serious  drawback  to  surgical  work  in  this  old  and  defective 
building,  and  this  undoubtedly  adds  a  percentage  to  the  mortality 
after  abdominal  operations.  The  overcrowded,  ill-conditioned  wards 
cannot  be  entirely  blamed  for  this.  The  anaesthetic,  chilling  in  the 
passage  to  the  wards,  and  the  inability  to  cough  effectually  with  an 
abdominal  wound,  are  also,  so  far  as  we  can  judge,  predisposing  causes 
of  bronchitis  and  pneumonia. 

Fatal  septic  infection  from  wounds  has  been  practically  abolished 
by  the  form  of  wound  treatment  about  to  be  described,  but  the  same 
statement  cannot  be  made  of  modified  infection  of  our  wounds.  We 
believe  that  a  properly  made  wound  in  clean  tissue,  should  heal  with 
the  same  certainty  and  absence  of  constitutional  or  local  disturbance 
as  a  subcutaneous  one  does;  and  this  is  our  ideal.  WTe  are  still  occa- 
sionally disappointed  to  find  a  certain  amount  of  disturbance  and 
suppuration  from  wounds  which  ought  to  have  healed  without  any 
if  the  precautions  taken  against  infection  and  damage  to  the  tissues 
had  been  as  perfect  as  they  ought  to  have  been.  It  is  easy  to  offer 
as  excuses  our  frequent  change  of  assistants,  the  large  amount  of 
operative  work  that  we  have  to  get  through,  the  mixed  character 
of  the  cases  to  be  dealt  with,  and  many  other  such  ;  but  when  we 
recall  the  results  obtained  by  Lord  Lister  twenty-five  years  ago  in 
the  old  Edinburgh  Infirmary,  in  surroundings  no  better,  we  realize 
that  given  thorough,  constant  personal  care  on  the  part  of  the  surgeon, 
wound  infection  should  be  avoided  by  the  measures  we  adopt. 

During  a  year  of  office,  Mr.  Morison's  late  House  Surgeon  (Dr. 
Arnott)  noted  the  condition  of  every  wound  made  in  clean  tissues, 
and  we  append  statistics,  supplied  by  him  and  published  in  the 
British  Medical  Journal,  on  November  12,  1898,  as  the  only  accurate 
ones  available  : — 

STATISTICS   OF   CASES   OPERATED   UPON  IN  THE   ROYAL   INFIRMARY, 

NEWCASTLE. 

Excision  of  Breast  (those  in  which  ulcer  or  sinus  existed  are 
excluded) — 11  cases.  In  10  of  the  cases  operation  was  done  for 
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<-;in<vr.  and  1  for  tubercle.  The  operation  performed  was  similar  to 
llalsted's.  All  the  patients  recovered.  It  was  unnecessary  to  change 
the  dressing  till  ten  days  had  elapsed  in  any  ease.  Nine  ease's  healed 
by  first  intention,  2  cases  suppurated  slightly  and  superficially. 

.Imputation  of  Thigh  (Primary  for  obvious  reasons  are  ex- 
cluded)— 6  ;  5  recovered,  1  died.  Two  were  done  for  senile  gangrene. 
Of  these  1  healed  by  first  intention,  1  died  from  causes  unconnected 
with  operation  with  a  healthy  stump.  The  remaining  4  healed  by 
first  intention. 

Amputation  of  Leg — 5.  All  healed  by  first  intention.  The 
dressings  in  all  the  amputations  were  strapped  on,  and  left  for  a 
fortnight  unchanged. 

Excision  of  Elbow  (eases  without  sinus) — 5.  Three  were  done 
for  old  injury,  2  for  disease.  In  all,  the  same  operation  was  per- 
formed— namely,  removal  of  the  lower  end  of  the  humerus,  a  modifica- 
tion of  Dr.  Heron  Watson's  operation,  but  in  disease  the  synovial 
membrane  was  excised  in  addition.  Four  of  the  cases  healed  per 
primam  under  a  single  dressing  ;  1  suppurated  superficially. 

Radical  Cure  of  Hernia. — There  were  70  cases,  of  which  55  were 
inguinal,  6  femoral,  5  umbilical,  4  ventral.  Strangulated  cases,  except 
when  the  gut  was  resected,  are  included.  Of  the  55  inguinal  cases  5 
were  strangulated.  A  radical  cure  by  a  combination  of  the  methods 
of  Halsted,  Bassini,  Kocher,  etc.,  was  performed  in  all.  Of  the  5 
strangulated  cases  all  recovered  ;  1  suppurated  deeply,  and  the  sac 
sloughed ;  1  suppurated  slightly  and  superficially ;  3  healed  per 
primam.  Of  the  50  cases  admitted  for  radical  cure  all  recovered  ; 
3  suppurated  deeply,  and  the  sac  sloughed.  In  7  slight  suppuration 
occurred  ;  40  healed  per  primam.  Six  femoral  cases  were  submitted 
to  radical  cure.  One  was  strangulated.  All  recovered.  One,  not 
strangulated,  suppurated  deeply,  5  healed  per  primam.  Five 
umbilical  ;  2  were  strangulated  ;  1  of  the  strangulated  cases  died 
on  the  eighth  day  after  operation  of  septic  peritonitis.  Post-mortem 
examination  showed  ulceration  and  perforation  of  the  damaged  intes- 
tine. The  second  strangulated  case  suppurated  and  recovered.  One 
of  the  3  radical  cures  died  from  shock  the  day  after  operation.  The 
hernia  was  very  large,  and  the  patient  fat  and  feeble.  The  remaining 
2  radical  cures  healed  per  primam. 

The  Knee-joint  was  opened  eight  times. — Once  for  removal  of  a 
piece  of  steel ;  5  for  excision  of  loose  cartilages  ;  2  for  suture  of  recent 
fractured  patella  (transverse  incision,  bone  and  aponeurosis  sutured 
with  catgut.)  All  recovered.  All  the  8  cases  healed  per  primam 
under  one  dressing. 

Excision  of  the  Knee-joint  (excluding  sinus  cases) — 6.  In  all, 
the  limb  was  put  up  in  two  lateral  Gooch  splints,  and  the  dressings 
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were  left  undisturbed  for  a  fortnight.  Five  of  them  healed  and  were 
sent  home  during  the  third  week  in  poroplastic  and  starch  bandage. 
The  sixth  healed  slowly  without  suppuration. 

Abdominal  Section. — (Pus  cases,  cases  in  which  any  part  of  the 
gastro-intestinal  track  or  vagina  was  opened,  or  such  as  were  drained 
—for  I  usually  drain  through  the  vagina — are  excluded.)  There 
were  in  all  51  cases. 

Ovariotomies — 16.  All  recovered.  Pedicles  were  tied  with 
catgut ;  15  healed  per  primam,  1  suppurated  superficially. 

Ectopic  Gestations — 4.     All  recovered,  healed  per  primam. 

Other  Conditons — 19.  Of  these,  1  died  after  exploration  for 
malignant  growth  occluding  bile  duct ;  1  died  after  exploration  for 
intestinal  obstruction  due  to  multiple  malignant  growths ;  1  died 
after  operation  for  intestinal  obstruction  due  to  a  band  ;  1  died  after 
the  operation  for  the  reduction  of  an  intussusception.  Post-mortem 
examination  failed  to  reveal  evidence  of  sepsis  in  any  of  these  cases. 
One  died  after  the  operation  for  the  removal  of  a  large  pedunculated 
sarcoma  of  the  uterus  adherent  to  intestines.  This  patient  died  from 
septic  peritonitis.  Post-mortem  examination  showed  scattered 
nodules  of  growth  in  abdomen,  and  some  damaged  but  not  leaking 
intestine.  One  died  after  an  operation  for  the  removal  of  adherent 
and  inflamed  tubes  and  ovaries  from  septic  peritonitis.  The  patient 
had  chronic  puerperal  salpingitis  and  ovaritis,  but  as  no  pus  was  found 
the  abdomen  was  entirely  closed.  The  case  had  been  included,  though 
it  appears  to  me  that  the  infection  was  brought  about  by  the  disturb- 
ance of  the  contents  of  the  patient's  own  pelvis.  The  remaining  13 
recovered.  One  coughed  open  his  wound  on  the  twelfth  day  after 
operation,  when  it  appeared  to  be  healed.  His  intestines  were  replaced. 
The  wound  suppurated  superficially  when  closed  on  the  second  occa- 
sion. Twelve  healed  per  primam. 

Removal  of  Uterine  Fibroids. — In  3  the  tumour  with  fundus  and 
appendages  were  removed,  leaving  the  cervix  as  a  stump.  All 
recovered,  and  healed  per  primam.  In  1  myomectomy  was  performed. 
The  patient  died  suddenly  and  unexpectedly  the  day  following  opera- 
tion. Necropsy  showed  nothing  wrong  in  the  abdomen. 

Ventri fixation  for  Uterine  Prolapse — 2.  Both  recovered  and 
healed  per  primam. 

Hydatid  in  Liver  in  child  six,  size  of  a  football.  All  the  tumour, 
except  a  portion  of  the  fibrous  capsule,  was  removed.  Abdominal 
wound  entirely  closed.  Healed  per  primam. 

Nephrectomy — 2.  For  malignant  tumour.  Both  recovered  ;  1 
healed  per  primam  ;  1  suppurated  superficially. 

Nephrolithotomy — 2.  Both  recovered  ;  1  suppurated  ;  1  healed 
without  suppuration  in  fourteen  days. 
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<>f    Kiilnci/   for    Stone  —  1.     Died    next    day.     Post- 

mortem.  no  stone  :    ;ul\  anced  cirrhotic  kidneys. 

PREPARATION  OF  PATIENT  FOR  OPERATION. 

Except  in  emergency  cases,  the  patient  is  kept  for  two  nights 
in  the  Infirmary  prior  to  operation.  On  the  first  night  a  hot  bath 
and  live  grains  of  calomel  are  administered  at  bedtime,  followed  next 
morning  by  a  saline  purgative  and  a  thorough  clearing  of  the  alimen- 
tary canal.  On  this  day  a  general  examination,  such  as  would  be 
made  of  a  candidate  for  life  insurance,  is  instituted  before  operation 
is  definitely  decided  upon.  A  thorough  detailed  criticism  of  the 
provisional  diagnosis  previously  arrived  at  is  made,  notes  of  the  case 
which  have  been  taken  revised,  and  the  day  is  mostly  spent  in  bed,  on 
a  diet  unlikely  to  leave  much  residue  in  the  intestines.  On  the  morn- 
ing previous  to  operation,  a  large  saline  enema  (1  oz.  of  salt  to  one 
quart  of  warm  water)  completes  the  general  preparation  for  operation. 

The  three  great  dangers  common  to  all  abdominal  operations 
are  —  (1)  sepsis;  (2)  haemorrhage;  (3)  shock;  and  the  greatest  of 
these  is  sepsis.  Judging  from  a  personal  recollection  of  abdominal 
surgical  work  in  a  variety  of  surgical  clinics  twenty  years  ago,  50 
per  cent  of  patients  whose  abdomens  were  opened  died  from  septic 
peritonitis  within  a  week  after  operation.  At  the  present  day  this 
ranks  as  a  preventable  disease,  and  is  one  of  the  rarest  causes  of  death. 
It  is  instructive  to  note  that  the  peritoneum  has  always  been  regarded 
as  a  delicate  structure  specially  prone  to  septic  infection.  It  is,  on 
the  contrary,  capable  of  withstanding  the  effects  of  the  rudest  manipu- 
lations, and  of  dealing  satisfactorily  with  an  amount  of  surgical  dirt 
which  would  cause  trouble  in  any  other  part  of  the  body.  As  a 
consequence  of  this  belief  in  the  power  of  the  peritoneum,  many 
abdominal  surgeons  are  sceptical  as  to  the  need  for  the  elaborate 
precautions  found  to  be  essential  to  success  in  ordinary  surgery,  and 
have  been  able  by  mortality  statistics  to  support  their  contentions 
until  quite  recently.  It  is  still,  however,  too  often  evident  that  the 
peritoneum  has  fought  and  overcome  an  infection  serious  enough  to 
cause  obvious  suppuration  in  the  parietal  wound.  This,  not  peritonitis, 
shows  an  inefficient  technique,  which  sooner  or  later  will  be  followed 
by  surgical  disaster. 

The  abdominal  parietes  are  prepared  for  operation  as  follows  : 
Twelve  hours  before,  the  skin  surrounding  and  over  the  seat  of  opera- 
tion is  thoroughly  scrubbed  with  spirit  soap  (made  by  mixing  equal 
parts  of  soft  soap  and  methylated  spirit  together)  and  hot  water,  the 
hairy  parts  being  shaved.  Then  the  area  to  be  cleansed  is  rubbed 
with  turpentine  on  clean  lint  or  flannel  ;  after  this  comes  another 
washing  with  the  spirit  soap  and  hot  water,  which  removes  all  turpen- 


440  RUTHERFORD     MORISON 

tine.  Asepsis  is  further  attempted  by  covering  the  whole  part  with 
a  towel,  wrung  out  with  1  in  1,000  parts  of  perchloride  of  mercury 
lotion,  which  is  maintained  in  position  by  a  bandage  until  the  opera- 
tion is  about  to  be  commenced.  The  wound  area  is  then  well  scrubbed 
with  1  in  1,000  perchloride  lotion,  and  a  considerable  area  round  it  is 
covered  with  sterile  waterproof,  to  keep  the  patient  dry  and  warm, 
and  over  this  sterile  towels  wrung  out  of  1  in  40  carbolic  lotion. 
Finally,  the  strong  antiseptic  is  washed  off  the  skin  by  a  weak  anti- 
septic (1  in  10,000  perchloride)  lotion.  The  wound  is  thus  isolated 
in  the  centre  of  an  antiseptic  circle,  and  is  protected  from  contamina- 
tion by  blankets,  clothing,  etc.,  which  are  all  covered  with  the  anti- 
septic wrap.  Instruments,  too,  can  be  laid  on  the  towels  without 
fear  of  being  harmed. 

The  operating  dresses  we  wear  are  waterproof  aprons  with  elastic 
bands  on  the  sleeves.  They  are  cleansed  by  washing  with  antiseptics. 

The  hands  of  surgeon,  assistants,  and  nurses  are  prepared  by 
the  same  thorough  washing  as  the  patient's  skin.  The  nails  are  care- 
fully cleaned  with  a  picker,  then  the  hands  are  scrubbed  with  spirit 
soap  and  hot  water,  turpentine,  and  again  spirit  soap  and  hot  water. 
Finally,  they  are  thoroughly  brushed  with  a  hard  sterile  nail  brush  for 
about  two  minutes  in  1  in  1,000  perchloride  of  mercury  lotion.1  No 
one,  unless  cleansed  as  the  operator,  is  allowed  to  touch  sponges, 
instruments,  and  the  neighbourhood  of  the  wound,  and  if  the  hands 
of  the  operator  or  those  of  his  assistants  have  necessarily  been  brought 
in  contact  with  anything  not  specially  purified,  they  are  thoroughly 
scrubbed  in  the  strong  perchloride  lotion  before  being  used  again. 
Immediately  before  making  the  incision  all  hands  are  washed  with  a 
weak  lotion  (1  in  10,000  perchloride)  to  remove  the  strong  antiseptic. 

Sponges  and  mops  are  first  wrung  out  of  1  in  1,000,  and  then 
immediately  before  use  out  of  1  in  10,000  perchloride  lotion. 

The  instruments  are  not  boiled,  boiling  ruins  them  ;  but  after 
thorough  ordinary  cleansing  by  hot  water,  spirit  soap,  and  nail  brush, 
they  are  laid  in  a  glass  tray  and  covered  by  1  in  20  carbolic  acid 
solution  (in  water),  which  immediately  before  they  are  used  is  diluted 
to  1  in  60  by  the  addition  of  boiling  water. 

It  is  now  almost  universally  accepted  that  however  thoroughly 
cleansing  may  be  practised,  disinfection  of  the  skin  sufficiently  com- 
plete to  satisfy  all  bacteriological  tests  is  impossible  with  our  present 
methods.  It  is  probable  that  organisms  remain,  if  not  more  super- 
fically  protected  by  the  epithelium,  at  least  hidden  in  the  depths  of 
the  sweat  and  sebaceous  glands  of  the  skin,  and  make  their  way  to 

1  Hands  receiving  such  treatment  daily  will  not  remain  for  long  in  a  healthy, 
smooth  condition.  The  skin  requires  special  attention.  We  find  it  sufficient  to 
lubricate  the  hands  well  each  night  with  glycerin  before  retiring  to  bed. 
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the  surface  during  tin-  course  of  a  prolonged  operation.  Consequently 
frc(|ucnt  bathing  of  the  hands  with  antiseptic  lotions  is  performed 
during  the  operation,  not  with  the  object  of  destroying  organisms, 
which  is  of  course  impossible  by  such  short  contact  as  is  permissible, 
but  in  the  belief  that  they  are  either  mechanically  removed  or  that 
their  growth  is  inhibited  to  such  an  extent  as  to  make  the  tissues 
capable  of  dealing  with  them.  Hence  the  introduction  of  india-rubber 
and  other  gloves  for  operations,  and  the  recommendation  to  use 
instruments  to  the  exclusion  of  fingers  as  much  as  possible  during 
operative  manipulations.  Meantime,  more  important,  we  think,  than 
either  of  these,  is  to  show  due  respect  to  the  vitality  of  the  tissues 
throughout  the  operation  by  the  avoidance  of  rough  handling,  so- 
called  blunt  dissection,  antiseptic  douching,  avoidable  sponging  or 
exposure  of  the  viscera,  drainage,  and  the  inclusion  of  large  portions 
of  tissue  in  ligatures.  Surgical  experience  has  made  it  certain  that 
the  tissues,  unless  too  seriously  damaged,  can  successfully  deal  with 
the  small  amount  of  infectious  matter  likely  to  be  left  on  the  hands 
after  such  ablution  as  has  been  described. 

The  romantic  story  of  the  defensive  action  of  the  cells  of  the 
body  has  met  with  the  complete  recognition  Avhich  its  importance 
demands,  and  that  organisms  and  foreign  bodies  capable  of  destruction 
are  taken  up  by  these  cells  and  disintegrated  and  destroyed  by  them, 
is  common  knowledge.  But  another,  perhaps  less  frequent,  method 
of  dealing  with  hurtful  organisms  not  previously  mentioned,  so  far 
as  I  know,  is  that  they  are  treated  by  the  tissues  as  prisoners  of  war. 
We  believe  that  many  abscesses  described  as  residual  arise  in  this 
way.  If  we  are  right  in  this  belief,  future  research  will  show  that 
pathogenic  or  pus-producing  organisms,  encapsulated  by  the  tissues 
and  retaining  their  stability,  are  the  cause  of  such  conditions  as  a 
bone  abscess  occurring  several  years  after  an  attack  of  septic  inflamma- 
tion in  the  bone,  which  has  healed,  the  abscesses  occurring  around 
non-absorbable  thread  sutures  months  or  years  after  their  introduc- 
tion, and  that  the  active  attack  of  '  latent  '  gonorrhoea  or  acute 
tuberculosis  or  tertiary  syphilis  may  be  similarly  explained.*  We 
believe  the  peritoneal  cavity  to  be  a  specially  favourable  site  for  this 
form  of  defence  against  the  attack  of  organisms.  Old  quiescent 
tuberculous  foci  from  the  peritoneum  inoculated  on  animals  have 
caused  tubercle.  Acute  septic  peritonitis  and  death  have  followed 
the  simple  operation  of  separation  of  adhesions  in  the  pelvis  and  else- 
where ;  and  when  we  come  to  deal  with  the  subject  of  appendicitis, 
evidence  will  be  brought  forward  to  show  that  general  peritonitis, 
due  to  this  cause,  can  be  recovered  from,  and  that  later  mischief  may 

*  This  is  now  generally  accepted  teaching. 
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develop  in  such  a  manner  as  to  suggest  that  the  cure  was  in  part 
brought  about  when  virulent  organisms  were  so  far  inhibited  and 
shut  in  by  adhesions,  until  circumstances  at  which  we  can  only 
guess,  arose  which  favoured  their  development  and  enabled  them  to 
break  their  bonds,  and  they  produced  again  active  mischief.* 

For  ligature  purposes  we  use  catgut  to  the  exclusion  of  all  other 
material ;  for  sutures  also  catgut,  except  under  special  conditions. 

The  wound  is  dressed  with  a  pad  of  gauze  wrung  out  of  1  in  1,000 
spirit  corrosive  (1  part  of  perchloride  of  mercury  to  1,000  of  methylated 
spirit),  and  this  is  covered  with  an  abundant  layer  of  corrosive  wool, 
which  allows  of  a  certain  amount  of  distention  later,  and  secured 
by  a  firm  flannel  or  domette  bandage,  which  is  frequently  reinforced 
by  a  strip  of  adhesive  plaster  or  an  elastic  bandage.  The  dressing  is 
ordinarily  left  untouched  for  ten  days,  when  the  wound  ought  to  be 
healed,  and  if  it  is  not,  an  explanation,  which  does  not  involve  the 
patient,  should  be  sought  for. 

HAEMORRHAGE. 

Every  bleeding  point,  however  small,  should  be  secured  in  the 
abdominal  cavity,  because  the  healthy  peritoneum  appears  to  possess 
a  similar  power  to  the  intima  of  the  blood  vessels  in  preventing  coagu- 
lation of  the  blood  and  retarding  arrest  of  haemorrhage.  The  bleeding 
area  must  be  thoroughly  exposed  and  made  visible  in  every  part. 
Large  retractors,  sponge  packing  and,  in  pelvic  operations,  Trendlen- 
berg's  position,  with  light  directed  by  a  hand  mirror  or  small  lamp, 
are  useful  aids.  The  ligature  is  the  most  satisfactory  means  of  arrest- 
ing haemorrhage  in  the  abdomen.  Bleeding  points  in  tissues  hardened 
by  inflammation,  or  in  firm  structures  such  as  the  uterine  wall,  the 
kidney  or  liver,  may  be  impossible  to  secure  with  the  ordinary  forceps 
and  ligature.  A  needle  and  suture,  either  passed  round  the  bleeding 
point  to  constrict  it,  or  brought  through  opposing  surfaces  to  bring 
them  together  and  arrest  the  bleeding  by  pressure,  will  then  be  service- 
able. If  ligatures  cannot  be  tied,  haemostatic  forceps  may  be  left 
on  the  bleeding  points  for  twenty-four  or  forty-eight  hours  with  their 
handles  projecting  through  a  portion  of  the  wound,  at  which  the 
sutures  may  be  left  untied.  If  the  bleeding  comes  from  a  large  bare 
surface,  and  in  the  form  of  oozing,  it  can  be  arrested  by  careful  firm 
packing  with  a  long  thick  strand  of  gauze,  which  is  brought  through 
the  wound  in  a  glass  drainage  tube.  This  prevents  the  gauze  from 
damaging  the  wound  edges  during  its  extraction,  allows  pressure  to 
be  brought  on  the  internal  gauze  pad,  if  necessary,  and  permits  of 
more  complete  closure  of  the  parietal  wound.  These  we  have  found 

*  The  recent  vdar  surgery  has  produced  many  such  examples. 
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to  be  the  only  reliable  means  for  the  arrest  of  haemorrhage  in  the 
abdomen,  and  one  of  our  binding  laws  is  never  to  close  the  wound 
until  all  haemorrhage  has  been  certainly  stayed. 

Two  factors  have  diminished  more  than  any  others  the  loss  of 
blood,  and  reduced  correspondingly  the  loss  of  life  from  abdominal 
operations  ;  they  are  (1)  The  recognition  of  anatomical  land-marks 
as  a  guide  to  the  main  blood-vessels  supplying  the  part  to  be  removed 
and  so  the  possibility  of  securing  them  early,  e.g.,  the  uterus  and 
stomach  ;  and  (2)  The  use  of  improved  haemostatic  forceps. 

SHOCK. 

Many  conditions  attributed  to  shock  are  due  to  sepsis  or  to  loss 
of  blood,  and  elimination  of  these  factors  will  still  further  reduce 
the  mortality  from  shock.  The  most  efficient  preventive  is  to  keep 
the  patient  warm.  The  limbs  are  carefully  wrapped  in  cotton-wool 
or  blankets,  and  bandaged  ;  hot-water  bottles  rolled  in  several  layers 
of  very  thick  flannel  are  packed  round  the  trunk  and  extremities, 
and  the  operating  room  is  kept  at  a  temperature  not  less  than  65°  F. 
In  exhausted  patients  an  enema  of  whisky  1  oz.,  milk  3  oz.,  and  beef 
tea  3  oz.,  is  administered  at  blood  heat,  and  a  hypodermic  injection 
of  --ro  gr.  of  strychnine  is  given.  If  during  the  operation  symptoms 
of  shock  appear,  one  pint  of  sterile  saline  (1  drachm  of  sodium  chloride 
and  1  pint  of  water)  is  injected  under  each  pectoral  muscle  through 
a  needle  attached  to  the  ordinary  Higginson's  syringe  ;  or  when  a 
more  rapid  effect  is  desirable  transfusion  into  the  median  basilic  vein 
of  three  pints  of  sterile  salt  solution  at  a  temperature  of  105°  F.  is 
resorted  to.  Rubbing  the  face  with  a  coarse  towel,  raising  the  feet  of 
the  patient  as  in  the  Trendlenberg  posture,  hot  dry  flannels  wrapped 
round  the  head,  and  rubbing  the  interior  of  the  mouth  and  the  fauces 
with  a  sponge  (on  forceps)  wrung  out  of  raw  brandy,  arc  also  useful 
aids.  Rectal  injections  and  intraperitoneal  flushing  have  not  given 
satisfactory  results  in  our  hands. 

Before  proceeding  to  discuss  the  more  special  points  in  connection 
with  abdominal  surgery,  I  would  emphasize  the  importance  of 
thoroughness.  An  incomplete  operation  is  most  unlikely  to  be  success- 
ful. Exploratory  operations  are  not  included,  for  diagnosis  may  be 
impossible  without  exploration,  but  if  any  attempt  at  treatment  is 
made,  even  if  it  has  to  be  abandoned,  the  operation  is  no  longer 
exploratory.  If  an  operation  is  necessary  and  is  undertaken,  it  ought 
to  be  completed.  There  should  be  no  limit  to  its  duration  or  its 
extent,  if  the  completion  of  it  offers  a  scientific  chance  of  life.  Incom- 
plete operations  arc  never  satisfactory,  and  are  more  disastrous  in 
their  results  than  the  most  heroic  when  thoughtfully  planned  and 
skilfully  carried  out. 
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THE  INCISION 

through  the  abdominal  parietes  is  made  with  the  thumb  resting  on 
one  side  of  the  upper  end  of  the  proposed  incision  and  the  fingers  on 
the  other,  stretching  the  skin  from  side  to  side,  and  by  upward  traction 
directing  it  against  the  knife  until  the  trans versalis  fascia  is  reached. 
To  complete  the  incision  through  the  abdominal  wall,  the  transversalis 
fascia  is  nipped  up  on  either  side  with  clip  forceps,  and  divided 
between  them.  Then  the  extraperitoneal  fat  is  similarly  drawn 
forwards  and  divided  until  the  peritoneum  is  reached.  If  the 
forceps  are  kept  on  one  side,  to  fix  it  and  draw  it  forward,  a 
deeper  hold  may  be  taken  of  the  opposite  one,  and  the  underlying 
structures  divided  between  until  the  peritoneum  is  opened.  Air  then 
enters,  unless  adhesions  prevent  it,  and  the  underlying  viscera  drop 
away.  The  opening  is  most  readily  enlarged  by  blunt-pointed  scissors. 
Before  going  any  further,  it  is  our  practice  to  secure  the  peritoneum 
in  clip  forceps  on  either  side,  to  prevent  it  from  being  pushed  inwards 
and  detached  during  subsequent  manipulations.  A  common  mistake 
is  to  make  the  incision  too  short ;  with  few  exceptions  it  ought  to 
be  large  enough  to  admit  the  operator's  hand  without  bruising  the 
abdominal  wall.*  From  just  below  the  umbilicus  to  between  one  and 
two  inches  above  the  pubes  is  our  ordinary  standard.  Free  exposure 
of  the  parts  to  be  dealt  with  is  as  important  in  this  as  in  all  surgical 
work.  The  size  of  the  incision  through  the  parietes  has  little  influence 
on  the  mortality  of  abdominal  operations.  On  the  other  hand,  to 
diffuse  infection  from  an  imperfectly  seen  septic  focus,  or  to  overlook 
an  opening  in  one  of  the  hollow  viscera  for  want  of  sufficient  light, 
or  to  miss  a  bleeding  vessel  at  the  bottom  of  some  inaccessible  hole, 
one  or  other  such  accident  is  certain  to  track  the  operator  who  relies 
on  his  fingers  working  in  the  dark,  and  becomes  a  fruitful  source  of 
surgical  calamity. t  The  objection  that  large  incisions  are  more  likely 
to  be  followed  by  hernia  than  small  ones  is  not  borne  out  by  our  experi- 
ence. If  the  edges  of  a  long  incision  are  not  bruised  or  infected,  and 
a  sufficient  suture  is  used,  it  will  heal  up  by  first  intention,  and  subse- 
quent hernia  follows  only  as  one  of  the  rarest  events.  A  bruised,  in- 
fected wound,  however  small,  which  suppurates,  will  probably  develop 
a  hernia  through  the  scar.  For  exploratory  purposes,  an  opening  large 
enough  to  admit  a  finger,  or  in  straightforward  operations  such  as 
gastrostomy  or  inguinal  colotomy,  an  incision  very  little  longer,  is  all- 
sufficient;  but  in  the  more  complicated  proceedings  we  reiterate  the 
need  for  seeing  what  is  about  to  be  done  before  anything  is  attempted. 

*  This  is  now  generally  accepted. 

t  A  further  reason  is  tJie  possibility  of  finding  other  lesions  which 
can  be  dealt  with. 
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A  very  fat  abdominal  wall  also  demands  an  incision  proportionate 
in  length  to  its  thickness,  for  bruised  fat  is  unlikely  tissue  to  heal 
without  trouble. 

Rigidity  of  the  abdominal  walls  adds  to  the  difficulties  and 
dangers  of  an  operation.  A  bad  anaesthetist  or  some  peculiarity 
on  the  part  of  the  patient  may  be  the  cause.  Certain  neurotics  and 
alcoholics  take  chloroform  badly  from  the  first,  and  remain  rigid 
through  the  whole  performance  of  a  long  operation,  even  the  most 
capable  anaesthetist  failing  to  get  them  satisfactorily  under.  In  such 
circumstances  we  have  often  seen  a  change  from  chloroform  to  ether, 
or  from  ether  to  chloroform,  followed  by  a  complete  and  safe  relaxation. 

Bleeding  vessels  in  the  abdominal  wall  should  be  caught  in  clips, 
and  named  trunks  or  spouting  ones  should  be  secured  by  torsion  or 
ligature ;  lesser  vessels,  if  the  clips  are  allowed  to  hang  on  them  during 
the  operation,  will  probably  be  occluded  by  the  time  of  its  completion. 

For  mops  and  packs  we  use  sponges  and  gauze  in  strips,  and 
pads.  These  are  always  counted  by  two  responsible  nurses.  The 
number  of  them  is  marked  down  before  the  operation,  and  strict  injunc- 
tions are  given  that  no  gauze  or  sponge  employed  shall  be  either  cut 
or  torn  during  the  course  of  the  operation.  For  intra-abdominal 
ligatures  and  for  sutures  we  use  catgut  almost  without  exception. 
For  cleansing  purposes,  either  gauze  mops  for  localized  infection,  or 
flushing  with  hot  saline  solution  for  diffuse  infection. 

We  drain  the  abdomen  only  for  two  purposes  :  (1)  To  allow  of 
the  use  of  a  gauze  pack  to  arrest  haemorrhage  when  the  drain  is 
brought  out  through  the  parietal  wound  ;  and  (2)  For  sepsis  when 
the  drain  in  the  female  is  drawn  from  the  pouch  of  Douglas  through 
the  posterior  vaginal  wall  below  the  cervix  uteri,  the  abdominal  wound 
being  entirely  closed. 

For  closure  of  the  abdominal  wound  in  ordinary  cases  we  use 
four  tiers  of  catgut,  one  for  the  peritoneum  and  transversalis  and 
internal  oblique  muscles,  two  for  the  external  oblique  muscle  or  its 
aponeurosis,  three  for  the  subcutaneous  fat  and  fascia  attaching  them 
to  the  external  oblique — all  of  these  are  interrupted ;  four,  sub- 
cuticular  and  continuous,  for  the  skin.* 

In  septic  cases  three  layers  of  sutures  are  used,  the  first  two  of 
catgut  as  before,  the  third  interrupted  silkworm  gut  through  the  skin 
and  into  the  external  oblique. 

The  reason  for  this  method  of  suturing  in  tiers  is  that  the  layers 
of  the  abdominal  wall  are  pushed  apart  by  exudation  from  the  wound 
surfaces,  and  a  thick  layer  of  organizable  lymph  extends  between  skin 

*  A  few  supporting  non-absorbable  sutures  are  essential.  Tliey 
should  be  left  two  to  three  weeks. 
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and  peritoneum,  whereas  by  the  ordinary  method  of  a  suture  through 
the  whole  wall  the  layers  are  firmly  drawn  together,  and  instead  of  a 
thick  strong  scar  a  thin  one  liable  to  hernia  results.  In  septic  cases 
we  use  silkworm  gut  because  a  suppurating  wound  is  less  likely  to 
heal  before  the  catgut  sutures  are  absorbed,  and  silkworm,  even  in 
the  presence  of  infection,  is  little  likely  to  cause  irritation.  In  cancer 
cases  we  use  through-and-through  thick  interrupted  sutures  of  strong 
silk,  which  can  be  retained  for  three  weeks,  for  the  reason  that  wounds 
often  heal  so  slowly  and  imperfectly  in  cancer  cases,  that  catgut  does 
not  hold  long  enough,  that  silkworm  gut  may  cut  through,  and  in 
either  case  intestines  and  omentum  escape,  an  accident  only  to  be 
certainly  avoided  by  more  than  ordinary  care.  In  some  emergency 
cases,  where  time  is  of  great  moment,  we  also  adopt  the  same  silk 
suture  and  an  interrupted  buried  catgut  one  for  the  aponeurosis — 
or  external  oblique  muscle. 

THE  AFTER-TREATMENT  OF  ABDOMINAL  CASES. 

The  patient  is  moved  from  the  operating  room  to  a  bed  warmed 
in  advance  for  his  reception,  and  is  surrounded  by  protected  hot 
bottles  and  warm  flannels.  After  being  thoroughly  heated  for  two 
or  three  hours,  clothing  damp  from  perspiration  is  removed,  the  skin 
is  thoroughly  rubbed  dry  with  warm  towels,  a  dry  flannel  jacket, 
fastening  behind,  is  put  on,  and  the  extraordinary  are  replaced  by 
ordinary  bedclothes. 

If  there  is  any  failure  to  respond  to  these  simple  measures,  or 
after  severe  operations,  we  use  either  a  hot  enema  (101°  F.)  of  saline, 
with  whisky  (10  oz.  of  saline,  1  oz.  of  whisky),  or  10  oz.  of  hot  coffee 
as  an  enema,  or  infusion  of  one  pint  of  saline  under  each  breast,  or 
transfusion  of  two  or  three  pints  of  saline  into  the  median  basilic  vein. 
Accompanying  each  of  these  we  usually  give  -^V  gr.  of  strychnine 
hypodermically  every  two  hours,  unless  toxic  symptoms  (twitchings) 
supervene.  Of  all  these  measures  transfusion  gives  the  most 
immediate  and  striking  results.  On  recovering  consciousness,  with 
rare  exceptions,  patients  on  whom  abdominal  section  has  been  per- 
formed, complain  of  three  symptoms,  viz.,  thirst,  sickness,  and  gripes. 

Old  people  suffer  least ;  in  nervous  individuals  these  are  most 
marked,  cough  and  prolonged  manipulations,  the  use  of  strong  anti- 
septics, handling  or  exposure  of  the  viscera,  all  intensify  them. 
Nothing  that  we  have  tried,  and  we  hoped  much  from  the  reports 
of  leaving  quantities  of  saline  in  the  peritoneal  cavity,  has  prevented 
them. 

After  a  few  hours  these  symptoms  cause  such  urgent  distress 
that  the  most  uncomplaining  patient  cries  out  for  relief.  This  is 
only  to  be  obtained  by  the  use  of  morphia,  and  the  majority  of 
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surgeons,  guided  by  the  teaching  of  Lawson  Tait,  never  give  it,  and 
strongly  ohjeet  to  its  use.  \\  V  do  not  share  this  prejudice,  and  for 
the  last  ten  years  it  has  heen  part  of  our  routine  to  administer,  hypo- 
dermically.  on  the  first  night*  J  gr.  of  morphia.  A  larger  dose  given 
at  once-  is  more  ellieacions  and  less  hurtful  than  timidly  given  and 
repeated  small  doses. 

Another  routine  rule,  only  to  be  broken  in  exceptional  cases, 
is  to  give  nothing  but  frequent  sips  of  hot  water  by  the  month  till 
Mat  us  has  been  passed  per  anum.  Food  or  other  substances  liable  to 
putrefaction  are  prohibited  till  the  normal  peristaltic  movements  of 
the  intestine,  inhibited  by  the  operation,  have  been  restored.  During 
this  time,  if  the  patient  is  weak  or  the  operation  has  been  severe,  we 
administer  nutrient  enemata,  usually  containing  a  little  whisky.  The 
usual  one  consists  of  milk  3  oz.,  beef  tea  3  oz.,  J  oz.  whisky,  and  a 
pinch  of  salt  given  every  two  to  four  hours.  If  thirst  is  specially 
distressing  in  the  intervals,  we  use  10  oz.  of  hot  water  as  an  injection 
to  be  retained.  These  injections  are  most  easily  retained  if  they  are 
given  through  a  tube  and  funnel,  as  intermittent  pumping  with  the 
ordinary  Higginson  enema  syringe  causes  some  rectal  stimulation. 
Peptonized  enemata  we  believe  to  be  attended  by  a  certain  amount  of 
risk.  Certain  of  our  patients  became  depressed  and  somnolent  after 
their  use,  and  recovered  as  soon  as  the  enemata  were  given  up.  In 
one  case,  that  of  an  old  man,  a  repetition  of  the  injections  after 
recovery  was  again  followed  by  somnolence  and  depression,  which 
disappeared  a  second  time  on  their  withdrawal.  Whatever  nutrient 
enema  is  given,  it  is  desirable  to  drain  the  remains  away  through  a 
rectal  tube  for  an  hour  before  a  new  one  is  introduced.  During  the 
second  twenty-four  hours  we  hope  to  secure  a  return  of  intestinal 
peristaltic  movements,  as  proved  by  the  passage  of  flatus.  On  the 
afternoon  of  the  second  day  we  commence  to  give  calomel.  The 
patient  is  usually  then,  having  lost  the  effects  of  the  morphia,  com- 
plaining chiefly  of  sickness  and  pain.  One  grain  of  calomel  and  3  gr. 
of  sugar  put  on  the  tongue  every  hour  or  two  hours,  according  to  the 
urgency  of  the  patient's  complaints,  and  continued  till  5  to  8  gr.  have 
been  taken,  is  our  regular  practice.  We  divide  the  doses  so  that  all 
shall  not  be  lost  if  the  patient  vomits,  and  also  to  give  to  him  the 
important  satisfaction  arising  from  the  belief  that  something  active 
is  being  done  to  relieve  his  sufferings.  Two  hours  after  the  last  dose 
of  calomel  an  enema  of  turpentine  1  oz.  and  barley  water  10  oz.  is 
first  given,  followed  by  one  pint  of  soap  and  water  if  the  calomel  has 
not  been  effective  in  producing  the  passage  of  flatus.  So  soon  as  this 
has  been  accomplished  we  allow  a  little  nutriment  by  the  mouth.  A 
small  quantity  of  hot  tea  or  barley  water  and  milk  being  the  usual 
start.  As  a  rule  we  like  the  patient  to  be  as  little  disturbed  as  possible 
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during  the  first  twenty-four  hours  and  to  be  kept  lying  on  the  back. 
If  moving  and  turning  round  is  permitted  at  all  during  this  time  it  is 
apt  to  initiate  a  desire  for  constant  shifting,  which  is  harmful.  So 
soon  as  shock  has  passed  off  we  like  the  shoulders  and  head  to  be 
raised  on  pillows,  and  the  knees  drawn  up  and  supported  by  pillows, 
thus  relaxing  the  abdominal  wall. 

During  the  second  twenty-four  hours,  turning  on  to  the  side  by 
a  nurse,  without  the  patient's  aid,  is  allowed.  This  helps  the  passage 
of  flatus  and  relieves  the  aching  in  the  back  so  frequently  complained 
of.  During  this  time  the  amount  of  nutriment  is  steadily  increased 
if  the  condition  of  the  stomach  allows  of  it,  and  after  the  fourth  day 
the  diet  is  increased  to  that  usually  given  to  persons  in  bed. 

On  the  fourth  or  fifth  day  the  appetite  has  usually  not  returned, 
the  tongue  is  not  clean,  the  patient  feels  uncomfortable,  and  in  favour- 
able cases,  though  not  at  all  seriously  ill,  is  not  well.  A  good  natural 
sound  sleep  has  not  yet  been  secured,  and  this  has  given  rise  to  an 
irritable  and  discontented  condition.  A  good  dose  of  castor-oil — 
our  dose  is  1  oz. — will,  in  a  few  hours  after  it  has  freely  acted,  effect 
such  a  change  in  the  patient's  condition  as  to  convince  the  most 
sceptical  of  the  value  of  medicine.  We  have  found  no  other  remedy, 
disagreeable  as  it  is,  able  to  do  so  much. 

A  considerable  number  of  patients  have  difficulty  in  micturition 
after  operation,  and  some  have  absolute  retention.  Our  practice  is 
only  to  pass  a  catheter  when  this  is  necessary.  After  twelve  hours, 
or  earlier  if  the  need  arises,  if  the  patient  cannot  empty  the  bladder, 
a  catheter  is  passed.  Since  we  have  taught  that  cystitis  followed 
only  the  use  of  a  dirty  catheter,  or  one  passed  without  special 
precautions,  this  complication  in  the  after-treatment  has  all  but 
disappeared. 

The  wound  is  dressed  for  the  first  time  on  the  tenth  day,  the 
scar  is  then  covered  with  a  layer  of  boracic  lint,  the  abdominal  wall 
is  supported  by  broad  strips  of  sticking  plaster  and  a  good  flannel 
bandage,  and  the  patient  is  allowed  to  get  up. 

If  the  sutures  are  non-absorbable,  they  are  removed  on  the  four- 
teenth day,  except  in  cancer  cases,  when  they  are  left  for  three  weeks. 

In  an  uncomplicated  case  the  course  from  the  first  is  straight- 
forward. Pain  is  never  so  serious  that  the  dose  of  morphia  mentioned 
does  not  give  relief. 

Sickness  scarcely  produces  more  vomiting  than  of  the  watery 
fluid  taken,  tinged  on  the  second  day  with  bile,  and  does  not  cause 
urgent  distress  by  its  frequency  or  persistence.  Pulse  and  temperature 
rarely  exceed  100.  If  these  conditions  persist  till  after  the  fourth 
day,  the  patient  may  be  said  "to  be  out  of  danger."  The  symptoms 
and  signs  to  which  we  attach  importance  in  the  after-treatment  are  :— 
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PAIN. 

If  pain  is  complained  of  from  the  first,  and  is  excessive,  and  is 
not  entirely  relieved  by  the  first  dose  of  morphia,  it  is  an  anxious 
symptom.  If  not  otherwise  explicable  by  the  nature  of  the  operation, 
it  generally  means  peritoneal  infection. 

VOMITING. 

The  anaesthetic  makes  some  patients  very  sick,  but  vomiting 
caused  by  this  should  terminate  in  twenty-four  hours.  It  often 
happens  that  those  who  vomit  plentifully  at  first  soonest  recover  from 
the  sickness.  The  act  of  vomiting  should  relieve  the  nausea,  and 
the  patient  should  look  brighter  and  better  after  it.  Persistent  nausea 
with  frequent  vomiting  is  an  anxious  symptom.  The  quality  of  the 
vomited  matter  is  of  importance,  and  its  quantity  likewise.  The 
ordinary  vomit  consists  of  the  fluid  taken,  plus  a  little  mucus,  and 
in  the  later  hours  it  is  bile-tinged.  Very  green  vomit  in  large  quantity 
and  of  irritating  quality,  as  proved  by  the  presence  of  a  circle  of 
reddened  skin  round  the  patient's  mouth  and  on  the  chin,  and  vomit 
of  quantities  of  matter  resembling  the  contents  of  the  small  intestine, 
are  serious  signs.  It  generally  means  peritoneal  infection  or  intestinal 
obstruction.  Coffee-ground  vomiting  occurs  early  and  late,  and  on 
this  chiefly  depends  the  importance  of  it.  If  the  matter  vomited 
shortly  after  operation  is  coffee-ground  from  blood  staining  it  means 
shock,  and  beyond  this  possesses  no  importance.  It  is  generally 
recovered  from.  We  have  seen  it  occur  after  a  number  of  abdominal 
operations  after  vaginal  hysterectomy,  and,  independent  of  abdominal 
operations,  in  other  surgical  conditions,  such  as  fractured  femur  pro- 
ducing shock.  Post  mortem,  we  find  small  haemorrhagic  extravasations 
in  the  stomach  mucosa,  and  blood-stained  fluid  in  the  stomach  of  a 
large  number  of  bodies  dead  through  violence.  Later,  on  the  second 
or  third  day  after  operation,  coffee-ground  vomit  is  of  serious  import 
— it  usually  means  virulent  peritoneal  infection,  and  patients  in 
whom  it  occurs  seldom  recover.  Faecal  character  of  the  vomited 
matter  is  serious,  and  a  clear  sign  of  intestinal  obstruction. 

Post  mortem,  the  lining  membrane  of  the  stomach  presents  the 
same  appearance  as  previously  mentioned,  viz.,  small  haemorrhagic 
extravasations  into  the  mucosa. 

TREATMENT  OF  VOMITING. 

Anaesthetic  vomiting  requires  no  treatment.  Frequent  sips  of 
hot  water  relieve  the  straining  by  supplying  the  stomach  with  contents 
to  evacuate.  Ice  is  a  favourite  remedy,  but  a  pernicious  one.  It  dries 
the  tongue  and  makes  it  sore,  increases  thirst,  creates  flatulence  and 
depresses  energy  by  filling  the  stomach  with  cold  water.  More  active 
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vomiting  may  be  relieved  by  a  tumblerful  of  soda-water  with  half  a 
teaspoonful  of  carbonate  of  soda  dissolved  in  it,  or  by  a  generous 
drink  of  champagne  or  whisky  and  potass  water.  The  most  serious 
forms  can  only  be  relieved  by  frequently  washing  out  the  stomach 
by  a  stomach  tube.  After  such  washing  we  usually  introduce  a  small 
quantity  (6  oz.)  of  fluid  nutriment,  all  other  feeding  being  maintained 
by  rectal  enemata. 

PULSE  AND  TEMPERATURE. 

A  quick  pulse  on  the  first  and  second  days  may  be  explained  by 
the  severity  of  the  operation,  or  the  feebleness  or  nervousness  of  the 
patient.  If  so,  it  ought  to  fall  after  the  administration  of  the  first 
dose  of  morphia.  Anything  over  100  causes  us  anxiety,  over  120 
the  condition  is  critical,  and  a  feeble,  increasing  pulse  is  only  seen  in 
the  gravest  cases.  The  most  accurate  information  obtainable  from 
the  pulse  is  through  a  reliable  record  of  its  increase  or  decrease  during 
the  first  few  days.  A  steadily  increasing  pulse  during  the  second, 
third,  and  fourth  days  is  a  serious  sign. 

TEMPERATURE. 

The  importance  of  a  temperature  record  has  been  much  doubted 
by  many  abdominal  surgeons,  and  the  temperature  chart  alone  may 
be  misleading.  Considered  along  with  other  indications,  the  tem- 
perature may,  however,  be  a  guide  of  the  greatest  importance.  A 
temperature  up  to  102°  F.  on  the  second  day  after  the  operation  may 
cause  us  little  anxiety,  especially  if  the  operation  has  been  severe,  if 
other  conditions  are  favourable.  Over  102°  we  suspect  some  complica- 
tion, usually,  in  our  Infirmary,  pneumonia.  A  temperature  at  or 
over  102°  on  the  third  and  fourth  days  is  a  serious  sign.  Along  with 
a  steadily  increasing  pulse  it  may  mean  peritoneal  infection.  A 
falling  temperature  and  an  increasing  and  weak  pulse  occur  in  cases 
of  grave  and  spreading  peritonitis. 

THE  TONGUE. 

A  dirty,  or  even  a  dry,  tongue  on  the  second  day  may  mean  small 
disturbance  due  to  thirst  and  morphia.  Later  a  dry  tongue  always 
means  something  wrong  and  indicates  the  need  for  careful  examina- 
tion. In  old  or  feeble  people  after  the  first  week  a  dry  tongue  is  often 
the  chief  indication  of  inability  to  empty  the  bladder  properly,  and 
demands  careful  enquiry  as  to  the  condition  of  the  urinary  apparatus. 
A  dry  tongue  always  requires  attention ;  indeed,  the  mouth  generally 
does  too.  Glycerin  and  borax  painting  for  the  tongue,  and  frequent 
washing  of  the  mouth  with  boracic  acid  lotion  is  our  rule,  and  since 
it  was  established  we  have  seen  no  cases  of  parotiditis. 
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TYMPANITES. 

Wind  is  the  most  constant  source  of  trouble  to  patients  after 
abdominal  section.  None  escape  it,  and  a  certain  amount  of  intes- 
tinal distrntion  is  inevitable.  The  most  convenient  spot  for  observa- 
tion is  above  the  bandage,  usually  in  the  epigastric  triangle. 

Distortion  of  and  some  tenderness  in  the  epigastrium  are  indica- 
tions of  an  abnormal  amount  of  tympanites,  more  or  less.  Distention 
of  the  whole  abdomen  is  an  anxious  sign. 

Distention  with  rigidity  of  the  walls  of  the  whole  abdomen  is  a 
sign  of  the  gravest  import,  and  is  due  to  peritonitis  with  intestinal 
obstruction,  which  is  practically  irrecoverable. 

TREATMENT. 

The  passage  and  retention  of  a  rectal  tube  are  resorted  to  at 
once  when  the  epigastrium  is  distended,  and  efforts  are  made  to  get 
the  bowels  to  act.  If  there  is  no,  or  slight,  sickness,  a  hot  seidlitz 
powder  is  given  as  soon  as  the  dose  of  8  gr.  of  calomel  is  consumed. 
If  the  seidlitz  powder  is  rejected,  1  drachm  of  the  following  : 
Magnes.  sulphat.  10  drachms  ;  magnes.  carb.,  J  oz.  ;  aq.  menth.  pip. 
10  oz.,  is  given  every  hour,  and  later  a  turpentine — followed  by  soap 
and  water — enema  is  administered  every  two  hours  till  flatus  is  passed 
and  the  distentioii  is  relieved.  If  vomiting  increases  and  distention 
continues  imdiminished,  we  wash  out  the  stomach  with  hot  water, 
and  when  it  has  been  emptied  introduce  2  oz.  of  Epsom  salts  dissolved, 
and  with  the  addition  of  a  small  quantity  of  stimulant.  If  washing 
the  stomach  gives  such  relief  as  to  be  grateful  to  the  patient,  it  is 
frequently  repeated  ;  but  if  it  appears  to  increase  rather  than  to 
diminish  the  trouble,  we  do  it  no  more. 

SLEEPLESSNESS. 

After  the  fourth  day  patients  occasionally  become  restless  and 
irritable,  and  enquiry  elicits  the  fact  that  since  the  operation  they 
have  never  slept  soundly.  If  this  symptom  be  neglected  mental 
troubles  may  follow.  We  order  at  bedtime  a  basin  of  hot  arrowroot 
and  milk,  with  3  oz.  of  whisky  or  brandy,  and  if  the  patient  is  not 
asleep  in  two  hours'  time  this  is  to  be  followed  by  a  dose  of  opium 
(J  gr.  of  morphia  hypodermic-ally  is  our  favourite). 

COLD  HANDS. 

An  experienced  nurse  of  ours  stated  that  she  had  never  but  once 
known  a  patient  recover  who  had  cold  hands,  and  that  was  a  case  of 
profuse  intestinal  haemorrhage.  The  statement  implies  that  the  hands 
were  not  exposed,  and  that  attempts  had  been  made  to  warm  them. 
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THE  FACIAL  APPEARANCE. 

Of  all  the  signs  to  which  we  have  drawn  attention,  this  is  the 
most  important. 

At  a  glance  the  experienced  surgeon  can  inform  himself  whether 
it  is  well  or  ill  with  his  patient,  but  such  information  can  scarcely 
be  imparted.  The  ashen  face,  with  sharp  nose  and  sunken,  black- 
rimmed  eyes,  can  only  be  missed  by  the  least  observant.  Next  to 
this  we  attach  most  importance  to  tense  abdominal  distention. 

We  recall  the  case  of  a  patient  operated  upon  for  suppurating 
ovarian  cyst,  densely  adherent.  After  the  operation  she  developed 
all  the  symptoms  and  signs  of  acute  diffuse  septic  peritonitis.  Her 
face  was  a  livid  red  colour,  except  round  the  mouth  and  chin,  which 
were  inflamed.  Her  hands  were  cold  ;  no  radial  pulse  could  be  felt. 
She  vomited  dark  green  or  coffee-ground  fluid  almost  continuously, 
and  so  she  lay  apparently  dying  for  seventy- two  hours.  Her  abdomen 
was  distended,  but  not  tense.  She  recovered. 

When  the  abdomen  becomes  tense  the  case  may  be  regarded  as- 
hopeless.  The  best  treatment  then  is  to  give  up  all  active  measures 
(except,  perhaps,  frequent  infusions  of  saline),  to  allow  any  drinks 
the  patient  wants,  to  administer  sufficient  opium  to  relieve  pain,  and 
to  introduce  nourishment  by  enemata.  We  have  tried  operation  with 
heroic  cleansings  and  multiple  drainage  for  post-operative  peritonitis,, 
but  have  given  them  up,  much  to  the  advantage  of  our  patients. 

The  only  two  complications  we  will  mention  in  the  after-treat- 
ment, as  common  to  all  of  our  abdominal  operations,  are  pneumonia 
and  thrombosis  of  the  veins  of  the  lower  extremities. 

PNEUMONIA. 

The  signs  of  pneumonia  are  frequently  present  on  the  day  follow- 
ing operation.  There  is  some  lividity  of  the  face,  a  rise  in  temperature 
and  pulse,  and  cough.  There  may  or  may  not  be  physical  signs,  but 
usually  rales  are  present  all  over  the  chest.  The  patients  complain 
that  they  want  to  cough,  but  that  the  cough  causes  them  severe  paiiu 
We  attach  great  importance  to  getting  the  mucus  out  of  the  chest, 
and  ourselves  support  the  wound  and  abdomen,  and  encourage  and 
exact  that  the  patient — sitting  up — shall  cough  thoroughly  and  well 
till  the  chest  is  clear.  By  this  means  we  believe  that  we  prevent, 
in  some  instances,  the  development  of  pneumonia.  If  pneumonia 
does  come  on  early  or  later,  the  treatment  is  the  same  as  for  that  in 
ordinary  cases,  with  the  exception  that  the  nurse  has  directions  to 
hold  and  support  the  wound  and  the  abdomen,  and  to  encourage  the 
patient  to  cough  from  time  to  time. 
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THROMBOSIS  OF  THE  FEMORAL  VEIN. 

We  have  so  frequently  scc-n  weak,  anaemic  patients  attacked  by 
si  \  ere  sudden  pain  in  the  leg,  accompanied  by  a  rise  in  tempera- 
ture- with  illm-ss,  and  followed  by  oedema  of  the  foot  and  leg,  after 
abdominal  operations,  that  we  expect  it  in  a  percentage  of  cases,  as 
Mr.  Richardson,  from  a  series  of  cases,  has  taught  us  to  expect  it 
about  the  tenth  day  of  convalescence. 

Since  learning  the  class  of  patient  in  whom  it  occurs,  and  the 
time  of  its  occurrence,  we  endeavour  to  prevent  it.  On  the  eighth 
day  we  commence  vigorous  friction  of  the  legs,  the  rubbing  being 
directed  from  the  toes  upwards.  No  case  so  treated  has  developed 
phlebitis.  Neither  pneumonia  nor  phlebitis  has  in  our  experience 
been  associated  with  evident  septic  changes  in  the  abdomen  or  in 
the  wound. 


ON    STRANGULATED    HERNIA. 

WITH  STATISTICAL  REPORT  BY  EDWARD  GOFTOX. 
(Northumberland   and  Durham  Medical  Journal,    1902,    p.    203.) 

The  importance  of  a  study  of  strangulated  hernia  cannot  be  over- 
rated, for  few  diseases  cause  death  so  certainly  and  so  quickly  if 
surgical  aid  be  withheld,  and  no  other  disease  of  so  serious  a  nature 
can  be  operated  upon  with  the  same  immediate  and  remote  promise 
of  success.  The  success  or  failure  of  the  operation,  however,  depends 
not  so  much  upon  the  skill  of  the  operator  as  upon  the  early  diagnosis 
of  the  practitioner  in  attendance.  This  truth  was  forced  upon  me 
by  an  experience  of  thirteen  years  in  general  practice.  During  that 
time  I  operated  upon  a  considerable  number  of  cases  of  strangulated 
hernia,  and  my  rule  was  to  operate  without  a  moment's  unnecessary 
delay.  Although  I  can  recall  several  cases  in  which  operative  skill 
was  sadly  lacking,  I  cannot  remember  losing  a  single  case  of  my  own. 
However  defective  my  operative  skill  may  have  been,  I  nevertheless 
made  it  a  rule  not  to  allow  a  patient  to  leave  the  operating  table  till 
I  had  satisfied  myself  that  the  intestine  was  fairly  reduced  into  the 
abdominal  cavity,  and  this  I  did  by  introducing  my  finger  after  it. 
To  this  practice  I  attribute  my  success. 

It  is  an  excellent  thing  to  form  an  accurate  mental  picture  of 
the  changes  which  occur  in  a  portion  of  strangulated  intestine.  This, 
more  than  anything  else,  impresses  the  need  for  promptness  of  action. 
The  changes  which  ensue  are  such  as  result  from  the  application  of  a 
ligature  in  such  a  manner  as  to  obstruct  the  venous  circulation,  and 
for  practical  purposes  four  stages  may  be  described  : — 

Stage   1. — The  intestine  involved  passes   through  the  grades   of 
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venous  congestion  till  it  becomes  of  a  dark  plum  colour  ;  the  sac 
containing  it  is  tense,  and  soon  contains  some  clear  fluid,  later  blood- 
stained fluid,  which  has  escaped  from  the  distended  veins  ;  the  perito- 
neal coat  of  the  intestine  is  smooth  and  shiny  ;  the  whole  of  the  coats, 
especially  the  mucous,  are  thickened  from  oedema,  whilst  the  lumen 
of  the  bowel  is  filled  by  a  foetid  fluid  swarming  with  intestinal  bacteria. 

Stage  2. — The  fluid  in  the  hernial  sac  is  no  longer  clear,  but 
contains  flakes  of  lymph  ;  the  peritoneal  coat  of  the  intestine  has 
lost  its  gloss  and  is  sticky,  or  coated  with  lymph  ;  the  muscular  coat 
does  not  respond  by  contraction  to  a  pinch  between  the  finger  and 
thumb  ;  the  mucous  coat  is  ulcerated  at  the  points  of  strangulation, 
and  the  bacterial  contents  of  the  intestine  have  passed  into  and 
through  the  walls  of  the  damaged  intestine,  and  may  be  found  in 
the  fluid  of  the  sac. 

Stage  3. — Gangrene  of  the  intestine  commences  at  the  strictured 
portion,  in  the  form  of  a  ring  if  the  strangulation  has  been  tight,  or, 
if  the  local  constriction  has  been  less  severe,  gangrene  occurs  at  the 
convexity  of  the  intestine  opposite  its  mesentery,  and  so  at  a  point 
furthest  from  the  blood  supply.  In  this  stage  the  involved  bowel  has 
become  quite  black  from  gangrene. 

If  the  bowel  is  released  during  the  first  stage  its  health  is  rapidly 
restored  on  its  return  to  the  warm,  moist  peritoneal  cavity,  and  all 
serious  trouble  is  at  an  end.  In  the  second  stage,  the  return  of  the 
infected  intestine  to  the  abdominal  cavity  may  be  followed  by  troubles 
immediate  and  remote.  In  the  first  place,  bacterial  infection  of  its 
coats  may  progress,  and  the  resulting  septic  inflammation  terminate 
in  gangrene  of  the  involved  loop,  or  by  spreading  may  involve  the 
peritoneum,  or  the  mesenteric  blood  vessels  may  be  so  damaged  from 
the  prolonged  compression  that  thrombosis  and  gangrene  of  the 
involved  bowel  follows  its  return  to  the  abdomen ;  or  intestinal  paresis, 
due  to  prolonged  distention,  is  not  recovered  from  though  its  cause 
be  removed  ;  or,  in  the  second  place,  ulceration  and  cicatrization 
may  result  in  organic  stricture. 

Stage  4. — The  skin  over  the  sac  is  reddened,  the  tissues  swollen, 
crackling  with  gas,  and  infiltrated  with  pus  ;  the  sac  contains  faeces, 
and  the  bowel  has  ruptured. 

The  ordinary  cause  of  strangulation  is  the  neck  of  the  sac  or  the 
structures  related  to  it,  but  in  rare  instances  fibrous  bands  in  the  sac 
or  volvulus*  of  the  hcrniated  intestine  are  causes  of  the  illness. 

The  changes  described  may  be  passed  through  in  a  few  hours, 
or  may  take  several  days. 

In  addition  to  the  local  changes,  circulatory  disturbances  in  the 

*  What  I  now  call  secondary  volvulus. 
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intestine'  above  the  strangulated  portion  arc  always  present.  In 
fatal  cases  these  .-ire  marked  by  s|)ots  of  bloody  extravasation  in  the 
mucous  coats  of  the  intestine  ;md  stomach.  Clinically  they  are 
demonstrated  by  the  vomiting  of  blood  more  or  less  altered,  and  if 
the  strangulation  be  relieved,  by  the  passage  of  bloody  stools. 

Si/ntlrfonis. — A  hernia  which  has  been  soft,  painless,  tympanitic 
and  reducible,  suddenly  becomes  hard,  tender,  dull  on  percussion, 
and  irreducible.  The  change  is  frequently  preceded  by  a  sudden 
effort,  such  as  that  made  in  holding  the  breath  and  raising  a  weight, 
coughing,  etc.  ;  it  is  immediately  followed  by  severe  abdominal  pain, 
vomiting,  inability  to  pass  flatus,  and  depression  or  collapse. 

l*ain. — Continuous  pain  is  present,  but  bearable.  It  is  generally 
referred  to  the  umbilicus,  but  may  also  be  felt  in  the  hernial  swelling. 
The  characteristic  pain  is  paroxysmal  :  it  comes  on  in  spasms  of  such 
severity  as  to  tax  the  fortitude  of  the  strongest,  and  is  accompanied 
by  intestinal  wind  rumblings,  and  by  inability  to  void  flatus  per  anum. 
It  is  frequently  possible  to  observe  the  forcible  peristaltic  intestinal 
movement,  through  the  naked  abdominal  wall,  which  is  in  itself  the 
strongest  evidence  of  intestinal  obstruction.  It  must  be  noted  of 
the  pain,  as  this  may  be  a  misleading  feature,  that  it  is  worse  during 
the  first  hours,  and  that  when  gangrene  of  the  intestine  has  occurred 
it  may  be  but  little  complained  of. 

Vomiting. — In  the  early  stages  this  is,  as  a  rule,  severe  and 
frequent.  The  vomited  matter  consists  of  a  watery  fluid,  with  stomach 
contents,  and  is  more  or  less  plentiful  according  to  the  amount  of 
fluid  taken  to  relieve  the  intense  thirst  experienced.  At  a  later  stage 
it  becomes  bile-stained,  and  then  more  and  more  distinctly  intestinal, 
till  finally  it  is  unmistakably  feculent  in  character.  Rarely  during 
the  first  few  hours  the  vomit  contains  blood  ;  I  can  recall  two  such 
cases,  both  of  which  recovered  after  operation.  More  commonly 
blood  is  vomited  in  the  later  stages  as  a  coffee-ground  fluid,  and  this 
has  a  very  unfavourable  prognostic  import. 

Condition  of  Bowels. — Where  strangulation  involves  the  entire 
lumen  of  the  bowel,  complete  intestinal  obstruction  is  present  through- 
out. Inability  to  pass  flatus,  per  anum,  is  the  most  marked  feature. 
Patients  invariably  make  some  such  statement  as  "  the  wind  only 
comes  up,"  and  that  "if  it  could  be  made  to  go  down  they  would 
soon  be  all  right."  It  is  scarcely  possible  to  make  a  mistake  in  the 
interpretation  of  this  sign.  The  patient  seldom  does  ;  the  nurse  may. 
Such  an  error  does  not  always  imply  want  of  skill  on  the  part  of  a 
nurse,  as  after  the  administration  of  an  enema  she  may  note  the  escape 
of  intestinal  gas.  This  may  occasionally  be  due  to  the  escape  of  gas 
retained  in  sufficient  quantity  below  the  obstructed  bowel,  but  it  is 
much  more  likely  to  be  air  introduced  by  the  unskilful  use  of  the 
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enema  apparatus.  Constipation  is,  as  a  rule,  absolute,  but  the  passage 
of  a  motion  may  raise  false  and  dangerous  hopes  if  certain  sources  of 
error  are  forgotten.  In  the  case  of  a  woman  who  died  suddenly  from 
heart  failure,  consequent  on  strangulated  femoral  hernia  of  seventeen 
hours'  duration,  and  on  whom  I  made  a  post-mortem,  a  large  solid 
motion  was  found  in  the  sigmoid  flexure.  It  was  obvious  that  an 
enema  would  have  been  likely  to  procure  a  solid  large  evacuation 
in  this  case.  More  than  once  I  have  been  told,  as  a  sufficient  reason 
to  make  the  diagnosis  doubtful,  that  in  a  case  of  strangulated  hernia 
or  intestinal  obstruction  a  motion  had  been  passed  after  an  enema, 
and  on  offering  the  above  explanation  have  been  met  by  the  objection 
that  physic  and  enemata  had  both  been  tried  before  and  had  failed. 
We  all  know  that  an  enema  may  fail  to  discharge  a  loaded  colon  at 
one  time  and  succeed  at  another,  but  we  are  apt  to  forget  this  fact 
when  our  hopes  are  based  upon  the  doing  of  it.  It  must  also  be 
remembered  that  it  is  not  very  unusual  for  a  copious  evacuation  to  be 
the  immediate  precursor  of  death.  More  rarely  still,  diarrhoea  may 
be  a  symptom,  and  the  explanation  given  is  that  an  enteritis  exists 
below  the  obstruction. 

Depression  or  Collapse. — I  have  already  mentioned  the  case  of  a 
woman  who  died  suddenly,  seventeen  hours  after  the  acute  strangula- 
tion of  a  right  femoral  hernia.  She  was  42  years  of  age,  a  country 
woman,  and  apparently  robust.  The  post-mortem  showed  an  acute 
strangulation,  but  the  intestine  little  damaged.  There  was  no  disease 
in  any  of  the  viscera,  and  nothing  further  was  found  to  account  for 
death.  Though  this  kind  of  heart  failure  is  fortunately  rare,  the 
pulse  is  visually  quickened,  and  in  the  later  stages  becomes  gradually 
quicker  and  weaker.  The  skin  is  usually  cool,  pale,  and  sweaty,  but 
it  may  be  cold  and  livid. 

The  facial  aspect  of  the  patient  is  expressive  of  anxiety,  the 
abdominal  face,  and  before  morphia  has  been  administered  observant 
relatives  and  friends  recognize  that  some  serious  mischief  has  been 
wrought. 

The  temperature  is  usually  not  elevated  until  secondary  changes 
have  taken  place  in  the  sac  or  in  the  general  peritoneum.  A  low 
temperature  often  attends  the  later  stages  as  one  of  the  phenomena 
of  collapse. 

In  the  early  stages  these  symptoms  are  all  due  to  nervous 
influences.  (See  Foster's  Physiology,  vol.  ii,  p.  461  :  "  That  the 
vomiting — in  obstruction  of  the  intestine,  due  to  ligature,  hernia, 
etc. — is  due  to  nervous  action,  and  not  to  any  regurgitation  of  the 
intestinal  contents,  is  shown  by  the  fact  that  it  will  take  place  when 
the  intestine  is  perfectly  empty,  and  may  be  prevented  by  section  of 
the  mesenteric  nerves.") 
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In  the-  later  stages  the  symptoms  arc  chiefly  due  to  circulatory 
dia  n«res  in  the  intestine  above  the  obstruction,  to  the  mechanical 
obstacle  to  the  passage  of  intestinal  contents,  to  toxic  absorption, 
and  to  peritonitis. 

Diagnosis. — In  many  cases  diagnosis  is  so  easy  as  to  be  made 
by  the  patient  alone.  The  presence  of  a  hernia  has  been  recognized, 
something  clearly  has  gone  wrong  with  it,  and  from  this  the  illness 
dates.  But  with  a  tender  irreducible  lump  in  one  or  other  of  the 
hernial  sites,  and  the  symptoms  and  signs  of  intestinal  obstruction, 
the  condition  is  not  always  readily  interpreted.  The  location  of  the 
pain  may  mislead  the  inexperienced  ;  it  is  felt  not  so  much  at  the 
hernial  site  as  at  the  umbilicus.  The  hardness  of  the  swelling,  its 
tenderness,  and  the  fact  that  it  is  dull  on  percussion — all  signs  so 
different  from  a  hernia  as  ordinarily  seen  by  students — have  many 
times  to  my  knowledge  misled  the  most  careful  observers.  These 
changes  are  readily  explained  by  remembrance  of  the  pathological 
conditions  mentioned,  but  they  are  not  sufficiently  emphasized  by 
teachers  and  in  text-books.  Students  should  be  taught  that  a  hard 
swelling  at  any  of  the  hernial  sites,  accompanied  by  symptoms  of 
intestinal  obstruction,  is  not  likely  to  be  an  inflamed  lymphatic  gland 
or  irritated  undescended  testicle,  but  a  strangulated  hernia  ;  and  such 
being  the  diagnosis,  its  immediate  reduction  is  demanded.  Another 
fact  which  may  be  mentioned  under  this  heading  is  that  a  femoral 
hernia  may  be  of  very  small  size,  and  this,  too,  may  be  a  misleading 
feature. 

It  is  interesting  and  instructive  to  seek  an  explanation  of  some 
mistakes  ;  hence  the  mention  of  a  few  which  have  been  impressed 
upon  me  by  an  actual  knowledge  of  them  may  not  be  without  use. 
The  rarest  cause  of  failure  in  diagnosis,  mentioned,  however,  in  every 
work  on  this  subject,  is  due  to  refusal  from  feelings  of  delicacy,  especi- 
ally on  the  part  of  females,  to  submit  to  a  satisfactory  examination 
of  the  hernial  sites,  and  in  this  way  it  is  said  a  palpable  swelling  escapes 
recognition.  I  have  never  seen  a  mistake  arise  from  this  cause.  Six 
years  ago,  I  was  requested,  late  at  night,  to  see  a  patient  very  ill  with 
faecal  vomiting.  The  history  that  her  doctor  gave  was  that  his 
patient,  an  unmarried  girl,  28  years  of  age,  had  been  vomiting  more 
or  less  for  four  days,  and  he  had  only  become  alarmed  about  her 
condition  then,  because  the  vomited  matter  had  become  faecal,  and 
she  looked  very  ill.  She  had  confided  to  him  in  strict  confidence  her 
fear  that  she  was  pregnant,  and  that  her  sickness  resulted  from  this. 
Contented  with  this  diagnosis  so  far,  he  now  began  to  doubt  that  there 
might  be  some  mistake  ;  hence  the  consultation.  I  found  a  strangu- 
lated hernia,  and  operated  at  once.  The  gut  was  gangrenous,  was 
resected  and  anastomosed,  but  she  died  in  two  days.  Post-mortem 
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examination  showed  the  cause  of  death  to  be  that  the  intestinal 
distention  still  persisted.  The  uterus  contained  a  three  months'  foetus. 

The  text-book  statement,  that  an  inflamed  femoral  gland  or  an 
inflamed  undescended  testicle  nipped  in  the  inguinal  canal  may 
produce  symptoms  closely  resembling  those  of  strangulated  hernia, 
is  responsible  for  many  mistakes.  Even  for  examination  purposes 
such  teaching  is  not  justifiable,  and  the  fact  ought  to  be  clearly  empha- 
sized as  such  a  striking  exception  to  the  proved  rule  that  no  reliable 
action  can  be  based  upon  it.  More  than  once  I  have  found  gangrenous 
intestine  in  a  hernia  regarded  and  treated  as  one  or  other  of  these 
conditions. 

Opium,  idiosyncrasy,  or  gangrene  of  the  gut  may  mask  symptoms 
and  lead  to  mistakes.  A  sufficient  dose  of  opium  may  check  the 
vomiting,  relieve  the  pain,  restore  to  the  patient  the  sense  of  well- 
being,  and  so  mask  every  serious  symptom  that  all  anxieties  are 
relieved  and  precious  time  wasted. 

Idiosyncrasy  is  also  a  considerable  factor  in  the  production  of 
symptoms.  It  is  surprising  to  know  how  few  anxious  symptoms 
may  be  in  evidence  when  the  patient  is  a  man  of  robust  constitution, 
inured  to  hardships  and  with  a  nervous  system  well  under  control. 
The  first  serious  appearances  in  such  a  case  may  be  the  sudden  and 
final  collapse  immediately  preceding  death. 

Gangrene  of  gut  is,  however,  under  this  heading  of  greatest 
importance.  Even  yet  it  is  not  sufficiently  recognized  that  a  patient 
with  gangrenous  hernia  may  be  in  such  good  condition  as  to  deceive 
every  one  concerned.  The  early  urgent  symptoms  have  ceased  and 
relative  calm  has  followed.  The  explanation  is  obvious  when  it  is 
remembered  that  dead  nerves  can  convey  no  impulses.*  Some  of  my 
cases  of  gangrenous  hernia  have  walked  into  the  wards  and  have  been 
astonished  to  learn  that  their  condition  was  regarded  seriously. 

The  great  majority  of  mistakes  here,  as  in  other  medical  and 
surgical  departments,  arise  from  making  either  an  incomplete 
examination  or  none  at  all.  Every  medical  student  should  be  taught, 
without  the  possibility  of  forgetting  it,  that  in  every  case  of  vomiting, 
attended  by  abdominal  pain,  his  first  and  supreme  duty  is  to  examine 
with  the  utmost  care  the  hernial  sites.  No  more  valuable  lesson  can 
be  imparted.  In  a  few  rare  cases  examination  of  the  hernial  sites  in 
an  ordinary  way  may  discover  nothing. 

A  strangulated  hernia  causing  urgent  symptoms  may  be  present 
and  no  palpable  tumour.  This  occurs  both  in  the  case  of  inguinal 
and  femoral  hernias.  A  remarkably  robust  woman,  23  years  of  age, 
first  came  under  my  observation  on  the  eighth  day  after  the  com- 

*  This  truth  requires  repetition. 
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nieneement  of  symptoms  of  acute  intestinal  obstruction  Two  years 
previously  a  hernia  had  made  its  appearance  in  the  right  femoral 
region,  but  went  back  after  poulticing.  At  the  time  of  my  visit 
an  ill-defined  fullness  was  found  in  the  right  femoral  ring,  but  no 
definite  tumour.  The  patient's  skin,  especially  that  of  the  face, 
arms,  and  hands,  was  of  a  striking  livid  red  colour.  Her  hands  were 
cold,  and  her  mind  was  wandering.  With  just  sufficient  ether  to 
keep  her  quiet  an  incision  was  made  over  the  crural  canal,  exposing  a 
portion  of  gangrenous  intestine.  Next  day  I  found  on  post-mortem 
examination  a  well-marked  example  of  Richter's  hernia,  a  gangrenous 
patch  involving  about  one-third  of  the  circumference  of  the  gut  on 
its  convexity.  There  was  diffuse  general  peritonitis,  which  had 
caused  death. 

A  man  between  40  and  50  years  of  age  had  on  several  occasions 
been  troubled  by  a  hernia,  which  had  been  reduced  by  taxis.  One 
Sunday  morning  a  small  hernia  was  noticed,  and  by  the  afternoon 
the  symptoms  and  signs  of  strangulation  in  it  were  well  marked.  In 
the  evening  an  attempt  was  made,  under  chloroform,  to  reduce  it  by 
taxis,  and  it  disappeared.  During  the  Sunday  night  he  was  sick  and 
pained.  On  Monday  afternoon  I  was  asked  to  see  him,  for  there  had 
been  no  passage  of  flatus  or  faeces,  and  though  he  was  not  sick  he  did 
not  appear  to  be  entirely  relieved.  In  appearance  I  found  him  some- 
what dejected,  with  furred  tongue,  occasional  slight  abdominal  pain, 
and  some  tympanitic  distention.  On  examination  no  tumour  could 
be  found,  but  a  slight  fullness  with  tenderness  and  increased  resistance 
was  felt  on  examination  of  the  left  inguinal  region.  The  external 
ring  was  patent,  and  a  finger  went  readily  into  the  inguinal  canal. 
The  patient's  general  health  was  excellent ;  his  pulse  and  temperature 
were  normal,  and  on  Monday  evening  he  walked  without  assistance 
into  the  next  room  and  got  on  to  the  operation  table.  On  opening 
up  the  inguinal  canal  a  small  knuckle  of  gangrenous  gut  was  found 
lying  at  its  upper  part,  tightly  constricted  by  the  internal  ring. 

Treatment. — Every  victim  of  strangulated  hernia  should  be 
mentally  pictured  as  stamped  all  over  in  big  letters  with  the  motto, 
"  Delay  is  death." 

In  a  recent  case,  one  where  the  hernia  has  not  been  down  more 
than  a  few  hours,  the  patient  is  put  to  bed,  the  swelling  and  the 
surrounding  skin  are  covered  by  a  towel  wrung  out  of  1  in  1000  corro- 
sive lotion  ;  outside  of  this  an  ice-bag  is  placed  ;  the  whole  body, 
except  the  face,  is  wrapped  up  thickly  with  blankets  and  packed 
round  with  hot  bottles  ;  the  foot  of  the  bed  is  elevated  on  two  chairs 
and  a  J-gr.  suppository  of  morphia  is  introduced  into  the  rectum. 
Meanwhile  all  the  preparations  are  made  for  operation,  which  may 
be  unnecessary,  as  in  the  majority  of  cases  on  removing  the  pack, 
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after  two  hours'  sweating,  the  hernia  has  disappeared.  If  not,  a 
gentle  attempt  may  be  made  for  a  short  time  to  reduce  the  hernia  by 
taxis.  This  is  likely  to  succeed  if  the  swelling  is  not  very  tender  on 
manipulation,  is  softer  than  at  first,  or  shows  any  signs  of  yielding, 
especially  the  gurgling  accompanying  the  reduction  of  bowel.  Nothing 
approaching  force  should  be  used,  and  decided  pain  should  stop  all 
further  proceedings  in  this  direction.  I  shall  never  forget  an  early 
experience  of  the  possibilities  of  rough  taxis.  Sent  for  to  see  a  patient, 
a  middle-aged,  healthy  man,  with  strangulated  hernia,  I  advised 
immediate  operation.  Before  this  was  consented  to,  the  patient  and 
his  friends  asked  for  and  obtained  the  assistance  of  an  older  and  more 
experienced  practitioner.  He  disapproved  of  operation,  and  volun- 
teered to  prove  to  me  the  advantages  of  taxis.  "  Operation  be 
damned  ;  I'll  put  it  back,"  he  said.  He  grasped  the  tumour  in  two 
rough  hands,  and  squeezed  it  firmly  for  some  time.  Suddenly  the 
patient,  flinging  up  his  arms,  shouted  wildly,  "  Doctor,  you  have 
killed  me  !  "  The  swelling  was  now  flaccid  ;  two  hours  later  the 
patient  died,  and  post-mortem  showed  a  loop  of  ruptured  gut  in  the 
sac,  and  faecal  fluid  in  it  and  in  the  general  peritoneal  cavity. 

Bearing  in  mind  the  influence  of  the  dose  of  opium  administered 
in  relieving  all  symptoms,  the  need  for  prompt  and  decided  action 
in  case  of  failure  of  these  measures  will  still  be  apparent.  A  three 
hours'  trial  of  the  method  suggested  would  be  my  outside  limit.  All 
preparations  for  operation  being  made,  the  patient  is  next  anaesthetized, 
on  the  understanding  that  if  taxis  does  not  succeed  herniotomy  will 
be  done  before  his  recovery  from  the  anaesthetic.  I  confess  to  a  fear 
of  taxis  from  having  seen  calamities  follow  it  that  would  certainly 
have  been  avoided  by  herniotomy.  More  than  once  I  have  observed 
reduction  en  masse  follow  what  appeared  to  be  gentle  and  satisfactory 
manipulation  by  skilled  hands.  It  is  time  that  the  mention  of  this  as 
ordinary  treatment  for  strangulated  hernia  should  be  expunged  from 
surgical  text-books.  It  should  only  be  borne  in  mind  as  a  special 
resource  for  very  early  and  exceptionally  situated  cases,  and  as  an 
inducement  to  patients  too  timid  to  face  straightly  the  inevitable. 

The  operation  is  performed  in  the  same  manner  as  that  for  the 
radical  cure  of  hernia,  which  will  subsequently  be  fully  described. 
Only  the  points  special  to  the  operation  for  strangulated  hernia  need 
be  dealt  with  here.  In  inguinal  cases,  the  ordinary  incision  should  be 
prolonged  downwards  into  the  scrotum  to  give  free  access.*  The  sac 
is  exposed  by  division  of  the  layers  covering  it  between  two  pairs  of 
clip  forceps,  by  which  they  are  nipped  up  and  drawn  forwards.  The 
sac  is  opened  and  washed  with  hot  salt  water  (1  drachm  to  a  pint)  ; 

*  The  inguinal  incision  alone  suffices. 


SURGICAL     CONTRIBUTIONS— ABDOMINAL  461 

the  constriction  is  then  relieved,  the  contents  arc  drawn  down  and 
carri'ully  examined,  and  the  operation  should  he  completed  by  per- 
forming a  radical  cure. 

The  ordinary  operation  is  as  a  rule  easy,  though  difficulties  of 
the  most  confusing  kind  are  occasionally  met  with.  The  most 
important  difficulty  in  ordinary  cases  is  that  of  recognizing  when 
the  sac  is  opened  and  the  gut  exposed.  The  operation  should  be 
done  steadily  and  systematically  as  soon  as  the  neighbourhood  of  the 
sac  is  reached.  It  is  an  excellent  plan  to  nip  up  the  coverings  trans- 
versely to  the  swelling  between  the  thumb  and  the  finger,  by  which  an 
estimate  of  their  thickness  may  be  formed  and  satisfactory  proof 
established  that  they  move  freely  over  the  underlying  gut.  This 
point  settled,  the  same  fold  is  caught  on  either  side  by  haemostatic 
forceps,  between  which  it  is  held  forward  and  divided.  A  fresh  grasp 
is  to  be  taken  on  either  side  in  a  similar  way  after  the  division  of  the 
first  layers  until  the  sac  drawn  forwards  away  from  the  bowel  is  safely 
opened.  There  is  no  known  anatomical  or  other  guide  which  tells 
with  certainty  that  bowel  has  been  reached,  but  the  escape  of  fluid 
usually j makes  this  plain,  and  it  should  be  regarded  as  an  aphorism 
that  if  there  is  any  doubt,  the  sac  is  not  opened.  Intestine  can  scarcely 
fail  to  be  recognized  as  such,  and  what  looks  like  bowel  is  usually 
sac  distended  by  fluid.  If  the  fluid  is  dark  and  bloody,  the 
resemblance  to  bowel  is  so  close  that  it  requires  a  courageous  belief 
in  the  probability  of  the  above  statement  to  make  the  necessary 
incision.  In  one  case  T  made  a  post-mortem  in  which  hernia  and  sac 
were  reduced  en  masse  from  failure  to  recognize  that  the  sac  was 
unopened,  and  I  have  been  called  upon  to  perform  laparotomy  after 
an  operation  for  hernia  unsuccessful  from  the  same  cause.  On  the 
other  hand,  I  have  only  once  opened  the  bowel  by  mistake,  and  that 
in  a  femoral  hernia  where  the  inflamed  intestine  was  adherent  to  the 
sac  wall.  Careful  cleansing,  followed  by  a  continuous  suture  through 
all  coats  close  to  the  cut  margin,  and  a  few  Lembert  sutures  outside 
of  this,  goes  far  towards  making  the  accident  inconvenient  rather 
than  dangerous.  The  strangulated  contents  being  certainly  exposed, 
the  constricting  part  should  be  fairly  divided  and  dilated,  and  the 
contents  of  the  sac  gently  drawn  down  for  examination  of  the  stric- 
tured  portion,  because  that  is  the  place  where  damage  is  most  likely 
to  have  been  inflicted.  Additional  care  must  be  taken  in  handling 
the  intestine  of  old  people,  for  at  times  (though  apparently  normal) 
it  is  so  brittle  as  to  tear  like  tissue-paper.  If  the  gut  is  to  be  returned, 
this  should  be  accomplished  without  force,  and  its  presence  in  the 
abdominal  cavity  must  be  certified  by  the  introduction  of  a  finger 
after  it.  If  omentum  has  to  be  ligatured  and  cut  off,  and  this  is  only 
to  be  done  when  it  is  damaged,  half  an  inch  of  stump  should  be  left 
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beyond  the  ligature,  which  is  to  be  tightly  secured  by  at  all  events 
one  transfixion.  Care  must  be  taken  in  reducing  the  stump  not  to 
disarrange  the  ligature,  for  I  have  seen  a  case  in  which  at  the  moment 
of  somewhat  forcible  reduction  of  the  omental  stump  the  ligature 
slipped,  haemorrhage  followed,  and  the  wounded  omentum  was  with 
difficulty  recovered  by  forceps  pushed  into  the  abdomen.  The  patient 
died  of  peritonitis,  it  may  fairly  be  said  in  consequence  of  this  accident, 
for  the  case  was  otherwise  a  favourable  one. 

As  a  rule  the  sac  may  easily  be  separated  from  its  connections 
by  drawing  on  it  and  teasing  it  out  with  the  fingers  and  dissecting 
forceps.  It  should  then  be  isolated  up  to  a  point  within  the  ring, 
tied  firmly  round  its  neck  with  strong  catgut  and  a  Staffordshire  knot, 
and  cut  off  half  an  inch  outside  of  this.  The  proper  removal  of  the 
sac  is  the  most  important  item  in  the  radical  cure  of  hernia  as 
ordinarily  performed,  for  by  it  the  peritoneal  dimple  within  the  ring 
is  obliterated,  and  a  month's  rest  with  careful  bandaging  suffices  to 
cure  a  fair  percentage  of  cases. 

For  femoral  hernia  the  incision  I  employ  is  oblique,  below  and 
in  the  line  of  Poupart's  ligament.  After  the  sac  has  been  opened 
and  cleansed,  it  is  separated  on  the  inner  side  up  to  Gimbernat's 
ligament.  A  hernia  director  is  then  pushed  through  between  the  sac 
and  Gimbernat's  ligament,  and  so  outside  of  the  former.  Gimbernat's 
Jigament  is  notched.  The  sac  is  then  further  separated  and  drawn 
down,  and  its  neck  is  divided  from  below  upwards  by  blunt-pointed 
scissors  so  far  as  is  required  to  relieve  the  constriction.  The  object 
of  this  manoeuvre  is  to  prevent  that  high  notching  of  the  sac  produced 
by  the  usual  cut  made  with  a  bistoury  from  its  inside,  which  prevents 
the  satisfactory  subsequent  closure  of  it  by  ligature.* 

The  intestine  may  be  so  much  damaged  as  to  make  its  recovery 
doubtful.  When  it  is  of  a  reddish  brown  or  a  plum  colour,  neither 
of  which  rapidly  disappears  when  the  constriction  is  relieved ;  or  it  is 
incapable  of  contracting  when  squeezed  between  the  finger  and  thumb, 
then  one  of  two  courses  may  be  followed  :  (1)  immediate  resection, 
or  (2)  a  long  suture  should  be  attached  to  the  mesentery,  the  constric- 
tion divided,  and  the  bowel  returned  into  the  abdominal  cavity,  but 
retained  near  the  ring  by  the  mesenteric  suture.  A  full-sized  glass 
drainage  tube  is  left  beside  it,  keeping  the  canal  patent  and  allowing 
of  the  escape  of  intestinal  contents  should  rupture  occur.  No  or  few 
sutures  should  be  used  for  the  wound,  and  the  sac  should  be  left  open, 
lightly  packed  with  antiseptic  gauze.  I  prefer  the  former  of  these 
methods  as  being  safer  when  the  circumstances  favour  it.  Resection 

*  So  far  as  I  know  this  point  is  not  noticed  in  any  work  on  the 
subject,  but  it  is  of  great  importance. 
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of  the  small  intestine  is  attended  by  very  small  risk.  When  gangrene 
of  the  gut  has  occurred,  if  it  be  limited  to  the  constricted  ring,  this 
may  be  infolded  by  Lemberfs  sutures  and  returned  to  the  belly. 
When  gangrenous  spots  appeal-  on  the  convexity  of  the  intestine. 
it  should  be  treated  as  if  totally  gangrenous  already,  for  if  returned 
into  the  abdomen  it  soon  becomes  so  from  thrombosis  of  its  mescnteric 
vessels.  A  portion  of  bowel  torn  beyond  repair  during  the  operative 
manipulation,  or  the  mesentery  of  which  is  seriously  damaged,  should 
be  resected. 

If  the  intestine  is  already  gangrenous,  there  is  great  difference 
of  opinion  amongst  surgeons  as  to  the  method  of  treatment  to  be 
adopted.  I  will  shortly  describe  my  own  practice.  If  the  patient 
is  in  fair  condition,  and  the  abdomen  is  not  distended,  I  perform  resection 
of  the  gangrenous  gut,  taking  care  to  go  wide — fully  half  an  inch*- 
of  the  constricted  area,  and  then  make  an  anastomosis.  For  this 
purpose  I  prefer  suture  without  any  mechanical  aid,  and  a  lateral 
anastomosis  after  closure  of  the  ends  ;  but  in  cases  done  with  little 
assistance,  or  in  which  the  operation  has  to  be  performed  hurriedly, 
the  Murphy  button  is  as  excellent  as  it  is  ingenious.  If  the  abdomen 
is  much  distended,  however  good  the  condition  of  the  patient  may  be, 
I  drain  the  intestine,  leaving  a  faecal  fistula.  On  opening  the  gan- 
grenous intestine,  one  of  two  things  may  happen  :  frequently  the 
discharge  is  very  small  in  amount ;  in  that  case  the  constriction  must 
be  freely  divided,  a  healthy  portion  of  gut  drawn  down  and  a  glass 
tube  tied  in  it  for  purposes  of  drainage  ;  if  the  patient  recovers,  at  a 
subsequent  date  resection  of  the  faecal  fistula  and  anastomosis  are 
made.  Again,  when  the  gangrenous  gut  is  opened  there  may  be  a 
free  discharge  of  the  intestinal  contents  following  the  opening.  In 
this  case,  if  the  patient  be  very  feeble,  it  is  well  to  do  nothing  more, 
thus  leaving  the  adhesions  round  the  strictured  bowel  undisturbed 
and  the  faecal  fistula  resulting  to  be  closed  by  a  subsequent  operation 
if  the  patient  recovers,  and  if  it  does  not  do  so  spontaneously. 

After-treatment. — If  the  patient  has  been  operated  upon  before 
the  general  condition  has  seriously  deteriorated,  or  the  strangulated 
intestine  has  been  organically  damaged,  a  straightforward  recovery 
may  be  anticipated  with  confidence.  Until  flatus  has  been  passed 
sips  of  hot  water  or  weak  tea,  with  a  small  quantity  of  milk,  should 
be  the  only  nutriment  allowed.  If  the  bowels  have  not  been  freely 
and  spontaneously  moved  by  the  fourth  day,  a  soap  and  water  enema 
— one  and  a  half  pints — is  usually  successful.  In  old  or  weak  people, 
or  when  the  bowel  does  not  regain  its  colour  rapidly  during  the  opera- 
tion, a  hot  india-rubber  bag  is  ordered  to  be  worn  continuously  on 

*  It  should  be  at  least  half  a  foot. 
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the  abdomen,  or,  if  the  weight  of  this  be  complained  of,  a  hot  bran  bag 
is  substituted.  The  only  common  difficulty  in  such  simple  cases  is 
that  of  retention  of  urine.  In  many  instances  a  catheter  is  required 
once  or  more  frequently  after  operation,  for  with  complete  retention 
it  should  be  used  every  eight  hours.  The  use  of  this  may  introduce 
another  complication — cystitis — and  in  former  years  we  had  much 
trouble  from  this  in  our  abdominal  cases.  Since  we  taught  our  nurses 
that  they  were  responsible  for  this  trouble,  and  that  it  was  brought 
about  by  the  introduction  of  dirt  on  the  catheter,  and  was  consequently 
avoidable  by  the  proper  use  of  antiseptics,  we  have  had  small  experi- 
ence of  it. 

Apart  from  the  genuine  ordinary  attacks  of  urinary  retention 
there  are  more  insidious  and  misleading  forms  of  it  to  be  remembered. 
If  a  patient  on  the  fourth  or  fifth  day  after  operation  is  not  doing 
well,  has  no  appetite  and  a  dirty  tongue,  careful  enquiry  should  be 
made  as  to  the  urinary  excretion.  In  women  past  middle  age  it  is 
not  rare  to  be  told  that  there  is  no  power  to  retain  the  urine,  and  the 
cause  of  this  may  be  cleared  up  by  the  finding  of  a  definite  hypogastric 
swelling,  pressure  on  which  causes  a  desire  to  micturate.  So  soon 
as  the  bladder  is  regularly  emptied  by  a  catheter  the  general  condition 
of  such  patients  improves,  for  the  apparent  incontinence  is  due  to 
overflow.  In  men  too,  especially  elderly  men,  the  bladder  may  cause 
trouble,  unless  it  be  remembered  that  frequent  desire  to  micturate, 
or  incontinence,  may  mean  imperfect  emptying  of  that  viscus.  A 
rise  of  temperature  of  more  than  three  days'  duration,  without 
abdominal  or  chest  symptoms,  suggests  wound  infection,  and  demands 
inspection  of  the  wound  and  its  appropriate  treatment.  Ordinarily 
the  dressing  is  left  unmolested  for  ten  days.  Vomiting,  after  the 
effect  of  the  anaesthetic  has  passed  off,  is  an  anxious  symptom,  and 
suggests  the  possibility  of  serious  abdominal  complications.  The 
treatment  we  have  found  to  be  most  effective  is  to  stop  all  nourish- 
ment by  the  mouth,  and  to  administer  first  half  a  pint  of  hot  water 
in  which  30  gr.  of  bicarbonate  of  soda  has  been  dissolved,  and,  if  this 
fails,  to  wash  the  stomach  thoroughly  out  with  a  soft  rubber  stomach 
tube  and  warm  water.  Vomiting  which  persists,  in  spite  of  these 
measures,  is  likely  to  be  due  to  peritonitis,  or  to  continued  obstruction 
from  perforation  or  gangrene,  or  paresis  of  the  intestine. 

Inability  to  pass  flatus  at  the  end  of  twenty-four  hours,  if  un- 
attended by  distention,  especially  in  the  epigastric  triangle,  and 
relieved  at  once  by  the  use  of  a  turpentine  enema  (1  oz.  of  turpentine 
in  10  oz.  of  barley  water,  followed  by  one  pint  of  soap  and  water), 
is  not  uncommon.  The  same  inability,  attended  by  severe  rumbling 
pain,  or  with  distention,  tenderness,  and  rigidity  of  the  abdominal 
parietes,  points  to  the  same  complications  as  does  vomiting — viz., 
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IH ritonitis  or  obstruction — and  in  such  grave  conditions  the  one  is 
the  constant  companion  of  the  other. 

The  condition  of  the  bowels  is  normally  one  of  mild  constipation, 
readily  overcome  by  the  administration  of  an  enema  or  a  dose  of 
castor  oil.  A  more  persistent  constipation,  if  unaccompanied  by 
pain,  vomiting,  or  distcntion,  usually  only  demands  more  active 
measures,  but  may  mean  intestinal  paresis.  In  a  later  stage  of  this, 
the  previously  mentioned  anxious  symptoms  develop.  Abdominal 
massage  and  the  internal  use  of  strychnine  (4  minims  of  liq.  strychnia 
every  four  hours),  with  the  turpentine  enema  repeated  every  two 
hours,  are  the  most  promising  forms  of  treatment. 

Diarrhoea  in  exceptional  cases  takes  the  place  of  constipation. 
During  the  first  thirty  hours  it  may  mean  the  unloading  of  intestines 
distended  by  irritating  fluid  contents,  and  requires  no  treatment. 
Later  it  suggests  enteritis  or  more  serious  damage  to  the  reduced  bowel. 
If  the  motion  is  not  unduly  offensive,  and  the  discharge  weakening, 
small  and  frequently  repeated  meals  of  hot  milky  foods,  with  a  powder 
of  10  gr.  of  bismuth  trinit.  and  5  gr.  of  pulv.  ipecac. -co.  every  four 
hours,  is  our  ordinary  treatment.  If  the  motions  are  offensive,  and 
blood-stained  ulceration  or  sloughing  of  the  bowel  is  suggested,  the 
treatment  is  a  hot  milk  diet,  hot  bottle  on  the  abdomen,  and  hydrarg. 
c.  creta  gr.  2  night  and  morning. 

The  facial  appearance  of  the  patient  is  the  best  single  guide,  and 
it  is  usually  easy  to  see  at  the  first  glance  whether  the  case  is  going 
well  or  ill. 

Persistent  rapidity  of  the  pulse  indicates  that  all  is  not  well, 
and  this,  along  with  persistent  dryness  of  the  tongue,  may  be  the  only 
definite  signals  of  an  impending  catastrophe.  More  than  once  I  have 
found,  on  post-mortem  examination  of  patients  who  presented  those 
signs  for  days,  that  their  apparently  somewhat  sudden  death  when 
recovery  should  have  been  assured,  and  when  the  ordinary  appearances 
were  not  far  amiss,  was  brought  about  by  perforation  of  an  ulcer 
of  the  constricted  ring  of  reduced  intestine. 


DR.     GOFTON'S     REPORT. 

During  the  six  months,  July  to  December,  1900,  there  were  six 
cases  of  strangulated  hernia  under  Mr.  Morison's  care,  of  which  two 
died.  Of  these  four  were  inguinal,  one  femoral  and  one  umbilical; 
one  inguinal  hernia  and  the  umbilical  hernia  died.  Of  the  deaths, 
the  first  was  due  to  peritonitis,  present  at  the  time  of  operation  ;  the 
second  was  due  to  exhaustion  and  shock  of  secondary  operation  for 
intestinal  anastomosis  and  removal  of  gangrenous  gut. 

A  30 
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Two  FATAL  CASES. 

Strangulated  umbilical  hernia — Gangrene  of  gut — Lateral  anastomosis 
some  days  later. 

T.  D.,  56,  carrier. 

Strangulated  umbilical  hernia  of  several  days'  duration.  Patient  very 
ill  on  admission.  Operation  showed  gangrenous  gut.  Opened  and  drained. 
Five  days  later  lateral  anastomosis  without  anaesthetic.  Death. 

Post-mortem  showed  nothing  surgically  wrong. 

Vol.  84,  p.  144. 

Bubonocele — Strangulation  of  twenty-four  hours'  duration — Portion 
of  small  gut  with  its  mesentery  gangrenous — Incision  prolonged  back 
into  loin — General  septic  peritonitis  —  Gut  opened  —  Necropsy  showed 
perforation  of  gut  at  mesenteric  attachment,  and  escape  of  contents 
into  belly. 

G.  H.,  age  45.     Admitted  July  27,  1900. 

History. — He  was  in  his  usual  health  until  yesterday  (twenty-four  hours 
before  admission),  and  whilst  at  work  felt  a  pain  in  the  lower  part  of  his 
abdomen.  It  was  not  at  first  very  severe,  and  he  finished  his  work  at  5  p.m. 
(one  hour  after  the  onset  of  the  pain).  On  getting  home  he  was  obliged  to 
go  to  bed.  About  7  o'clock  he  took  some  castor  oil  and  vomited.  Since 
then  he  has  vomited  about  every  three  hours. 

His  bowels  acted  in  the  morning  before  his  attack,  but  he  had  passed 
no  flatus  or  fasces  since. 

On  admission  he  looked  ill  ;  tongue  moist,  coated  with  white  fur  ; 
pulse,  114  ;  temperature,  101°  ;  vomiting  faeculent  matter. 

Abdomen. — Generally  a  little  distended  and  tender,  but  not  rigid.  On 
the  left  side  rigid,  and  a  definite  localized  swelling  extending  from  the 
anterior  superior  iliac  spine  to  the  pubes,  and  about  3^  in.  broad.  The 
tumour  was  resonant.  There  was  a  bubonocele  on  the  right  side,  and  easily 
reducible.  Nothing  felt  per  rectum. 

Operation. — The  left  inguinal  canal  was  opened  and  explored.  A  hernial 
sac  was  found.  It  contained  a  strangulated  loop  of  gut,  a  portion  of  which 
and  its  attached  mesentery  were  gangrenous.  Faeces  and  flatus  escaped  from 
holes  in  the  gangrenous  portion  close  to  the  mesentery.  The  incision  was 
extended  back  into  the  left  loin,  and  the  peritoneum  was  opened  in  the 
whole  length  of  the  incision.  General  purulent  peritonitis  was  present.  The 
whole  wound  was  left  open  and  packed  with  gauze.  The  gangrenous  gut 
was  opened  and  allowed  to  drain.  Death  one  hour  later. 

Post-mortem  examination  showed  perforation  of  the  gut  at  its  mes- 
enteric attachment,  extravasation  of  faeces  between  the  layers  of  the 
mesentery,  rupture  through  the  mesentery,  and  general  peritonitis. 

ILLUSTRATIVE    CASES. 

Private  Hospital  Notes.     Vol.  68,  p.  115. 

Strangulated    Inguinal    Hernia — went    back    as    patient    was    being 
anaesthetized. 

M.,  age  22.     Patient  had  noticed  a  swelling  the  size  of  a  marble  in  his 
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left  groin  for  two  years.  lie  had  always  been  able  to  reduce  it  himself 
until  two  days  a^o.  when  lie  found  it  painful  and  irreducible. 

1  lc  was  operated  upon  immediately  on  being  seen.  The  patient  vomited 
during  the  administration  of  the  anaesthetic,  and  the  hernia  suddenly 
disappeared. 

The  operation  was  completed  by  the  performance  of  a  radical  cure. 
Recovered. 

Private  Hospital  Notes.     Vol.  1,  p.  270. 

Inguinal  Hernia     Strangulation  :ci-t/t  reduction  en  masse —  Operation 
— Death  in  five  days  from  paralytic  ileus. 

>.!.,  age  55.     He  had  a  left  inguinal  hernia  for  several  years. 

Two  days  ago  it  became  strangulated,  and  was  reduced  by  his  medical 
man  under  chloroform. 

When  I  saw  him  his  general  condition  was  fair.  He  was  in  great  pain 
and  frequently  vomiting — faecal  matter.  There  was  no  hernia.  His  abdomen 
was  swollen  and  tense,  but  not  tender.  There  was  no  rumbling,  though 
some  had  been  heard.  Low  down  in  the  left  side  there  was  an  indefinite 
resisting  mass,  which  was  tender.  Diagnosis,  reduction  en  masse. 

Operation,  Nov.  3,  1902. — Abdomen  opened  in  middle  line.  On  intro- 
ducing my  hand  on  the  left  side,  the  distended  bowel  was  felt  to  end  in  a 
ring-like  opening,  from  which  the  bowel  could  not  be  withdrawn.  The  ring 
was  divided  with  scissors  and  the  bowel  released.  The  whole  sac  writh  its 
contents  had  been  pushed  back  into  the  abdomen.  There  was  about  four 
inches  of  gut,  of  a  dark-claret  colour,  with  a  roughened  surface  and  a  deep 
ring  of  constriction  where  it  had  been  strangulated.  The  whole  of  the 
damaged  bowel  was  surrounded  by  omentum  stitched  over  it,  and  returned. 

The  patient  was  put  to  bed  in  good  condition. 

Death  five  days  later. 

Post-mortem  examination  showed  no  peritonitis  or  perforation,  only 
enormous  distention  of  the  intestines. 

Private  Hospital  Notes.     Vol.  25,  p.  2. 
Strangulated  inguinal  hernia — No  external  tumour. 

M.,  age  42.  Admitted  Jan.  18,  1895,  with  intestinal  obstruction  of  one 
week's  duration. 

History. — Five  years  ago  he  had  an  attack  of  bronchitis,  and  the  cough 
brought  on  an  illness  similar  to  the  present  one,  but  it  lasted  for  only  eight 
hours,  and  was  accompanied  by  a  small  swelling  in  the  groin  which  dis- 
appeared. It  reappeared  during  an  attack  of  coughing  six  months  ago,  and 
along  with  it  he  had  bad  abdominal  pain  for  five  hours.  He  had  seen  no 
swelling  since. 

On  admission  his  abdomen  was  moderately  distended.  Intestinal  move- 
ments were  visible  through  the  naked  abdominal  wall,  and  the  dilated 
intestinal  coils  took  the  oblique  ladder  type.  There  was  no  external 
appearance  of  hernia.  By  careful  palpation  a  rounded  swelling  about  the 
size  of  a  pigeon's  egg  could  be  felt  in  the  right  inguinal  canal. 

Operation. — Jan.  18,  1895.  The  inguinal  canal  was  exposed  by  division 
of  the  external  oblique  aponeurosis.  The  sac  contained  straw-coloured  fluid 
and  a  loop  of  congested  small  intestine.  The  constriction  was  at  the  neck 
of  the  sac  in  the  position  of  internal  ring.  Radical  cure. 

After-progress. — Hiccough  troublesome  during  first  five  days.    Recovered. 
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Infirmary  Notes.     Vol.,  July  to  December,  1901,  p.  414.     Males. 
Inflamed  hernia — Lymph  in  sac — Short  strangulation. 

J.  C.  F.,  age  57.     Admitted  Oct.  30,  1901.     Alcoholic. 

History. — He  had  noticed  a  swelling  for  five  years.  For  the  last  six 
months  he  had  pain  in  it.  It  became  so  bad  three  months  ago  that  he  went 
into  the  Union  Hospital  for  three  weeks.  He  had  frequent  vomiting  for  six 
months. 

On  the  morning  of  admission,  whilst  standing  in  the  station,  the  lump 
suddenly  enlarged,  and  became  so  painful  that  he  fell.  The  bowels  usually 
regular — moved  this  morning. 

On  Admission. — He  was  pale,  pulse  120,  temperature  102° — frequently 
vomiting.  In  the  left  groin  the  tissues  were  cedematous,  and  there  was  a 
very  tender  irreducible  inguinal  hernia,  without  impulse  on  coughing  ;  dull 
on  percussion. 

Operation  (Mr.  Angus)  same  day.  The  sac  was  very  cedematous,  and 
contained  adherent  epiploical  appendages  and  a  knuckle  of  the  sigmoid 
flexure  of  the  colon.  The  gut  was  thickened  and  had  flakes  of  lymph  on  it. 
The  gut  was  not  dark.  Radical  cure.  Ill  for  days  ;  profuse  suppuration 
of  wound.  Recovered. 

Vol.,  July  to  Dec.,  1901,  p.  416. 
Strangulated  scrotal  hernia  in  a  child  of  ten  months. 

St.  Mel.,  age  10  months. 

History. — Hernia  noticed  at  two  months  old  ;  four  months  ago  it 
became  strangulated,  and  was  reduced  with  difficulty  under  chloroform. 
Four  hours  before  admission  (July  15,  1901)  it  again  became  strangulated.  It 
was  very  tense  and  irreducible.  There  was  clear  fluid  in  the  sac,  and  several 
inches  of  congested  small  intestine,  which  was  washed  with  saline.  The 
congenital  sac  was  separated  and  ligatured  off  above,  the  lower  part  being 
left  open.  The  external  oblique,  which  had  been  divided,  was  sutured. 
Wound  entirely  closed  with  catgut.  Recovered. 

Vol.  80,  p.    18. 

Inguinal — Strangulation  of  six  days'  duration — Operation  under  local 
anaesthesia — Gut  opened  and  drained — Death  showed  gangrenous  hernia 
of  omentum. 

J.  G.  R.,  age  25. 

History. — He  had  a  right  inguinal  hernia  for  years.  Last  year  he  had 
several  attacks  of  strangulation. 

Six  days  ago  the  hernia  came  down.  He  could  not  get  it  back,  and  it 
was  painful.  He  had  no  vomiting  till  the  day  before  admission,  but  was 
too  ill  to  give  a  complete  history. 

On  Admission. — He  looked  very  ill  ;    pulse  was  120,  small,  and  feeble. 

There  was  a  right  inguinal  hernia  extending  into  the  scrotum,  not  large, 
very  tender,  tense,  dull  on  percussion.  His  abdomen  was  very  much  dis- 
tended and  tense. 

Operation. — Lasted  thirty-five  minutes  ;  took  only  one  drachm  chloro- 
form. Skin  frozen  with  ethyl  chloride.  The  sac  contained  a  large  mass  of 
omentum,  black,  and  adherent  to  sac  ;  the  vessels  in  it  were  thrombosed  ; 
there  was  no  gut.  The  omentum  was  ligatured  in  small  sections  and  excised. 
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A  |)ortion  of  distended  gut  was  drawn  down  out  of  the  belly  and  opened  and 
drained  with  a  Paul's  glass  tube,  which  was  tied  in. 

A  very  little  yellow  fjrccs.  but  no  or  very  little  flatus,  escaped,  and  the 
distent  ion  was  not  relieved.  He  was  apparently  no  worse  after  the  operation. 
Death  twenty-one  hours  later. 

Post-mortem  examination  showed  the  intestine  already  fixed  in  the 
incision.  The  small  intestine  was  very  much  distended  and  congested,  the 
lower  portion  least  distended  and  most  congested,  higher  most  distended  and 
least  congested.  The  piece  of  gut  which  had  been  opened  was  black  and 
gangrenous.  There  was  no  peritonitis.  The  conclusion  we  arrived  at  in 
considering  this  case  in  the  light  of  the  post-mortem,  was  that  the  original 
strangulation  concerned  the  omentum  only.  The  day  before  his  admission 
(first  vomiting)  a  portion  of  gut  descended  and  was  reduced  during  the 
operative  manipulations. 

Vol.  80,  p.   13. 
Left  scrotal  hernia.,  very  large,  contained  eight  inches  of  sigmoid. 

W.  R.,  age  39. 

History. — When  a  child  he  had  a  left  scrotal  hernia.  He  wore  a  truss 
two  years,  but  the  hernia  sometimes  came  down. 

He  had  not  worn  a  truss  for  thirty  years.  The  hernia  kept  up  for  months 
at  a  time  ;  sometimes  it  had  not  come  down  for  a  year.  When  down  it 
gave  him  pain,  but  he  did  not  vomit.  He  could  always  reduce  it  himself. 
Last  year  it  was  down  three  times.  Seven  days  ago  it  came  down,  was  very 
painful,  and  was  reduced  with  difficulty. 

Day  of  Admission. — When  at  work,  at  11  a.m.,  the  hernia  came  down, 
was  very  painful,  and  made  him  feel  sick.  He  could  not  reduce  it,  but  went 
on  working  till  12.30,  when  he  had  to  give  up  on  account  of  pain.  He  went 
home,  lay  down,  and  tried  to  reduce  it,  but  failed.  It  was  very  tense.  He 
passed  no  flatus,  but  a  great  deal  of  wind  rumbled  in  his  belly.  His  doctor 
tried  to  reduce  it,  but  failed.  The  pain  got  more  severe,  and  made  him 
sweat  and  double  up.  At  5  p.m.  he  came  to  the  hospital  in  a  cab.  After 
admission  he  vomited  watery  fluid. 

On  Admission. — He  walked  doubled  up,  but  did  not  look  as  if  in  severe 
pain.  There  was  a  left  scrotal  hernia  coming  down  to  the  testicle,  very 
tense,  very  tender,  no  impulse  on  coughing. 

Operation,  6  p.m.  (seven  hours  after  attack). — Showed  a  large  sac,  little 
fluid,  and  eight  inches  of  sigmoid,  dark,  congested,  but  quite  shiny,  and  a 
tight  stricture.  The  appendices  epiploicae  were  very  oedematous.  The  sac 
was  adherent  to  the  testicle.  Radical  cure.  Recovered. 

Vol.  80,  p.  2. 

Inguinal  hernia — Extraperitoneal  lipoma — Large  amount  of  fluid  in 
sac — Pneumonia. 

J.  R.,  age  58. 

History. — Inguinal  hernia  for  eighteen  months,  irreducible.  Kept  up, 
but  not  always,  by  a  truss. 

The  day  before  admission  hernia  descended,  could  not  be  reduced. 
All  symptoms  of  strangulation.  Abdomen  slightly  distended.  Hernia  right 
inguinal,  becoming  scrotal.  Good  general  condition. 
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Operation. — Day  after  strangulation. 

Above  and  in  front  of  the  sac  at  its  neck  an  extraperitoneal  lipoma, 
the  size,  colour,  and  shape  of  a  testicle,  was  found.  The  sac  contained  a 
good  deal  of  clear  fluid,  and  as  it  was  sponged  away  more  ran  down  from 
the  belly  (after  gut  was  reduced).  The  sac  contained  a  piece  of  strangulated 
gut  3  in.  long,  congested  at  convexity  only.  Radical  cure.  Microscopic 
examination  of  the  lipoma  showed  no  adrenal  structures.  The  connective 
tissue  round  the  sac  saved  for  examination  looked  microscopically  like 
tubercle.  The  wound  healed.  During  convalescence  the  patient  developed 
patchy  pneumonia,  from  which  he  did  not  recover.  He  died  two  months 
after  operation.  Though  tubercle  bacilli  could  not  be  found  in  his  sputum, 
it  seemed  probable  that  he  died  of  phthisis. 

Vol.   101,  p.   197. 
Umbilical  hernia— Patient  very  ill — Strangulation  due  to  band  in  sac. 

H.  D.,  age  59.     Admitted  Jan.  19,  1901. 

Had  a  large  umbilical  hernia  of  several  years'  duration. 

Seven  days  before  admission  had  pain  in  the  hernia,  with  constipation 
and  vomiting.  The  day  before  admission  she  got  relief,  and  her  bowels 
were  freely  opened.  The  relief  continued  for  two  days  after  admission,  and 
her  bowels  were  freely  moved.  On  the  afternoon  of  the  third  day  the  pain 
and  vomiting  returned. 

On  Jan.  21,  at  1.30  a.m.,  she  looked  very  ill  and  anxious  ;  her  face  was 
cyanosed,  vomiting  frequent  and  faecal,  tongue  coated  and  dry,  pulse  100,  full. 

Operation. — 1.45  a.m.     Chloroform. 

The  patient  became  much  cyanosed  under  the  anaesthetic,  and  vomited 
frequently. 

On  opening  the  sac  everything  was  found  to  be  very  adherent.  The 
portion  of  gut  strangulated  was  the  small  intestine,  and  this  had  been  brought 
about  by  an  adhesion  in  the  sac.  There  were  also  many  loculi  with  adherent 
contents.  The  band  was  divided  and  the  bowel  opened  and  drained. 

Death  one  hour  after  operation. 

Post-mortem  examination  showed  that  the  involved  intestine  was  the 
lower  18  inches  of  the  ileum.  There  were  old  scars  in  its  mesentery,  the 
result  of  previous  strangulations.  The  liver  and  spleen  were  adherent,  the 
result  of  old  peritonitis. 

The  lungs  were  markedly  oedematous.  There  was  no  visible  faecal 
matter  in  the  bronchial  tubes. 

Vol.   101,  p.   193. 
Umbilical  hernia  with  fcecal  fistula  from  strangulation. 

M.  M.,  age  50.     Admitted  Jan.  1,  1901. 

Sixteen  years  ago,  after  the  birth  of  her  last  child,  noticed  a  protrusion, 
which  has  gradually  grown.  It  occasioned  some  inconvenience  when  it 
came  out,  but  never  severe,  and  a  belt  kept  her  comfortable  till  one  year 
ago,  when  it  became  larger  and  harder,  and  the  bulk  of  it  irreducible.  Since 
then  she  has  had  several  attacks  of  strangulation  (increase  in  size,  vomiting 
and  diarrhoea).  Three  weeks  before  admission  she  had  an  attack  of  strangu- 
ation,  which  was  attended  by  vomiting  and  absolute  constipation.  Seven 
days  before  admission  she  had  another  similar  attack,  when  the  lump  was 
exceedingly  tender,  and  the  skin  over  it  reddened.  On  the  morning  of 
admission  the  swelling  burst  and  a  quantity  of  faeces  escaped. 
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On  admission  she  was  a  very  fat  woman  (18  stones),  in  fair  general 
condition. 

There  was  a  huge  (roughly  9  in.  by  11  in.)  irreducible  umbilical  hernia. 
On  tlu-  right  lower  quadrant  there  was  a  large  skin  slough  (2£  in.  by  1£  in.), 
which  had  separated  at  its  lower  part,  allowing  of  the  escape  of  gas  and 
laves.  The  slough  was  removed,  leaving  a  large  hole  into  the  intestine. 

A  week  after  admission  the  note  is  : — 

Fistula  getting  larger  ;  almost  all  faeces  come  by  this  route.  The  skin 
around  is  reddened  and  irritated  by  intestinal  juices. 

A  week  later  : — 

Patient  has  had  an  attack  of  painless  jaundice,  which  has  passed  off 
completely.  The  skin  around  the  fistula  is  less  excoriated.  Patient  in  good 
condition. 

Operation,  Jan.  24  (Dr.  Rutherford). 

Fistula  disinfected  with  pure  carbolic  acid.  Skin  round  separated  and 
opening  closed.  A  large  incision  made  encircling  the  hernia,  and  sac  opened 
on  left  side.  The  sac  appeared  to  contain  almost  the  whole  of  the  intestines 
and  omentum,  which  were  densely  matted  together,  and  were  separated 
with  the  greatest  difficulty  The  opening  into  the  intestine  was  separated 
last  ;  it  was  about  the  centre  of  the  transverse  colon.  It  was  easily  closed 
by  a  purse-string  suture  and  Lemberts.  The  intestines  were  returned  with 
great  difficulty,  and  a  radical  cure  performed.  There  was  great  tension  on 
the  sutures  in  the  abdominal  wall. 

Death  six  hours  later. 

Private  Hospital  Notes.     Vol.  30,  p.  20. 

Strangulated  umbilical  hernia — Patient  had  heart  disease  with  failing 
compensation  when  operation  was  done — Condition  of  bowel  doubtful. 

F.,  age  55.  A  year  earlier  the  hernia  was  noticed  after  a  severe  attack 
of  bronchitis.  Since  then  she  had  never  been  well.  Had  been  troubled 
with  heart  disease  (mitral),  swelling  of  the  legs,  and  shortness  of  breath. 

Two  days  ago  the  present  attack  commenced  suddenly,  with  severe 
abdominal  pain  and  vomiting  and  absolute  constipation. 

Operation  at  1.40  a.m.,  October  21,  1897.  Patient  very  feeble  and 
propped  up  in  bed. 

The  portion  of  bowel  in  sac  recovered  its  colour  very  slowly  when  con- 
striction was  relieved.  It  was  returned  into  abdomen  and  radical  cure 
was  performed.  Recovered. 

(This  patient  died  three  years  after  operation  from  heart  disease.  She 
never  had  further  abdominal  trouble,  and  the  scar  was  strong  when  she 
died.) 

Private  Hospital  Notes.     Vol.  1,  p.  216. 

Umbilical    hernia — Seven    days'   strangulation — Patient   moribund   at 
time  of  operation. 

F.,  age  55.     May  9,  1892. 

For  many  years  she  had  an  umbilical  hernia  which,  during  the  past 
year,  had  caused  her  trouble  from  attacks  of  pain  in  it  and  sickness. 

For  the  last  week  she  had  been  ill,  with  pain  and  vomiting,  but  as  the 
hernia  did  not  seem  to  be  enlarged  and  was  soft,  her  symptoms  were  not 
attributed  to  this. 
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When  I  saw  her  she  appeared  to  be  moribund,  was  only  partially  con- 
scious, and  lay  without  taking  any  notice  in  bed.  Her  hands  were  cold, 
and  pulse  quick  and  feeble.  It  was  thought  that  possibly  her  condition 
was  in  part  due  to  the  atropine  and  morphia  which  she  had  been  taking. 

The  hernia  was  not  prominent,  and  looked  flaccid  and  flattened  on  its 
top,  but  on  taking  it  up  in  the  hand  a  definite  resistance  was  felt. 

Under  a  minimum  quantity  of  ether  the  sac  was  opened.  It  was  lined 
with  adherent  omentum,  on  opening  which  6  inches  of  deeply  congested 
bowel  was  found  in  the  omental  sac.  It  was  returned. 

Death  one  hour  later. 

Vol.  93-94,  p.  232. 

Strangulated  umbilical  hernia — Heart  disease  and  dropsy — Vessels  of 
mesentery  torn  during  manipulation — Resection  of  gut — Recovery. 

E.  M.,  age  41,  a  very  stout  woman,  with  mitral  disease,  dyspnoea,  ascites, 
oedema  of  legs,  was  admitted  to  the  Royal  Infirmary  on  Wednesday, 
October  13,  1897. 

History. — Twelve  hours  before,  the  hernia  (which  had  been  in  existence 
for  two  years)  became  acutely  strangulated. 

The  sac  was  exposed  by  a  long  transverse  incision,  and  opened.  It 
contained  a  large  piece  of  omentum,  a  small  piece  of  gut,  and  a  quantity  of 
clear  fluid,  which  continuously  welled  up  from  the  abdomen.  In  reducing 
the  bowel  the  very  fat  mesentery  was  torn  and  bled.  Attempts  to  secure 
the  vessels  in  clip  forceps  only  increased  the  laceration  and  failed  to  stop 
the  bleeding.  Before  this  could  be  sufficiently  done  it  was  seen  that  a 
portion  of  the  gut  was  entirely  deprived  of  its  vascular  supply  ;  therefore 
6  inches  of  it  was  excised.  The  ends  of  the  divided  intestine  were  sutured 
and  a  lateral  anastomosis  was  made,  catgut  being  employed  throughout.  A 
radical  cure  was  performed. 

The  patient  had  to  sit  up  on  account  of  her  cardiac  condition  during 
convalescence.  Recovery. 

Typical  strangulated  umbilical  hernia. 

G.  H.,  age  48. 

History. — For  twenty  years  she  has  had  an  umbilical  hernia,  for  which 
she  always  wore  a  truss.  It  gave  her  little  trouble  till  three  years  ago,  when 
she  began  to  have  pain  in  it.  The  pain  was  accompanied  by  vomiting, 
constipation,  and  inability  to  pass  flatus,  and  these  attacks  lasted  from  half 
an  hour  to  three  hours.  She  was  always  relieved  by  the  passage  of  flatus 
and  a  motion.  During  the  last  two  weeks  she  has  had  eight  or  nine  of  these 
attacks.  Yesterday  morning  a  very  bad  attack  commenced,  lasting  one 
hour.  After  taking  a  black  draught  she  was  again  seized  with  violent  pain 
of  a  spasmodic  character,  localized  to  the  hernia,  accompanied  by  forcible 
vomiting  of  stomach  contents,  and  shivering. 

On  Admission. — Three  and  a  half  hours  after  acute  strangulation  had 
occurred  she  appeared  to  be  in  great  pain,  and  shivered  and  sweated. 

There  was  a  large  umbilical  hernia,  6  by  7|  in.  The  skin  over  it  was 
discoloured  and  brown.  It  felt  tense  (patient  states  that  it  was  quite  soft 
in  the  morning)  and  irreducible,  had  no  impulse  on  coughing,  and  was  dull 
on  percussion. 

Operation,  July  29,  1901. — Cleaned  on  table.     The  skin  was  very  moist 
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and  foul  in  the  Mileus  above  the  hernia.  There  was  ;i  large  mass  of 
adherent  onientum,  part  of  which  was  removed  with  sac.  A  loop  of 
small  intestine  congested  was  returned.  The  neck  of  the  sac  was  closed 
with  purse-string.  A  radical  cure  (with  live  deep  catgut  sutures  through 
posterior  sheath  of  rectus  and  through  muscle  itself,  and  by  drawing  the 
anterior  sheath  over  this  with  catgut)  was  performed.  Recovered. 

Vol.  58,  p.   103. 

rmbilical  hernias-Typical  case — Very  great  adhesion  of  gut — Death 
—Kinked  interline  In  sac. 

S.  O.,  age  46. 

History. — She  had  an  umbilical  hernia  for  years.  Four  days  before 
admission  she  had  great  pain  in  it,  and  vomited.  Absolute  constipation. 
Her  doctor  reduced  it,  but  there  was  no  relief  of  symptoms. 

On  admission  she  was  an  enormously  fat  woman  (weighed  18£  stones). 
She  looked  ill.  Her  pulse  was  quick  and  feeble.  There  was  a  large  tender 
umbilical  hernia,  which  could  be  pushed  into  the  abdomen,  which  was 
enormously  distended. 

After  admission  she  was  given  an  oil  and  turpentine  enema  without 
result.  She  vomited  frequently,  the  matter  being  distinctly  faeculent. 

Operation  showed  a  large  loculated  sac  with  intestine  adherent  to  it  in 
several  places. 

Near  the  ring  a  piece  of  gut  was  found  so  attached  to  the  sac  as  to  be 
acutely  kinked  in  two  places. 

The  kinked  portion  was  small  intestine,  much  congested  and  rough,  with 
exudate  on  the  surface.  The  obstruction  was  due  to  this  and  not  to  the 
umbilical  ring,  which  was  free.  It  was  relieved  by  separating  the  adhesions. 
Adherent  omentum — a  large  piece  of  skin  and  the  fat  were  excised  (weight 
29  oz.),  and  a  radical  cure  performed.  The  patient  bore  the  operation  well, 
and  next  day,  except  that  no  flatus  had  been  passed,  promised  well.  Death 
fifty-three  hours  after  operation. 

Post-mortem  showed  a  healthy  wound.  No  general  peritonitis.  The 
piece  of  gut  which  had  been  in  the  sac  was  found  to  be  a  portion  of  ileum 
about  one  foot  from  the  caecum.  It  had  not  recovered  its  colour,  but  there 
was  no  perforation.  The  intestine  was  very  much  distended  above  the 
affected  gut  and  collapsed  below.  There  were  other  loops  of  gut  fixed 
together  by  old  adhesions. 

(Note. — These  fixed  adherent  loops  represent  portions  of  intestine 
strangulated  at  various  times  and  returned  to  the  abdomen  sufficiently 
damaged  to  have  recovered  with  some  inflammatory  reaction.) 

Vol.  1893-1900,  p.  234.     (Miscellaneous  Infirmary  Cases.) 

Strangulated  umbilical  hernia — Gut  slipped  back  before  sac  icas  opened 
— Death — Gangrenous  gut. 

Male,  age  not  stated. 

History. — Twenty-four  hours  ago  his  hernia  came  out,  but  he  reduced 
it.  Three  hours  later  it  came  out  again,  but  he  and  his  doctor  both  found  it 
to  be  irreducible.  He  had  vomited  frequently,  and  had  not  passed  flatus  or 
faeces  since  then.  He  was  a  very  stout  man  with  a  large  prominent  abdomen, 
with  a  hard  swelling  at  the  umbilicus  the  size  of  a  man's  closed  fist,  presenting 
all  the  symptoms  and  signs  of  a  strangulated  hernia. 

Operation. — The  sac  was  exposed  and  separated.     In  doing  this  the  gut 
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was  felt  to  slip  back.  The  scar  was  opened,  and  contained  only  a  small  piece 
of  omentum,  which  was  ligatured  and  removed.  A  radical  operation  was 
performed. 

On  attempting  to  pass  a  catheter,  it  was  found  that  he  had  a  bad 
stricture  and  an  enlarged  prostate. 

After-progress. — For  the  first  three  days  he  did  well.  Then  vomiting 
recommenced  and  continued  for  two  days,  when  it  ceased,  and  he  appeared 
to  be  getting  better.  On  the  evening  of  the  sixth  day  after  operation  he 
suddenly  collapsed  whilst  using  the  bed  pan. 

Post-mortem. — Examination  showed  that  the  strangulated  coil  of 
intestine  was  gangrenous. 

Vol.   101,  p.   184. 

Femoral — Three  days'  history  of  pain  in  epigastrium — No  pain  in 
hernia,  which  her  doctor  discovered  to  be  the  cause. 

E.  H.,  age  65. 

Hernia  noticed  for  twenty  years  ;  gave  her  no  trouble.  She  never 
wore  a  truss.  Three  days  before  admission  (Feb.  17,  1901)  she  was  suddenly 
seized  with  a  severe  pain  in  the  epigastrium,  and  vomited.  The  vomiting 
and  pain  continued,  and  her  doctor  discovered  the  swelling  in  her  groin. 
It  had  not  been  in  the  least  painful,  and  she  would  not  have  connected  her 
illness  with  it  but  for  the  medical  opinion.  Her  bowels  were  slightly  moved 
after  an  enema,  but  she  passed  no  flatus. 

The  operation,  on  Feb.  20,  showed  the  strangulated  gut  to  be  of  a  dark- 
plum  colour.  Recovered. 

Private  Hospital  Notes.     Vol.  42,  p.  21. 
Femoral  hernia — Herniotomy — Radical  cure. 

Hernia  noticed  twenty-five  years  ago,  then  disappeared.  Reappeared 
one  year  ago,  and  again  just  before  operation  became  strangulated. 

F.,  age  65. 

Three  days  before  .admission  hernia  became  strangulated.  The  treat- 
ment consisted  in  poultices  and  morphia  injections,  and  no  hernia  had  been 
suspected. 

Operation  showed  the  gut  to  be  in  fair  condition.  It  was  returned,  and 
a  radical  cure  was  performed.  Recovered. 

Private  Hospital  Notes.     Vol.  21,  p.  9. 

Strangulated  femoral  hernia  —  Gangrenous  gut  —  Resection — Death — 
Three  months  foetus  in  utero. 

F.,  single,  age  28,  admitted  four  days  after  strangulation  of  a  right 
femoral  hernia.  Very  ill,  with  great  abdominal  distention.  Temp.  99-4°, 
pulse  120,  dry  brown  tongue. 

Operation  discovered  gangrenous  gut.  This  was  resected,  and  an  end- 
to-end  anastomosis  was  made.  Death  two  days  later.  The  abdominal 
distention  and  vomiting  and  absolute  constipation  remained  unrelieved. 

Post-mortem  examination  showed  a  three  months'  foetus  in  utero. 
There  was  no  peritonitis,  and  the  suture  line  was  firm  and  healthy.  Above 
this  the  intestine  and  stomach  were  largely  distended  with  faeculent  fluid 
and  gas. 
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Private  Hospital  Notes.     Vol.  1,  p.  203. 

Strangulated  femoral  hernia     I'alicnt  very  ill — Gut  quickly  returned 
— Death — Necropsy. 

F.>  aged  42.     Admitted  April  5,  1892. 

Symptoms  of  strangulation  for  four  days  of  right  femoral  hernia.  Hands 
cold.  Skin  of  face  and  arms  and  hands  reddish-blue  colour,  lips  cyanosed. 
The  patient  was  too  ill  to  take  notice  of  anything.  With  sufficient  ether 
to  keep  her  quiet  the  sac  was  opened.  It  contained  gut  and  omentum. 
The  gut  was  dusky  in  colour  but  not  gangrenous.  Omentum  adherent  at 
neck  of  sack  was  congested  and  covered  with  lymph.  The  gut  was  returned 
after  division  of  constriction,  the  omentum  ligatured  and  removed.  No 
attempt  was  made  to  close  the  wound.  After  her  return  to  bed  the  stomach 
was  washed  out.  In  an  hour  she  had  rallied,  but  was  not  fully  conscious. 
Two  hours  later  she  was  talking  irrepressibly,  and  was  much  excited. 
Seven  hours  later  more  excited  and  restless  ;  half  an  hour  later  died,  with 
temp.  105-4°. 

Post-mortem  examination  showed  that  the  portion  of  gut  strangulated 
was  near  the  middle  of  the  jejunum.  The  whole  intestines  looked  dry  and 
sticky,  but  there  was  no  gross  sign  of  peritonitis.  The  gut  above  the 
obstruction  was  enormously  dilated  and  full  of  fluid  faeces  ;  below  the 
obstruction  it  was  no  larger  than  an  ordinary  little  finger.  On  opening  the 
intestine  a  patch  of  gangrene  the  size  of  a  threepenny  piece  (involving  the 
convexity  of  the  intestine,  and  near  the  middle  of  the  loop,  which  had  been 
constricted)  was  found.  This  was  limited  to  the  mucous  coat.  The  remain- 
ing portion  of  nipped  bowel  had  not  recovered  from  its  dark  congested 
condition. 

Private  Hospital  Notes.      Vol.  10,  p.  53. 

Strangulated  femoral  hernia — Resection  of  doubtful  gut — Very  powerful 
man,  of  indomitable  will — Misleading  history. 

Male,  age  43.  Four  years  ago  a  lump  appeared  in  his  right  groin,  which 
was  soft  and  easily  put  back.  At  intervals  he  had  pain,  and  felt  sickly 
when  lump  came,  but  the  pain  was  not  in  the  lump,  but  chiefly  in  his  left 
side  and  the  umbilicus. 

History — Oct.  16. — His  abdomen  was  swollen,  and  he  was  pained  and 
purged  all  day  and 'passed  flatus.  The  lump  became  hard,  and  could  not 
be  replaced  as  in  previous  attacks,  and  these  conditions  had  continued 
since.  After  taking  whisky  and  resting  he  got  relief  and  was  able  to  work. 

Oct.  21  (Monday). — In  the  morning  he  was  pained  and  slightly  purged, 
but  continued  to  work,  and  did  not  vomit.  He  was  easy  during  the  night 
till  6  next  morning. 

Oct.  22. — Severely  purged  and  pained  at  8.30  a.m.  At  11  a.m.  he 
commenced  to  vomit.  He  laid  cold  cloths  and  poultices  to  the  rupture  and 
tried  to  put  it  back,  but  failed.  He  had  no  rest,  and  was  in  much  pain  till 
the  operation. 

Summary. — The  swelling  never  disappeared  after  October  16,  but 
remained  hard  and  painful. 

The  patient  walked  upstairs  out  of  his  cab.  He  looked  ill,  his  tongue 
was  very  dirty,  and  he  had  a  bad  cold  and  a  cough.  On  the  right  side  there 
was  a  tense  irreducible  femoral  hernia,  the  size  of  a  Tangerine  orange. 

Operation,  Oct.  24,  1895  (eight  days  after  the  appearance  of  the  hernia). 
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—The  sac  contained  clear  fluid  and  brownish-red  livid  intestine.  The  con- 
striction was  relieved  and  the  bowel  was  drawn  down.  A  hot  douche  caused 
no  improvement  in  its  appearance.  Hot  sponging  for  five  minutes  also 
failed  to  do  any  good.  The  discoloured  part  was  excised  and  half  an  inch 
of  healthy  intestine  beyond  it,  slightly  more  being  taken  away  on  the  side 
opposite  to  the  mesentery. 

An  end-to-end  anastomosis  was  effected  with  an  internal  continuous 
suture  of  catgut  through  all  the  coats,  and  externally  an  interrupted  layer 
of  silk  Lembert  sutures.  The  sac  was  excised  and  ligatured.  The  wound 
was  drained  for  four  days. 

Before  being  put  to  bed  the  patient  had  10  min.  of  liq.  strychnia  injected 
hypodermically . 

After-progress. — Passed  flatus  ten  hours  after  operation.  Hiccough 
was  troublesome  for  the  first  day.  Nutrient  enemata  entirely  for  twenty- 
four  hours  ;  afterwards  nutriment  by  mouth.  He  had  no  bad  pain  and  no 
sickness  after  the  operation.  The  bowels  were  moved  naturally  on  the 
third  day.  Straightforward  recovery. 

Private  Hospital  Notes.     Vol.  50,  p.  64. 
Strangulated  femoral  hernia — Curious  cysts  in  connection  with  sac. 

The  patient  was  admitted  on  November  25,  1899,  with  symptoms  of 
strangulation  of  five  days'  duration. 

History. — Six  years  ago  she  ruptured  herself  from  heavy  lifting,  and 
had  trouble  at  that  time  similar  to  the  present.  She  had  always  worn  a 
truss  since.  Five  days  ago,  without  any  warning,  she  was  seized  with 
violent  pains  in  the  abdomen,  and  vomiting.  For  the  first  two  days  she  was 
purged  several  times,  but  had  had  no  evacuation  since.  Poultices,  which 
had  cured  her  on  the  previous  occasion,  gave  no  relief  on  this. 

Operation,  Nov.  25,  1899.— Incision  parallel  to  and  1  in.  below  inner 
half  of  Poupart's  ligament.  External  to  the  sac  there  were  several  cysts  as 
large  as  grapes,  each  with  a  pedicle  about  three-quarters  of  an  inch  long. 
Each  cyst  lay  in  a  smooth  sac,  and  the  pedicle  was  attached  to  the  wall  of 
the  hernial  sac.  The  appearance  suggested  that  they  had  originated  in  the 
hernial  sac  and  had  formed  diverticula  from  it  which  had  been  shut  off. 
(The  contents  of  the  cysts  were  reddish  serum,  the  walls  were  thin  and 
translucent).  There  were  multitudes  of  very  minute  but  similar  cysts. 
The  contents  of  the  sac  were  blood-stained  serum,  a  piece  of  omentum,  either 
gangrenous  or  nearly  so,  and  a  knuckle  of  strangulated  small  intestine,  the 
strangulation  only  involving  part  of  its  lumen  (Richter's  hernia).  After 
relieving  the  constriction  the  intestine  was  drawn  down  and  examined. 
Its  condition  allowed  of  reduction.  The  omentum,  strangulated  past 
redemption,  was  ligatured  and  removed.  Radical  cure.  Recovered. 

Vol.,  July  to  December,   1901,  p.  297.     Surgical  Notes,  p.  305. 

Femoral  hernia — History  of  strangulation  for  two  weeks — Doubtful 
gut  returned — Found  gangrenous  and  perforated  at  necropsy — Normal 
pulse  and  temperature. 

Operation.— Dec.  25,  1901.     J.  W.  H.,  Female,  age  67. 

The  sac  had  fluid  in  it,  along  with  a  large  piece  of  omentum,  slightly 
adherent,  and  3  in.  of  small  gut,  very  dark  coloured.  Gimbernat's  ligament 
and  the  neck  of  the  sac  were  divided  before  reduction  could  be  effected. 
The  omentum  was  excised,  the  sac  was  ligatured  and  excised,  and  the  ring 
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closed  by  I  luce  eat^ut  sutures  joining  Poiipart  to  Cooper.  She  never  fairly 
recovered  from  the  operation,  though  she  passed  both  llatus  and  l';rres,  and 
died  four  days  after  (Dec.  i><)). 

Post-mortem  showed  peritonitis  in  the  lower  part  of  the  left  abdomen. 
The  strangled  loop  was  about  the  middle  of  the  small  intestine.  There  was 
a  ring  of  gangrene  involving  all  the  coats  where  it  had  been  nipped,  and  a 
perforation  in  the  gangrenous  arqa. 

Vol.  1893,  p.  230. — Miscellaneous  Cases. 

Femoral  hernia  in  an  old  man — Sac  contained  a  gangrenous  Meckel — 
Death  from  pneumonia — Necropsy. 

P.  \V.,  age  62.  His  illness  began  fourteen  days  ago  with  pain  in  abdomen 
and  head,  but  no  vomiting,  and  the  bowels  were  opened  regularly  for  three 
days.  On  the  third  day  of  the  illness  (eleven  days  ago)  vomiting  commenced, 
and  continued  up  to  the  time  of  admission.  During  this  time  the  abdominal 
pain  increased,  and  the  bowels  were  not  moved  or  flatus  passed.  The  swell- 
ing in  the  groin  was  not  observed  till  the  day  of  his  admission. 

On  admission  he  was  very  ill,  pulse  130.  There  was  a  swelling  in  the 
right  groin  the  size  of  a  Tangerine  orange,  the  skin  over  which  was  tender, 
swollen,  and  red.  His  abdomen  was  distended  and  tender. 

Operation  exposed  a  femoral  sac  in  the  wall  of  which  were  several  cysts 
containing  yellow  sticky  matter.  The  sac  was  gangrenous  inside  and  con- 
tained 3  oz.  of  fo?tid  fluid.  A  coil  of  inflamed  intestine  was  first  noticed, 
and  on  lifting  this  up  for  examination,  a  finger-like  diverticulum  was  found 
attached  to  it  and  to  the  posterior  part  of  the  sac.  This  gave  way,  and 
liquid  yellow  foul-smelling  faeces  escaped.  The  tip  of  the  appendage  was 
gangrenous,  and  this  had  leaked.  After  thorough  cleansing  with  saline 
solution,  the  gangrenous  appendage  was  tucked  into  the  intestine  and 
secured  there  by  Lembert's  sutures,  and  the  bowel  was  returned  to  the 
abdominal  cavity.  The  external  wound  was  left  open  and  packed  with 
gauze.  The  patient  never  did  well,  but  had  no  definite  symptoms,  his 
abdominal  troubles  being  entirely  relieved.  Six  days  later  he  died. 

Post-mortem  examination  showed  that  death  was  due  to  hypostatic 
pneumonia  affecting  both  lungs.  The  intestine  was  entirely  healed,  and 
there  was  nothing  wrong  in  the  abdomen. 

The  diagnosis  of  strangulated  Meckel' s  diverticulum  was  confirmed. 

Vol.   100,  p.   224. 

Inguinal — Large  piece  of  transverse  colon  in  sac — Gangrene  of  gut — 
Rupture  of  gangrenous  gut  into  sac. 

T.  F.,  age  30.     Admitted  May  9,  1901. 

History. — He  had  a  right  inguinal  hernia  since  he  was  twelve  years  of 
age.  A  year  ago  he  had  an  attack  of  acute  pain  in  the  hernia,  with  vomiting 
and  obstruction,  but  the  hernia  was  reduced  by  his  doctor.  Four  days  ago, 
whilst  walking  quickly  home,  he  was  seized  with  sudden  severe  pain  in  the 
hernia  wrhich  made  him  vomit.  He  got  home  with  difficulty  and  went  to 
bed.  The  hernia  had  by  this  time  become  hard  and  swollen.  He  had 
passed  no  flatus  or  faeces  since,  and  had  vomited  frequently. 

On  Admission. — He  looked  very  ill  and  was  sweating  profusely.  Tongue 
furred,  pulse  120. 

His  abdomen  generally  was  enormously  distended,  tense,  hard,  and  dull 
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on  percussion  in  both  flanks.  There  was  a  large  right  inguinal  hernia, 
reaching  to  the  bottom  of  the  scrotum,  having  all  the  signs  of  strangulation. 
Previous  to  operation  his  stomach  was  washed  out. 

Operation. — On  opening  the  sac  there  was  a  gush  of  extremely  foul- 
smelling  dark-coloured  liquid  faeces.  On  delivering  the  mass  from  the 
scrotum,  it  was  found  to  be  a  large  mass  of  omentum  forming  a  second  sac 
in  which  the  gut  was  strangulated.  The  constriction  was  relieved,  and  the 
gangrenous  gut  packed  round  and  drained,  the  wound  being  entirely  left 
open  and  gauze  packed. 

Death  next  day. 

Post-mortem  showed  the  portion  of  gut  involved  to  be  the  transverse 
colon.  On  slitting  up  the  gut  the  portion  above  the  stricture  was  markedly 
red  and  congested — a  great  contrast  with  the  pale,  anaemic  gut  below  the 
stricture.  Between  the  congested,  distended  gut  above  and  the  pale  con- 
tracted gut  below,  the  strangulated  portion  was  gangrenous  and  greenish- 
black  in  colour.  The  strangulated  omentum  was  congested,  reddish  coloured, 
but  not  gangrenous.  There  was  no  general  peritonitis. 

Vol.   100,  p.  226. 

Inguinal  hernia  with  retained  testicle — Part  of  sac  interstitial — Deep 
epigastric  wounded. 

I.  H.  H.,  age  19.     Admitted  January  19,  1901. 

History. — Twelve  years  ago  the  patient  strained  himself,  and  after- 
wards found  a  small  lump  in  his  right  groin.  This  lump  gradually  increased 
in  size  up  till  yesterday,  when  it  was  about  1|  in.  in  size.  It  had  always 
been  reducible,  and  gave  him  no  trouble  till  to-day.  This  morning,  at 
9  o'clock,  when  coughing,  he  felt  a  pain  in  the  hernia  ;  it  became  much 
bigger  and  irreducible.  He  had  since  vomited  eight  times,  and  the  vomiting 
was  accompanied  by  much  rumbling  pain.  He  had  not  had  his  bowels 
moved  or  passed  flatus. 

On  admission  he  was  anxious-looking,  and  evidently  in  great  pain. 

There  was  a  tense,  tender,  irreducible  swelling  in  the  right  inguinal 
region,  extending  into  the  right  side  of  the  scrotum.  There  was  no  testicle 
in  the  scrotum  on  the  right  side. 

Operation  (six  hours  after  strangulation). — The  sac  lay  immediately 
under  the  skin  between  it  and  the  external  oblique  aponeurosis.  It  con- 
tained pale  yellow  fluid,  and  a  deep  purple-coloured  portion  of  intestine. 
On  opening  the  external  oblique  aponeurosis,  the  sac  was  found  to  extend 
between  the  external  and  internal  oblique  muscles.  The  constriction  was 
at  the  internal  ring  and  very  tight.  After  returning  the  gut  the  sac  and 
testicle  were  excised,  and  a  radical  cure  performed.  In  introducing  sutures 
between  the  conjoined  tendon  and  Poupart's  ligament,  I  punctured  the 
displaced  deep  epigastric  artery  with  the  needle,  and  this  necessitated  a 
further  dissection  to  tie  it.  Recovered. 

Vol.  84,  p.  140. 
Inguinal  hernia — No  vomiting. 

W.  B.  W.,  age  58.     Admitted  June  7,  1900. 

History. — He  had  a  hernia  for  nine  years.  Very  occasionally  it  caused 
him  pain  and  made  him  feel  sick  when  it  came  down,  but  it  was  easily  reduced 
when  he  lay  down.  He  had  worn  a  truss  regularly. 

Thirty-three  hours  before  admission  it  came  down,  and  was  very  painful 
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and  tender.     He  could  not  reduce  it,  and  neither  could  his  doctor.     He  felt 
sick,  but  never  vomited. 

The  operation  showed  a  few  ounces  of  fluid  and  about  3  in.  of  congested 
small  intestine  in  the  sac.  Recovered. 

Congenital  strangulated  hernia — Undescended  testicle. 

G.  C.,  age  18.     Admitted  October  3,  1900. 

History. — He  had  a  small  soft  lump  in  the  right  groin  as  long  as  he 
could  remember.  It  had  never  troubled  him  till  a  week  ago,  when  he  had 
some  pain  in  it,  and  he  had  worn  no  support  of  any  kind.  On  the  morning 
of  his  admission  he  was  suddenly  seized  with  pain  when  walking  to  work, 
and  came  straight  back  home.  He  vomited  twice,  and  could  pass  no  wind. 

On  admission  he  was  in  good  condition,  but  in  great  pain.  There  was 
a  firm  swelling,  tense,  tender,  dull  on  percussion,  with  no  impulse  on  cough- 
ing, and  irreducible,  in  his  right  inguinal  region.  There  was  no  testicle  on  the 
right  side  of  the  scrotum. 

Operation  showed  a  sac  containing  straw-coloured  fluid,  a  knuckle  of 
congested  gut  nipped  at  the  internal  ring,  and  a  small  testicle.  The  gut 
was  returned,  the  sac  and  the  testicle  were  excised,  and  a  radical  cure  done. 
Recovered. 

Vol.  84,  p.   143. 

Inguinal  hernia — Large  piece  of  strangulated  omenium  in  sac  which 
required  removal. 

G.  D.,  age  48.     Admitted  June  1,  1900. 

History. — Eight  weeks  ago  he  first  noticed  a  small  swelling  in  the  right 
groin,  which  was  not  painful.  This  gradually  grew  larger,  but  could  always 
be  put  back.  Four  days  before  admission  the  lump  suddenly  became  much 
bigger  and  was  painful,  and  he  could  not  reduce  it.  Felt  sick,  but  had 
never  vomited.  His  bowels  were  moved  three  days  ago,  and  he  had  passed 
flatus. 

On  admission  he  looked  flushed,  his  tongue  was  coated  and  dry.  There 
was  a  very  large  tender  and  irreducible  swelling  on  the  right  side  of  his 
scrotum,  which  was  reddened. 

Operation  showed  the  sac  to  contain  a  quantity  of  blood-stained  fluid 
and  a  large  mass  of  omentum,  which  was  dark  in  colour,  and  the  vessels  of 
which  were  thrombosed.  The  omentum  had  a  slightly  putrid  odour,  and 
was  adherent  to  the  sac.  The  omentum  was  drawn  down  after  careful 
washing,  ligatured  in  small  portions  through  the  healthy  part  above,  and 
excised.  About  three-quarters  of  a  pound  of  it  was  removed.  Radical 
cure.  Recovered. 
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THE    TREATMENT    OF    ABDOMINAL    EMERGENCIES. 

ADDRESS    AT    MIDDLESBROUGH. 
The  Lancet,  January,  1903. 

MR.  PRESIDENT  AND  GENTLEMEN, — When  your  secretary,  Dr. 
R.  E.  Howell,  honoured  me  with  an  invitation  to  address  you  on  some 
subject  of  practical  interest,  it  seemed  to  me  that  I  could  not  do 
better  than  to  offer  for  your  consideration  some  of  the  thoughts  and 
information  inspired  by  my  experience  of  abdominal  emergencies. 

Nothing  shows  more  clearly  the  completeness  of  the  surgical 
revolution,  initiated  by  Lord  Lister,  than  a  recognition  of  the  fact  that 
twenty-five  years  ago  we  were  afraid  to  open  the  abdomen  lest  septic 
infection  resulted,  while  at  the  present  time  the  most  necessary  and 
useful  of  abdominal  operations  have  as  their  chief  object  its  preven- 
tion. The  time  has  come,  however,  \vheii  we  should  cease  to  wonder 
at  the  "  marvellous  advances  of  abdominal  surgery  "  and  begin  to 
expend  our  energies  on  considering  how  future  progress  is  to  be  brought 
about.  I  do  not  doubt  that  this  is  to  be  sought  for  in  the  prompt 
treatment  of  abdominal  emergencies ;  that  the  most  important 
advances  depend  upon  your  care  and  skill  ;  that  they  are  not  to  be 
expected  from  the  ingenuity  and  daring  of  mere  operators,  but  from 
more  prompt  diagnosis  and  more  vigorous  action  on  the  part  of  the 
general  practitioner.  My  aim  to-night  is  to  enforce  with  all  the 
energy  I  can  the  fact  that  in  the  treatment  of  abdominal  emergencies 
the  prevention  of  septic  infection  of  the  peritoneum  easily  occupies  a 
first  place. 

Experience  in  the  post-mortem  room  and  operating  theatre  has 
taught  me  that  in  at  least  90  per  cent  of  patients  dead  in  consequence 
of  abdominal  emergencies  death  has  been  brought  about  by  septic 
infection  of  the  peritoneum,  and  in  the  great  majority  of  cases  of 
general  peritonitis  I  have  found  that  the  more  elaborate  and  thorough 
the  operation  undertaken  for  its  treatment,  the  more  quickly  the 
patient  dies.  The  following  brief  notes  are  from  examples  of  the 
most  tragic  and  appalling  abdominal  emergencies. 

CASE  1. — A  young  woman,  age  26  years,  employed  in  a  shop,  had  tea 
at  5  o'clock  one  afternoon.  An  hour  later  she  shut  up,  shop  and  started 
to  walk  home.  When  not  more  than  100  yards  from  the  door  she  was  seized 
with  such  sudden  severe  pain  that  she  had  to  support  herself  against  the 
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wall  and  was  helped  back.  When  a  medical  man  saw  her  an  hour  later  she 
was  in  a  condition  of  collapse  and  complaining  of  agonizing  abdominal  pain. 
She  had  never  had  any  rest  since.  Three  days  later,  when  I  saw  her,  she 
was  obviously  dying  from  general  peritonitis,  and  I  obtained  a  history  of 
previous  stomach  troubles  of  three  years'  duration.  No  operation  was 
performed.  Post-mortem  examination  showed  a  perforating  ulcer  on  the 
anterior  wall  of  the  stomach,  and  general  peritonitis. 

CASE  2. — A  robust  man,  age  30  years,  was  awakened  at  3  o'clock  in 
the  morning  with  a  '  grumbling '  pain  in  his  abdomen.  He  fell  asleep 
again  and  got  up  to  go  out  at  5.30,  feeling  uncomfortable  inside.  He  worked 
all  day  in  discomfort.  Just  before  leaving  work  a  sudden  severe  pain  seized 
him  and  doubled  him  up.  He  vomited  and  broke  into  a  cold  sweat  and  had 
to  be  taken  home  in  a  cab.  A  medical  man  saw  him  at  once  and  found  him 
collapsed,  in  great  pain,  and  vomiting  frequently.  Repeated  hypodermic 
doses  of  morphia  relieved  his  pain,  but  he  had  not  slept  when  I  saw  him  four 
days  later.  He  was  then  moribund.  Post-mortem  examination  showed  a 
gangrenous  perforated  vermiform  appendix  and  general  peritonitis. 

CASE  3.  —  A  healthy  woman,  age  35  years,  was  sitting  quietly  at  tea 
with  her  family,  when  she  suddenly  jumped  up,  pressed  her  hands  on  her 
abdomen,  called  out,  "  Oh,  my  God,  what  a  pain,"  and  fell  on  the  floor 
unconscious.  A  quarter  of  an  hour  later  she  was  seen  by  a  medical  man, 
who  found  her  to  be  unconscious  and  in  a  condition  of  profound  collapse. 
With  energetic  stimulation  and  treatment  she  had  recovered  consciousness 
next  day,  and  her  pulse  could  be  felt.  Three  days  later,  when  I  saw  her, 
the  abdomen  >  was  much  distended  and  tense,  there  were  signs  of  free  fluid 
in  it,  and  though  her  general  condition  was  bad  it  had  improved.  Operation 
showed  an  enormous  quantity  of  blood  in  the  peritoneal  cavity,  and  a  ruptured 
pregnant  Fallopian  tube.  The  small  intestines  were  enormously  distended  ; 
all  efforts  to  get  the  bowels  to  act  by  medicines  and  enemata  failed,  and  the 
patient  died  three  days  after  the  operation.  Post-mortem  examination 
showed  only  enormously  distended  anaemic  intestines. 

CASE  4. — An  athletic  young  man,  after  supper  in  the  house  of  a  friend, 
was  reaching  upwards  for  a  book  when  he  was  suddenly  seized  with  agonizing 
abdominal  pain.  He  was  so  ill  that  he  had  at  once  to  be  carried  to  bed, 
and  a  medical  man  found  him  in  a  condition  of  collapse.  He  gave  a  definite 
history  of  indigestion  causing  pain  one  hour  after  food,  but  otherwise  he 
had  been  exceptionally  healthy.  A  week  later,  when  I  saw  him,  he  was 
fully  under  the  influence  of  opium,  but  had  never  slept  for  more  than  a  few 
minutes  at  a  time,  and  he  was  dying.  Post-mortem  examination  showed 
a  perforating  duodenal  ulcer  and  general  peritonitis. 

In  each  case  related  the  medical  man  in  attendance  formed  a 
definite  opinion  at  first  sight  that  some  abdominal  catastrophe  had 
occurred  and  that  recovery  was  most  unlikely.  These  may  be  desig- 
nated the  desperate  cases. 

The  first  proposition  I  have  to  offer  for  your  discussion  is,  that 
the  most  acute  and  serious  abdominal  injuries  and  diseases  give  rise 
to  such  characteristic  symptoms  and  signs  that  a  probable  diagnosis 
can  be  made.  The  diagnosis  need  not,  however,  be  profound.  It 
amounts  to  this.  Some  grave  abdominal  lesion  has  occurred.  It  is 
most  unlikely  that  the  patient  will  recover  unless  something  can  be 
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done  to  prevent  peritonitis  or  to  arrest  a  possible  internal  haemorrhage, 
and  the  probabilities  are  that  the  patient,  if  left  alone,  will  die  before 
the  end  of  the  fifth  day. 

What  should  be  the  immediate  treatment  in  cases  such  as  I  have 
described  above  ?  The  answer  first  concerns  the  use  of  opium.  Such 
agony  as  the  patient  suffers  demands  relief,  and  you  cannot  and  will 
not  refuse  to  give  it.  Experience  has  taught  us  that  not  only  relief 
but  real  temporary  good,  by  the  diminution  of  shock,  follows  the  use 
of  morphia.  So  much  immediate  good  is  effected  by  the  dose  that 
the  main  objection  raised  against  it  by  surgeons  is  that  the  improve- 
ment in  the  patient  is  apt  to  lead  to  the  serious  error  of  a  failure  to 
recognize  the  gravity  of  the  condition.  The  possibility  of  such  a 
failure  constitutes  a  real  danger  if  no  opinion  has  been  formed  before 
the  administration  of  the  morphia. 

The  first  duty  of  the  practitioner  on  seeing  an  abdominal  emer- 
gency case  is  to  arrive  at  a  definite  conclusion  as  to  whether  it  is  one 
of  these  calamitous  cases  or  not.  This  will  not  take  long  to  decide  if 
a  person  previously  in  fair  health  is  suddenly  reduced  by  agonizing 
abdominal  pain  to  a  condition  of  serious  collapse.  When  this  has 
been  settled,  but  not  till  then,  one-third  of  a  grain  of  morphia  should 
be  injected  hypodermically.  The  next  step  is  to  arrange  for  an  opera- 
tion without  a  moment  of  unnecessary  delay,  and  I  hold  very  strongly 
the  view  that  the  patient  should  be  conveyed,  with  every  care  of 
course,  to  a  hospital,  public  or  private,  if  the  best  chance  of  recovery  is 
to  be  given.  The  grave  symptoms  have  all  been  relieved  or  abolished 
by  the  dose  of  morphia  ;  nevertheless,  with  the  courage  of  conviction 
derived  from  previous  knowledge,  immediate  operation  must  be  in- 
sisted on.  And  what  are  the  chances  offered  by  early  operation  in  such 
cases  as  those  mentioned  ?  The  answer  is  that  the  mortality-rate 
could  be  very  considerably  reduced.  Can  I  offer  you  any  statistics 
of  my  operations  for  abdominal  emergencies  in  support  of  this  state- 
ment ?  Honestly,  I  cannot ;  and  if  I  could  I  dare  not ;  sufficient  early 
cases  are  not  available,  and  the  results  of  operations  upon  patients 
with  general  peritonitis  are  too  horrible  for  publication.  But  if  time 
allowed  I  could  relate  many  cases  which  support  my  contention.  Here 
two  must  suffice.  They  were  both  young  women,  and  both  were 
healthy  except  for  stomach  troubles.  Both  had  gastric  ulcers  which 
perforated,  and  each  had  the  good  fortune  to  have  as  their  medical 
attendant  Dr.  Robert  Campbell.  He  made  at  once  a  diagnosis  of 
ruptured  gastric  ulcer  in  each,  and  I  believe  I  am  correct  in  saying 
that  he  never  left  either  until  he  saw  them  into  the  infirmary,  and  was 
assured  by  having  seen  it  commenced  that  an  operation  was  to  be 
done.  In  both  I  performed  a  similar  operation,  first  making  an  inci- 
sion in  the  epigastrium  to  verify  the  diagnosis,  and  finding  gas  and 
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stomach  contents  in  tin-  peritoneal  cavity  I  extended  the  incision 
from  the  cnsiform  cartilage  to  close  above  the  pubes.  I  then  turned 
out  and  thoroughly  washed  with  hot  saline  solution  (one  teaspoonful 
of  salt  to  one  pint  of  water)  the  intestines  and  whole  peritoneal  cavity, 
taking  special  care  to  clean  every  pocket,  and  in  each  repaired  a  large 
perforation  through  a  stomach  ulcer  by  sutures.  In  both  the  abdomen 
was  closed  entirely  without  drainage.  This  comprises  my  whole 
experience  of  perforating  gastric  ulcer  operated  on  within  twelve 
hours  of  the  perforation,  and  the  two  patients  made  straightforward 
recoveries. 

Before  leaving  these  cases  let  me  ask  to  whom  are  the  patients 
indebted  for  their  recovery.  All  I  can  say  is  that  a  few  hours  of  delay 
to  try  the  effects  of  morphia  and  hot  poultices  would  have  given  the 
operator  discredit  instead  of  appreciation.  Is  it  too  bold  to  prophesy 
that  the  present  mortality-rate  of  at  least  90  per  cent  will  be  reduced 
by  early  operation  to  one  of  not  more  than  10  per  cent  ?  * 

Unfortunately,  the  treatment  of  an  abdominal  emergency,  too 
often  from  delay,  resolves  itself  into  the  treatment  of  septic  infection 
of  the  peritoneum,  and  a  few  minutes  spent  in  giving  you  shortly  my 
views  on  this  important  subject  may  not  be  wasted.  The  peritoneum 
is  credited  with  a  susceptibility  above  the  average  to  suffer  from 
septic  infections.  I  feel  confidence  in  stating  that  the  reverse  is  the 
fact,  and  that  with  the  exception,  perhaps,  of  the  puerperal  uterus  it 
possesses  a  resistance  greater  than  other  portions  of  the  human  body. 
In  previous  papers1  I  have  advanced  evidence  in  favour  of  this  and 
other  contentions,  but  time  does  not  to-night  allow  of  more  than  what 
may  appear  to  those  who  have  not  read  my  papers  to  be  too  dogmatic 
statements.  It  is  now  recognized  that  septic  infection  of  the  perito- 
neum may  cause  death  by  acute  poisoning  before  time  has  been  given 
for  the  manifestations  of  peritoneal  reaction  which  we  call  peritonitis. 
For  this  condition  we  can  as  yet  do  nothing  ;  the  peritoneum  and  the 
patient  are  overwhelmed  by  a  virulent  poison.  Fortunately  the  more 
common  result  of  the  introduction  of  septic  contents  into  the  abdo- 
minal cavity  is  that  the  peritoneum  reacts  and  peritonitis  results. 
This  may  be  limited  and  local  or  diffuse  and  general,  according  to  the 
virulence  or  amount  of  the  infective  agent,  or  the  power  of  resistance 
in  the  patient's  tissues,  or  the  position  of  the  lesion  in  the  abdominal 
cavity.  It  is  only  with  the  treatment  of  general  septic  peritonitis  that 
we  are  at  present  concerned,  and  it  is  of  this  alone  that  I  intend  to  treat. 

*  Ten  years  later  the  truth  of  this  was  established.  The  idea  zvas 
laughed  at  then. 

1  Edinburgh    Medical    Journal,    July,    1873  ;     Northumberland    and    Durham 
Medical  Journal ;  The  Lancet,  Feb.  23,  1901,  p.  5.'i:J. 
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Many  pathologists  and  surgeons  hold  that  every  patient  with 
general  septic  peritonitis  dies,  and  that  recovery  means  a  mistake  in 
diagnosis.  The  majority  of  surgeons  believe  that  the  only  chance  of 
recovery  is  offered  by  operation.  I  do  not  agree  with  either  view,  for 
I  have,  in  one  of  the  papers  previously  mentioned,1  offered  the  strongest 
evidence  against  each,  and  could,  if  time  permitted,  add  still  more. 
There  can  be  no  doubt,  for  I  have  abundant  evidence  of  it,  that  patients 
recover  whose  peritoneum  in  every  nook  and  corner  has  been  covered 
with  purulent  fluid  or  purulent  lymph,  the  result  of  infection  from  a 
ruptured  gastric  ulcer  or  perforated  appendix  or  similar  gross  septic 
source,  and  it  is  mere  quibbling  to  call  this  anything  but  general  peri- 
tonitis. It  has  been  my  experience  that  a  fair  percentage  of  patients 
with  general  peritonitis  who  have  lived  over  the  fourth  day  can 
recover,  and  I  would  like  to  draw  your  attention  to  the  clinical  fact 
that  110  case  is  hopeless  in  which  the  abdomen  though  distended  is  not 
tense.  A  patient  with  tense  and  much  distended  abdomen  I  have 
never,  so  far  as  my  recollection  goes,  seen  to  recover.  At  the  end  of 
a  few  more  days  such  immunity  has  been  acquired  that  in  the  third 
week  of  an  illness  due  to  appendicitis  I  have  opened  a  peritoneum 
charged  with  pus  and  faeces,  and  the  patient  has  got  well.* 

Surgical  treatment  does  not  always,  I  believe,  offer  the  best 
chance  in  the  treatment  of  acute  general  peritonitis,  and  this  I 
take  to  be  the  guide  as  to  surgical  or  medical  treatment.  Operation 
when  once  the  abdomen  has  become  distended  is  too  late.|  If 
operation  is  decided  against,  the  first  step  indicated  is  to  stop  the 
administration  of  all  food  and  drink  by  the  mouth,  and  to  give  the 
required  nutriment  and  fluids  by  enema.  The  next  is  to  wash  out 
the  stomach  with  abundance  of  hot  water  as  frequently  as  vomiting 
is  troublesome.  The  most  efficacious  method  of  doing  this  is  through 
the  stomach-tube,  and  patients  usually  obtain  such  relief  from  its  use 
that  they  raise  no  objection  to  a  repetition  of  it.  As  a  substitute  a 
pint  of  hot  water  or  a  pint  of  champagne  may  be  offered  as  a  drink. 
The  third  necessity  is  to  keep  the  patient  perfectly  quiet,  and  for  this 
purpose  small  and  repeated  doses  of  morphia  are  administered  hypo- 
dermically.  A  linseed  meal  poultice,  large  enough  to  cover  the  whole 
abdomen,  should  be  applied  for  an  hour  and  repeated  every  eight 
hours,  abundance  of  heated  cotton-wool  being  substituted  in  the 
intervals  between  the  poultices.  Heat  is  the  greatest  promoter  of 
cell  activity,  and  it  is  largely  on  this  that  reliance  is  placed  in  the 

*  This  is  a  truth  of  great  importance. 
t  /  still  believe  this. 

1  The  Lancet,  Feb.  23,  1901,  p.  533. 


SURGICAL     CONTRIBUTIONS— ABDOMINAL  485 

natural  '  cure  '  of  peritonitis — hence  the  recommendation.  Last,  but 
not  least,  a  good  imrsc  is  essential  to  the  best  management  of  these 
dangerous  cases. 

Fortunately  the  majority  of  abdominal  emergencies  are  not  so 
tragic  as  those  just  described,  and  the  next  most  severe  may  be 
described  as  grave  eases.  They  also  commence  suddenly  with  severe 
pain  and  vomiting,  but  shock  is  moderate  in  degree.  Under  this 
heading  may  be  included  small  perforations  of  the  stomach,  perfora- 
tions of  the  intestines  and  vermiform  appendix,  acute  intestinal 
obstruction,  ovarian  cysts  with  twisted  pedicle,  and  some  acute  gall- 
stone cases.  The  treatment  of  the  most  serious  of  these  cases  is  the 
same  as  that  of  the  first  class — viz.,  immediate  operation. 

Of  the  less  serious  it  is  similar  to  that  of  the  next  class,  which  I 
designate  serious  cases.  This  class  is  the  most  important  because  the 
most  ordinary.  The  patient  has  severe  abdominal  pain  and  may  be 
seriously  ill,  but  there  is  no  evidence  of  immediate  danger.  The 
general  aspect  and  the  pulse  are  good  and  the  skin  is  warm.  In  these 
cases  the  keenest  effort  should  be  made  to  form  as  accurate  a  differen- 
tial diagnosis  as  is  possible.  What  could  be  more  uncalled  for  than 
to  open  an  abdomen  for  intestinal  obstruction  due  to  a  femoral  hernia  ? 
The  best  that  can  be  said  of  such  a  proceeding  is  that  it  is  not  so  dis- 
astrous as  leaving  things  alone.  '  Examine  the  hernial  sites  '  should 
be  the  first  demand  made  by  the  practitioner  on  himself  in  every 
abdominal  case  attended  by  vomiting.  I  have  emphasized  this 
repeatedly  in  published  papers,  but  neglect  of  it  still  causes  the  loss  of 
many  lives.  It  is  in  other  instances  equally  important  to  the  patient 
that  the  surgeon  should  operate  with  a  knowledge  of  which  part  of 
the  abdomen  to  enter  in  order  to  gain  direct  access  to  the  seat  of  the 
lesion.  I  must  here  remark  that  I  have  no  sympathy  with  those  who 
say  that  abdominal  diagnosis  is  so  difficult  that  it  can  only  be  made 
by  exploratory  means.  This  is  not  true.  A  correct  diagnosis  is 
possible  in  the  majority  of  cases  if  due  care  be  taken  in  listening  to  the 
history  of  the  illness,  in  noting  the  physical  signs,  and  in  a  careful 
balancing  of  the  problems  suggested  by  both.  The  greatest  importance 
is  naturally  attached  to  physical  signs,  but  to  ignore  the  history,  as 
has  been  advised,  is  sure  to  lead  to  the  gravest,  because  avoidable, 
errors  in  diagnosis.  A  tumour  is  present  in  the  right  side  of  the  abdo- 
men, and  the  temperature  is  raised.  Is  it  a  large  suppurating  gall- 
bladder due  to  a  stone  blocking  the  cystic  duct,  or  a  large  suppurating 
kidney  due  to  stone  in  the  ureter  ?  It  is  most  important  in  the 
patient's  interest  to  discover,  not  always  an  easy  task,  whether  the 
colon  lies  behind  or  in  front  of  this  tumour,  or  to  learn  that  previous 
attacks  have  been  followed  by  jaundice  or  by  haematuria.  Is  the  his- 
tory of  a  previous  hernia  or  of  an  attack  of  appendicitis  or  tuberculous 
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peritonitis  of  less  value  than  the  physical  signs  in  determining  the 
cause  of  a  large  number  of  cases  of  intestinal  obstruction  ?  In  the 
female,  does  not  the  history  of  the  existence  of  a  previously  harmless 
tumour  with  sudden  peritonitis,  without  other  signs,  make  the  dia- 
gnosis of  ovarian  tumour  with  twisted  pedicle  probable  ?  And  does 
not  the  history  of  a  menstrual  period  missed  for  a  week  or  more,  and 
followed  by  acute  abdominal  illness  in  a  healthy  woman,  previously 
never  irregular,  suggest  more  clearly  than  any  sign  or  combination  of 
signs  that  her  condition  is  the  result  of  ectopic  gestation  ?  The  second 
proposition  I  have  to  make  for  your  discussion  is  this  :  That  in  all 
except  the  most  acute  abdominal  emergencies  it  is  possible  to  make  a 
differential  diagnosis  sufficiently  accurate  to  suggest  the  most  suitable 
treatment. 

No  one  in  this  room,  I  presume,  doubts  that  the  proper  treat- 
ment of  strangulated  hernia  or  suppurating  gall-bladder  or  kidney, 
acute  intestinal  obstruction,  or  acute  appendicitis,  or  ovarian  tumour 
with  twisted  pedicle,  or  ectopic  gestation,  is  operation  at  the  earliest 
convenient  hour.  It  is  when  doubts  arise  in  the  diagnosis  that  diffi- 
culties in  the  treatment  follow.  The  question  must  be  of  this  nature 
to  make  the  treatment  other  than  surgical.  Is  the  patient  seriously 
ill,  or  is  the  illness  due  to  some  trivial  or  temporary  upset  in  a  hyper- 
aesthetic  individual,  and  is  it  practically  certain  that  the  condition  of 
the  patient  or  the  nature  of  the  disease  is  such  that  surgical  treatment 
has  more  danger  than  the  disease  itself  ?  The  most  difficult  cases  to 
give  a  decision  upon  are  those  of  suspected  intestinal  obstruction. 
The  pain  at  first  may  not  be  bad  enough  to  raise  alarm,  and  its  parox- 
ysmal character  and  accompanying  wind-rumblings  may  be  placed 
to  the  credit  of  dyspepsia,  or  colic,  or  constipation,  or  some  other 
more  trifling  trouble.  During  their  stay  in  my  wards  several  patients 
have  developed  symptoms  of  acute  obstruction  due  to  bands  and 
adhesions,  and  I  will  mention  in  detail  the  treatment  which  we  have 
adopted  for  them.  If  the  pain  has  been  severe  and  paroxysmal,  and 
has  been  attended  by  vomiting  and  wind-rumblings  and  visible  or  palp- 
able peristaltic  movements  of  the  intestine  making  the  diagnosis  defi- 
nite, immediate  operation  has  been  the  rule.  If  the  diagnosis  has 
been  less  certain,  one-quarter  of  a  grain  of  morphia  injected  hypoder- 
mically  has  been  ordered.  If  the  symptoms  are  removed  by  this,  and 
do  not  reappear  after  eight  hours,  the  condition  is  probably  due  to 
nothing  serious,  but  whether  or  not,  a  dose  of  castor  oil  and  an  enema 
are  given  to  clear  up  the  remaining  difficulty.  If  the  case  is  one  of 
intestinal  obstruction,  acute  symptoms  of  obstruction  are  produced 
and  operation  is  undertaken  at  once.  The  results  of  this  treatment 
will  carry  greater  weight  than  anything  I  can  say. 

In  the  absence  of  both  of  our  surgical  registrars,  I  am  indebted 
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to  Mr.  J.  W.  Heslop  for  examining  tin  hospital  records  from  1900  up 
to  date.  lit-  has  found  a  note  of  11  patients  who  were  attacked  by 
acute  intestinal  obstruction  whilst  under  my  care  and  suffering  from 
other  conditions.  Of  these.  '.)  recovered  and  2  died.  One  death 
occurred  in  a  patient  who  was  not  operated  upon  from  mistaken  dia- 
gnosis. Of  10  patients  operated  upon,  9  recovered  and  1  died.  The 
patient,  who  died  was  a  young  man  whose  appendix  had  been 
removed  two  days  previously,  and  who  developed  a  complicated 
volvulus,  involving  the  small  intestines. 

It  cannot  be  held  of  these  cases  that  they  were  easy  from  the  sur- 
gical point  of  view.  Every  one  required  more  serious  manipulation 
than  the  reduction  of  a  recent  intussusception,  or  the  release  of  bowel 
strangulated  by  a  band,  or  the  reduction  of  a  kinked  or  twisted  loop 
of  intestine  necessitates.  To  prove  this  I  need  only  read  notes  of  the 
last  case  of  the  sort  that  I  operated  upon,  to  be  quite  fair  prefacing  it  by 
the  statement  that  the  patient  was  an  unusually  robust  young  woman. 

CASE  5. — The  patient,  a  female,  age  35  years,  was  operated  upon  first 
on  June  10,  1902.  She  was  then  very  ill,  with  an  acute  abdominal  illness 
diagnosed  as  abscess  in  the  pelvis  and  in  connection  with  the  vermiform 
appendix.  Her  abdomen  was  opened  over  the  right  iliac  fossa  by  an  incision 
extending  from  the  loin  behind.  Some  clear  fluid  escaped  on  opening  the 
peritoneum.  The  colon  and  the  caecum  were  adherent  to  the  parietal 
peritoneum  on  the  outer  side,  and  on  gently  separating  them  foetid  pus 
escaped.  The  appendix  was  found  lying  on  the  outer  side  of  the  caecum  and 
colon  with  its  tip  pointing  upwards  to  the  hepatic  pouch,  and  was  excised. 
The  pelvic  brim  was  filled  with  matted  adherent  intestine.  The  abdominal 
wound  was  covered  up  and  the  patient  was  placed  in  the  lithotomy  posture, 
the  pelvic  abscess,  from  which  a  large  amount — about  one  pint — of  foetid  pus 
was  evacuated,  being  opened  and  drained  through  an  incision  in  the  posterior 
vaginal  fornix  by  drainage-tubes  sewed  in.  The  vermiform  appendix  con- 
tained a  stercolith  and  was  perforated  at  its  centre.  There  was  a  free 
discharge  of  pus,  especially  from  the  vagina,  for  some  days,  but  the  patient 
made  a  good  recovery  and  was  about  to  leave  when,  on  the  night  of  July  14, 
one  month  after  the  operation  described,  she  was  suddenly  seized  with 
symptoms  of  acute  obstruction  and  became  very  ill.  The  second  operation 
was  performed  a  few  hours  later.  The  abdomen  was  opened  in  the  middle 
line.  The  small  intestines  were  congested  and  beginning  to  distend,  the 
distended  loop  leading  to  the  pelvis  where  the  obstruction  was  located. 
It  was  due  to  adhesions,  many  of  which  were  easily  separated,  but  those 
in  the  depths  of  the  pelvis  became  more  dense.  In  separating  a  loop  there 
a  small  abscess  was  opened  and  pus  escaped.  The  traction  on  the  inflamed 
and  adherent  loop  resulted  in  tearing  the  intestine  almost  completely  across. 
Six  inches  of  torn  and  damaged  intestine  were  excised,  and  an  end-to-end 
approximation  was  made  by  catgut  sutures.  The  abscess  in  the  pelvis 
was  thoroughly  mopped  and  the  whole  pelvis  was  washed  out  with  saline 
solution.  The  abdomen  was  entirely  closed.  The  patient  recovered,  and 
is  now  in  first-rate  health  with  firm  scars. 

These  results  have  not  depended  on  any  special  operative  skill  of 
mine,  for  some  have  come  under  the  care  of  my  assistants,  and  their 
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cases  have  done  as  well  as  my  own.  As  additional  proof  of  this  I  may 
state  that  my  results  from  operations  for  acute  intestinal  obstruction 
involving  the  small  intestine,  performed  on  the  third  or  fourth  day 
when  the  small  intestines  are  distended,  have  been  so  bad  that  I  could 
count  the  recoveries  on  my  fingers.  There  is  only  one  explanation  of 
these  surprising  results,  and  I  want  to  drive  the  lesson  this  experience 
has  given  me  as  strongly  home  as  I  can,  and  it  is  that  if  patients  with 
acute  intestinal  obstruction  are  to  have  the  best  chance  they  must 
submit  to  operation  without  delay.*  As  further  bearing  on  this  point, 
I  may  mention  the  results  obtained  at  the  Infirmary  in  intussuscep- 
tion and  strangulated  hernia.  From  the  commencement  of  1900 
12  cases  of  acute  intussusception  have  been  admitted  to  the  surgical 
wards  of  the  Royal  Infirmary  for  operation.  In  4  of  the  cases  the 
gut  was  found  to  be  gangrenous,  and  all  of  the  patients  died.  Of 
the  8  cases  in  which  the  gut  was  not  gangrenous,  6  patients  recovered 
and  2  died.  One  of  the  deaths  was  caused  by  a  second  intussus- 
ception which  was  not  discovered  till  the  post-mortem  examination. 
The  second  death  occurred  in  an  acute  case  of  twenty-four  hours' 
duration,  in  a  child  five  months  old.  The  records  of  strangulated 
hernia  are  even  more  instructive,  for  ten  years  ago  the  operation  for 
the  relief  of  strangulation  was  as  skilfully  performed  as  it  is  now,  and 
the  superadded  danger  of  a  radical  cure  was  less  frequently  incurred, 
but  from  the  Infirmary  reports  I  find  that  of  11  patients  suffering 
from  strangulated  inguinal  hernia,  5  recovered,  4  died,  and  2  remained 
under  treatment  in  1891 ;  whilst  in  1901,  of  22  patients  18  recovered, 
3  died,  and  1  remained  under  treatment.  The  cause  of  death  in 
two  of  the  last  mortal  cases  I  know  was  gangrene  of  the  gut  owing 
to  delayed  operation,  and  in  one  case  this  was  due  to  the  obstinate 
refusal  of  the  patient  to  submit  to  early  operation. 

Every  practitioner  of  experience  has  seen  recovery  ensue  in  the 
most  formidable-looking  cases  of  obstruction  under  the  ordinary 
routine  treatment  by  opium,  enemata,  etc.,  but  it  must  be  remem- 
bered that  in  acute  cases  the  mortality  without  operation  is  not  less 
than  80  per  cent,  and  I  believe  that  when  the  small  intestines  have 
been  allowed  time  to  undergo  considerable  distention,  the  best  chance 
for  the  patient  is  not  often  given  by  operation.  In  this  class  the  most 
common  forms  of  appendicitis  and  gall-stone  cases  may  be  placed. 
They  resemble  each  other  in  many  ways,  but  chiefly  in  the  uncertainty 
of  prognosis.  The  most  serious-looking  cases  may  get  well  without 
operation,  and  the  less  serious,  to  all  appearance,  end  somewhat  sud- 
denly in  disaster.  Hence  the  endless  discussions  as  to  when  to  operate 
upon  cases  of  appendicitis  and  cases  of  gall-stone.  Examples  of  both 

*  Delay  is  still  the.  cause  of  the  majority  of  deaths. 
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occur  in  which  immediate  operation  offers  the  only  probability  of 
recovery,  but  fortunately  such  desperate  cases  are  rare.  Never  a 
month  passes,  however,  but  I  see  a  fine  young  man  or  young  woman 
dying  from  gem-mi  peritonitis  due  to  appendicitis  after  ait  illness  of 
four  or  live  days'  duration,  and  it  is  dillicult  then  to  think  patiently 
of  the  advocates  of  an  indiscriminate  medical  treatment  of  appendicitis, 
knowing  that  with  practical  certainty  an  operation  performed  on  the 
second  day  would  have  saved  this  life.  My  view  is  that  every  acute 
ease  should  be  operated  upon  without  unnecessary  delay  if  after  a 
single  dose  of  morphia,  and  at  the  end  of  eight  hours,  every  symptom 
and  sign  of  danger  have  not  disappeared.  The  risks  of  removing  the 
acutely  inflamed  appendix  have  been  exaggerated.  I  do  it  in  every 
early  acute  case  I  see,  and  expect  the  patient  to  recover  unless  a 
diffuse  peritonitis,  already  present,  has  secured  too  strong  a  hold  to 
be  remedied  by  the  removal  of  its  cause.  The  presence  of  a  definite 
tender  tumour  following  an  acute  attack,  as  I  have  elsewhere  pointed 
out,  denotes  with  certainty  the  formation  of  an  abscess  in  connection 
with  the  vermiform  appendix,  and  the  only  satisfactory  treatment  for 
this  is  to  remove  the  appendix  and  to  drain  the  abscess.  By  earlier 
operation  a  serious  illness,  a  difficult  operation,  and  a  prolonged  con- 
valescence would  have  been  avoided,  so  that  I  have  come  to  regard 
abscess  as  evidence  of  an  opportunity  lost.*  In  many  of  these  cases 
of  abscess  the  patients  get  well  if  left  alone,  the  pus  usually  finding  its 
way  into  an  adjoining  adherent  coil  of  intestine  ;  but  operation  is 
safer  (in  our  last  100  hospital  cases  there  \vas  no  death),  as  rupture  of 
the  abscess  into  the  peritoneal  cavity  is  not  impossible.  Operations 
on  cases  of  gall-stone  during  the  past  eighteen  months  have  more 
than  ever  impressed  upon  me  the  need  for  more  frequent  and  earlier 
operations,  and  this  because  I  have  had  the  misfortune  to  lose  a  con- 
siderable number  of  patients  after  operation  from  conditions  due  to 
prolonged  delay.  Some  cases  of  gall-stone  come  under  the  heading 
of  desperate  conditions,  more  than  can  be  known,  unless  operations 
are  performed  or  post-mortem  examinations  are  obtained.  As  an 
example  of  this  I  offer  the  notes  of  my  most  recent  case  of  this  sort. 

CASE  6. — The  patient  was  an  exceptionally  healtlty,  robust  man,  age 
50  years.  Until  his  fatal  illness  he  had  never  been  ill  a  day  in  his  life.  His 
only  complaint  was  of  temporary  attacks  of  severe  '  stomach  cramp  '  to 
which  he  had  been  subject  for  years.  He  had  never  been  jaundiced.  On 
Sunday  night  he  had  a  sudden  severe  attack  of  pain.  On  Monday  his  dis- 
tended gall-bladder  was  felt.  On  Tuesday  he  had  signs  of  peritonitis  round 
the  gall-bladder,  and  a  cough.  On  Wednesday  there  were  symptoms  and 
signs  of  pneumonia.  On  Thursday  very  acute  abdominal  pain  and  signs  of 
spreading  peritonitis  were  present.  On  Friday  the  abdominal  conditions 
were  worse.  Operation  showed  diffuse  purulent  peritonitis  in  the  upper 
half  of  the  abdomen,  and  a  gangrenous  perforated  gall-bladder  with  three 

*  This  still  requires  emphasis. 
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gall-stones  in  it,  one  of  which  was  firmly  impacted  in  the  cystic  duct.  Death 
occurred  on  Saturday.  A  post-mortem  examination  showed  double  pneu- 
monia. The  peritoneal  cavity  showed  localized  peritonitis. 

You  will  note  that  the  diagnosis  in  this  case  was  based  upon  a 
history  of  '  spasms,'  a  tender,  swollen  gall-bladder,  a  high  tempera- 
ture, and  that  there  was  no  jaundice.  Unless  a  stone  has  got  into  one 
of  the  liver  ducts,  jaundice,  of%  course,  is  not  a  symptom,  and  this  is 
apt  to  be  forgotten  and  so  mistakes  arise.  A  confident  diagnosis  of 
a  stone,  or  stones,  impacted  in  the  neck  of  the  gall-bladder  or  in  the 
cystic  duct,  with  cholecystitis,  can  be  made  in  similar  cases.  The 
safest  and  most  satisfactory  treatment  of  them  is  by  early  operation, 
though  it  must  be  remembered  that  spontaneous  recovery  by  rupture 
of  the  gall-bladder  into  the  peritoneal  cavity,  with  absorption  of  the 
fluid  contents  of  the  gall-bladder  and  encystment  of  the  stones  by 
adhesions,  or  by  rupture  into  a  hollow  viscus  to  which  it  has  become 
adherent,  or  by  rupture  externally,  may  occur.  If  time  permitted  I 
could  relate  cases  demonstrating  each  of  these  methods.  If  gall- 
stone surgery  is  to  show  better  results  in  the  future,  patients  must  be 
operated  upon  whilst  the  stones  are  still  confined  to  the  gall-bladder, 
from  which  they  can  be  removed  by  a  simple  and  safe  operation.* 

The  accompanying  list,  made  for  me  by  Mr.  G.  Grey  Turner, 
surgical  registrar  of  the  Royal  Infirmary,  is  a  complete  record  of  our 
fatal  cases  of  gall-stone  for  the  past  eighteen  months. 

CASE  1. — A  male,  age  50  years.  Condition  :  very  ill  ;  high  temperature. 
Gall-stone  in  the  cystic  duct  ;  gangrene  and  rupture  of  the  gall-bladder  ; 
septic  peritonitis.  Operation :  laparotomy  ;  cholecystostomy.  Result  : 
death.  Remarks  :  died  16  hours  after  operation.  Necropsy  :  gall-bladder 
showed  patches  of  gangrene  with  a  perforation  ;  no  further  stones  ;  septic 
peritonitis  in  the  upper  abdomen,  principally  on  right  side  ;  broncho-pneu- 
monia of  both  lungs. 

CASE  2. — A  male,  age  50  years.  Condition  :  very  ill  ;  high  temperature  ; 
slight  jaundice.  Stone  impacted  in  the  cystic  duct.  Gangrene  of  gall- 
bladder ;  localized  peritonitis.  Operation :  laparotomy ;  cholecystostomy. 
Remarks  :  died  six  hours  after  operation.  Necropsy  limited  to  operation 
area.  No  other  stones  found.  Liver  very  fatty. 

CASE  3. — A  female,  age  54  years.  Condition  :  very  ill  ;  high  tempera- 
ture ;  slight  jaundice.  Stones  in  gall-bladder.  No  pus  found.  Patient  too 
ill  to  explore  ducts.  Operation:  cholecystostomy.  Remarks:  died  seven 
days  later  after  a  few  hours'  illness  with  high  temperature  and  jaundice. 
Necropsy  showed  a  sloughing  gall-bladder.  One  stone  found  impacted  in 
lower  end  of  common  duct  and  projecting  into  duodenum.  Many  stones 
higher  in  duct.  Two  stones  in  hepatic  ducts.  Septic  cholangitis.  Other 
stones  in  small  hepatic  ducts  and  one  free  in  a  liver  abscess. 

CASE  4. — A  female,  age  38  years.  Condition  :  very  ill  ;  high  tempera- 
ture. Removed  stones  from  gall-bladder  and  liver  substance.  Multiple 

*  Cases  are  still  sometimes  encouraged  to  wait — till  hopeless. 
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abscesses  in  liver  round  stones.  Operation  :  laparotomy  ;  cholecystostomy. 
Kcinarks  :  recovered  sufficiently  to  leave  hospital  with  sinus.  Died  at 
home  three  months  after  operation. 

CASE  5. — A  male,  age  62  years.  Condition  :  deep  jaundice.  Fistula 
over  gall-bladder,  the  result  of  old  suppuration.  Stone  felt  at  bottom  of 
sinus.  Operation:  stones  removed  by  enlarging  sinus  in  abdominal  wall. 
Remarks  :  died  ten  mouths  after  operation.  Cause  could  not  be  ascertained. 
No  necropsy. 

CASE  6. — A  female,  age  33  years.  Condition  :  slight  jaundice  ;  high 
temperature.  Large  stone  removed  from  pus  cavity  behind  common  duct. 
Gall-bladder  small  and  contracted.  No  stones  in  gall-bladder  or  ducts. 
Operation:  laparotomy.  Remarks:  died  ten  days  after  operation.  Post- 
mortem examination :  no  further  stones  found.  Stricture  of  pylorus. 
Nothing  surgical  found.  Death  accounted  for  by  syncope. 

CASE  7. — A  female,  age  67  years.  Condition  :  intense  jaundice  ;  very 
ill ;  high  temperature.  Large  number  of  stones  removed  from  gall-bladder  ; 
one  from  cystic  duct ;  none  from  common  duct.  Operation  :  cholecyst- 
ostomy. Remarks :  died  sixteen  days  after  operation  after  an  acute 
abdominal  attack.  Necropsy  showed  small  stone  impacted  in  duodenal 
orifice  of  common  duct.  Bacillus  coli  communis  from  fluid  of  ducts.  Liver 
bile-logged.  Heart  fatty. 

CASE  8. — A  male,  age  55  years.  Condition  :  very  ill.  Stones  removed 
from  gall-bladder  and  cystic  duct.  Operation  :  cholecystostomy.  Remarks  : 
died  ten  days  later.  Necropsy  showed  a  small  abscess  around  the  appendix 
with  suppurative  pylephlebitis.  Operated  on  by  mistake  on  the  supposition 
that  the  illness  was  due  to  gall-stones.  Bile-ducts  healthy.  No  stones  left. 

CASE  9. — A  female,  age  23  years.  Condition  :  very  ill  ;  high  tempera- 
ture. Removal  of  stones  from  gall-bladder,  latter  inflamed  ;  omentum  con- 
tained 10  drachms  of  pus  and  was  excised  along  with  gall-bladder.  Opera- 
tion :  Cholecystectomy.  Remarks  :  died  seven  days  later,  quite  suddenly, 
when  convalescent.  At  necropsy  nothing  surgical  found  to  explain  death  ; 
no  further  stones  ;  syncope. 

CASE  10. — A  female,  age  54  years.  Condition  :  good,  except  for  chronic 
bronchitis  and  asthma.  Stones  removed  from  gall-bladder  ;  there  had 
been  an  old  perforation.  Muco-pus  in  gall-bladder.  Operation  :  chole- 
cystostomy. Remarks :  died  six  days  later  from  acute  double  lobar  pneu- 
monia. No  other  stones  found.  Abdomen  and  wound  healthy. 

CASE  11. — A  female,  age  22  years.  Condition  :  good.  Pus  in  gall- 
bladder from  which  stones  were  removed.  Operation  :  cholecystostomy. 
Remarks  :  died  twenty-four  hours  after  operation  from  bronchopneumonia. 
No  other  stones  found  at  necropsy.  Wound  and  abdomen  healthy. 

CASE  12. — A  male,  age  60  years.  Condition  :  good.  Stones  removed 
from  gall-bladder.  Operation  :  cholecystostomy.  Remarks  :  died  three 
days  after  operation.  Acute  pneumonia  of  right  base.  No  further  stones 
found  at  necropsy.  Wound  and  abdomen  healthy. 

You  may  ask,  Are  there  no  disadvantages  to  be  advanced  as 
reasons  against  such  surgical  activity  as  I  have  suggested  ?  Of  course 
there  are,  and  the  dangers  and  difficulties  must  be  fairly  admitted.  I 
am  not  one  of  the  optimists  who  hold  that  after  opening  the  abdomen, 


492  RUTHERFORD     MORISON 

if  it  is  found  that  nothing  serviceable  has  been  accomplished,  '  no 
harm  has  been  done.'  It  is  poor  consolation  to  offer  for  this  view 
that  the  patient  recovered.  The  recovery  must  be  recognized  as 
having  occurred  in  spite  of,  and  not  in  consequence  of,  surgical  inter- 
ference, and  the  cause  of  the  error  must  be  fully  studied  as  a  guide  to 
the  avoidance  of  similar  mistakes  in  the  future.  Some  mistakes  are 
unavoidable,  and  it  is  for  such  that  the  old  saying,  "  He  who  makes 
no  mistakes  makes  nothing,"  must  be  offered  as  an  excuse.  Intes- 
tinal obstruction  due  to  general  firm  matting  of  the  intestines,  usually 
the  result  of  healed  tuberculosis,  acute  haemorrhagic  pancreatitis, 
acute  malignant  peritonitis,  and  other  incurable  conditions,  may  be 
offered  as  examples  of  my  meaning,  for  by  our  present  means  of  dia- 
gnosis they  cannot  be  excluded. 

I  will  conclude  by  mentioning  two  more  common  causes  of  error 
which  have  been  forcibly  impressed  upon  me  by  personal  experience 
of  them.  Some  three  years  ago  I  opened  the  abdomen  of  a  young 
woman  sent  into  the  Infirmary  as  a  case  of  ruptured  gastric  ulcer  a  few 
hours  after  the  onset  of  sudden  agonizing  pain  in  the  upper  abdomen, 
attended  by  collapse,  preceded  by  a  history  of  stomach  trouble  and 
followed  by  rigidity  and  tenderness  of  the  abdominal  wall.  Nothing 
was  found  to  account  for  the  attack,  but  next  day  the  signs  of  pneu- 
monia at  the  left  base  were  present  and  the  disease  ran  its  usual  course, 
the  patient  recovering.  Since  then  I  have  more  than  once  escaped  a 
similar  disappointment  by  remembering  that  the  pain  attending 
chest  inflammations  may  be  referred  to  the  abdomen  and  produce 
symptoms  closely  simulating  those  of  acute  peritonitis.  This  fact 
should  have  been  sufficiently  impressed  upon  me  previously,  for  my 
brother,  Mr.  A.  E.  Morison,  of  Hartlepool,  in  a  paper  on  empyema, 
published  in  the  Northumberland  and  Durham  Medical  Journal,  had 
pointed  out  how  the  abdominal  pain  and  rigidity  of  muscles  and 
vomiting  accompanying  empyema  might  simulate  abdominal  disease 
and  lead  to  error,  and  Dr.  David  Drummond  has  taught  for  years  that 
chest  inflammations  in  their  early  stages  can  be  readily  mistaken  for 
peritonitis. 

In  The  Lancet  of  August  2,  1902,  p.  280,  Mr.  H.  L.  Barnard,  of  the 
London  Hospital,  published  an  excellent  paper  recording  in  detail 
several  cases  of  pneumonia  mistaken  for  abdominal  disease  and  treated 
by  abdominal  section,  so  that  the  possibility  of  forgetting  this  in  the 
future  may  be  lessened  by  this  reminder. 

The  second  cause  of  error  has,  so  far  as  I  am  aware,  not  previously 
been  noted.  The  subject  is,  however,  so  important  that  I  hope 
shortly  to  have  a  series  of  cases  fully  recorded,  and  must  ask  you,  in 
the  limited  time  at  my  disposal,  to  accept  a  bald  statement  of  the  facts. 

A  patient,  usually  at  or  past  middle  age,  is  suddenly  seized  with  all 
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the  symptoms  of  an  acute  abdominal  illness,  so  definite  that  a  diagnosis 
of  ruptured  gastric  ulcer,  intestinal  obstruction,  strangulated  hernia. 
or  some  such  lesion,  followed  by  peritonitis,  is  the  diagnosis  made. 
The  abdomen  is  more  or  less  rigid  and  more  or  less  distended,  and 
operation  if  it  be  undertaken  reveals  no  abdominal  lesion.  Post- 
mortem examination  in  typical  cases  shows  only  an  increase  of  fibrous 
tissue  in  the  kidneys,  which  are  granular  on  their  surface  and  adherent 
to  their  capsule.  In  at  least  six  of  such  cases  I  have  seen  the  abdomen 
opened — by  myself  or  by  my  colleagues — in  the  belief  that  the  condi- 
tion was  due  to  some  surgical  calamity;  and  guided  by  past  experi- 
ence, in  several  cases  recently  the  true  state  of  affairs  has  been  realized 
by  Mr.  G.  G.  Turner  and  Mr.  Heslop,  who  are  associated  with  me  in 
the  Infirmary,  and  myself  in  time  to  avert  an  operation  on  cases  sent 
in  for  this  purpose.  The  curious  grey,  apathetic  look  of  the  patient, 
with  urine  of  low  specific  gravity  and  sometimes  containing  blood 
and  albumin,  has  suggested  to  us  to  exclude  the  form  of  kidney  men- 
tioned before  making  a  definite  diagnosis  of  abdominal  disease. 

The  last  conclusion  that  I  have  to  offer  for  your  discussion  is  the 
proposition  with  which  I  introduced  my  paper  :  that  future  advances 
in  abdominal  surgery  depend  more  on  the  general  practitioner  than 
on  anyone  else,  and  that  the  treatment  of  abdominal  emergencies  is 
early  operation. 


PRELIMINARY  NOTE  ON  THE  RELATION  OF  GRANULAR 
KIDNEY  TO  ABDOMINAL  SURGERY. 

(Bv  J.  W.  HESLOP,  M.B.,  M.R.C.S.,  late  House  Surgeon,  Royal 
Infirmary,  Newcastle.) 

A  large  number  of  surgical  abdominal  lesions  are  now  well  known 
and  fully  recognized,  but  a  hitherto  unknown  and  unrecognized  class 
of  case  has  presented  itself  for  careful  consideration. 

The  majority  of  these  closely  simulate  acute  intestinal  obstruction 
or  other  acute  abdominal  emergency,  and  harmful  exploratory  surgical 
investigation  may  be  undertaken  from  failure  to  make  a  correct  dia- 
gnosis. 

So  extraordinarily  close  is  the  resemblance  that  our  first  know- 
ledge on  the  subject  was  gained  from  necropsies  on  cases  which  had 
been  explored  by  operation  on  the  supposition  that  the  intestines 
were  organically  obstructed,  or  that  some  acute  fulminating  abdominal 
lesion  existed. 

No  such  condition  being  found,  and  the  autopsy  confirming  the 
absence  of  any  organic  intraperitoneal  disease,  the  cause  of  the  attack 
had  to  be  sought  for  elsewhere,  and  it  was  found  that  the  only  lesion 
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present  in  a  series  of  such  cases  was  that  disease  of  the  kidneys  known 
as  chronic  interstitial  nephritis. 

At  the  necropsy  on  the  case  (Case  1)  wnich  first  brought  the  sub- 
ject of  the  etiology  and  pathology  of  these  conditions  into  prominent 
discussion  at  the  Infirmary,  Mr.  Morison,  to  whom  belongs  the  sugges- 
tion which  has  been  amply  proved  subsequently,  stated  that  patients 
with  granular  kidneys,  in  addition  to  developing  peritonitis  without 
any  recognizable  visceral  lesion,  might  suffer  from  severe  attacks  of 
abdominal  pain  and  vomiting,  simulating  closely  serious  acute  abdomi- 
nal disease.  The  kidney  condition  had  been  previously  looked  upon 
as  a  mere  coincident  factor  without  import  in  the  etiology  of  the  attack. 

At  the  time  his  statement  was  severely  and  unfavourably  criticized, 
although  no  other  explanation  of  the  existing  pathological  appear- 
ances was  forthcoming  from  the  critics.  Further  cases,  however, 
exactly  similar  in  character,  and  in  which  the  only  lesion  demon- 
strable was  an  interstitial  nephritis,  have  proved  that  we  have  dis- 
covered a  new  and  possible  source  of  error  in  abdominal  diagnosis. 
Now,  by  a  careful  consideration  of  the  symptoms  and  physical  signs 
presented,  and  by  the  help  of  experience  gained  from  former  cases, 
the  condition  may  be  diagnosed  and  operative  interference  avoided. 

In  this  paper  the  following  four  cases  only  have  been  selected  for 
record.  Two  of  them  were  explored  surgically,  and  are  typical  of 
those  from  which  our  knowledge  was  obtained.  The  remaining  two, 
occurring  later,  were  recognized  in  hospital  as  kidney  cases,  though 
they  were  sent  as  abdominal  emergencies  for  operation. 

CASE  1. — A.  B.,  female,  age  44,  was  admitted  under  the  care  of 
Mr.  Morison  on  December  22,  1900  (Saturday  evening). 

History. — Last  child  twelve  months  ago.  The  patient  was  quite  well 
until  Thursday  night  last  (two  days  ago),  when  she  was  suddenly  seized 
with  severe  pain  in  the  abdomen,  and  felt  sick. 

The  pain  was  diffuse,  but  mostly  in  the  right  side.  Previous  to  the  pain 
the  patient  had  had  diarrhoea.  After  the  pain  the  bowels  were  not  opened, 
nor  did  she  pass  flatus.  On  the  day  of  admission  she  began  to  vomit,  and 
she  looked  ill. 

Pulse,  108,  high  tension.     Temperature,  100-2°  F. 

Abdomen. — Not  distended  ;  tender  superficially,  but  not  on  deep 
pressure  ;  not  rigid  ;  no  mass  felt. 

Pelvic  Examination. — A  cystic  swelling  was  found  in  the  left  side  of 
Douglas's  pouch,  tender  and  fixed. 

Diagnosis. — Left  ovarian  cyst,  with  twisted  pedicle  and  peritonitis. 

Operation  at  once  by  Mr.  Turner. — Median  laparotomy.  Intestines 
distended  and  purulent  fluid  in  the  belly.  Cyst  in  the  pelvis  parovarian. 
No  twist,  no  suppuration,  no  other  pelvic  disease.  Appendix,  stomach, 
intestines,  including  duodenum,  normal.  Some  adhesions  round  the  gall- 
bladder, but  no  rupture.  No  gall-stones  felt ;  nothing  retroperitoneal.  No 
cause  for  the  purulent  peritonitis  discovered. 

The  patient  was  collapsed  after  operation,  and  died  at  11  p.m.  next  day. 
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.Y<r/-o/j.sy/. — Peritonitis,  mostly  in  lower  part  of  the  abdomen  No 
disease  found  of  any  intraperitoneal  organ.  The  cyst  was  opened  and 
found  to  be  non-suppurating.  Uterus  healthy  ;  no  gall-stones.  Kidneys  a 
little  enlarged  ;  capsule  very  adherent  ;  cortex  diminished  ;  kidney  sub- 
stance very  firm.  Chest — organs  healthy. 

CASE  2. — S.  G.,  male,  age  45,  was  admitted  to  private  hospital,  under 
the  care  of  Mr.  Morison,  on  April  3,  1901. 

The  following  is  a  brief  summary  of  the  clinical  notes  : — Patient  had  a 
history  of  recurrent  attacks  of  acute  abdominal  pain,  most  marked  in  the 
region  of  the  stomach.  These  attacks  were  very  severe,  and  latterly  had 
become  so  frequent  as  to  incapacitate  him. 

On  Admission. — The  patient  was  a  sallow,  dark  man.  Urine,  sp.  gr. 
1011,  acid  ;  no  albumin  ;  no  sugar.  Local  :  There  was  great  rigidity  of 
the  muscles  in  the  epigastric  and  umbilical  regions,  rendering  palpation 
difficult  ;  but  the  patient  pointed  to  a  spot  about  1£  in.  above  and  to  the 
right  of  the  umbilicus  as  the  place  where  the  pain  always  commenced,  and 
from  whence  it  radiated  towards  the  anterior  superior  iliac  spine. 

Operation  (Mr.  Morison). — Laparotomy  through  the  right  rectus  muscle. 
No  adhesions  ;  no  gall-stones  ;  no  external  indication  of  gastric  trouble. 
The  stomach  was  opened,  and  in  the  duodenum,  close  to  the  pylorus,  was  the 
scar  of  an  old  ulcer,  and  in  the  stomach  some  slight  superficial  erosions  of  the 
mucous  membrane,  near  the  pylorus.  Pyloroplasty  was  performed. 

Progress. — Next  day  the  patient  had  a  severe  attack  of  pain,  which 
exactly  resembled  the  former  seizures,  and  f  gr.  of  morphia,  administered 
hypodermically,  did  not  relieve  him,  though  his  pupils  contracted  to  pin- 
point size,  and  remained  contracted  till  his  death,  three  days  later. 

Autopsy. — Very  advanced  cirrhosis  of  both  kidneys  ;  cortex  about 
£  in.  ;  extremely  granular,  and  the  kidney  capsule  could  scarcely  be  detached. 
Both  kidneys  felt  as  tough  as  india-rubber.  All  the  other  organs  were  normal. 

The  microscopical  report  was  : — Marked  interstitial  nephritis. 

CASE  3.  —  E.  C.,  female,  age  59,  was  admitted  under  the  care  of 
Mr.  Morison  on  November  15,  1901. 

The  patient  was  sent  into  hospital  with  a  diagnosis  of  acute  intestinal 
obstruction  from  strangulation  of  an  umbilical  hernia.  She  was  unable  to 
give  a  reliable  history,  but  the  following  facts  were  gleaned  from  the  patient 
and  her  friends  : — 

Three  days  before  admission  she  took  ill  with  vomiting  and  slight 
abdominal  pain.  She  had  diarrhoea  and  passed  flatus  that  day  (Tuesday). 

Wednesday. — Vomiting  continued  ;  no  severe  pain  ;  bowels  moved 
and  flatus  passed. 

Thursday. — Vomiting  still  continued.  The  vomited  matter  had  a 
faecal  appearance  according  to  the  medical  statement.  The  bowels  would 
not  act  and  no  flatus  was  passed.  These  signs  continued  until  her  admission 
on  the  next  day. 

She  had  an  alcoholic  history. 

On  Admission,  Nov.  16. — Big  fat  woman,  red  face,  contracted  pupils 
— drowsy  and  irrational  ;  vomited  frequently  a  dark-brown  (not  faecal) 
fluid  ;  had  constant  hiccough  and  great  thirst.  Pulse  quick,  high  tension  ; 
temperature  sub-normal,  97°  F.  There  was  marked  tenderness  in  the 
calves,  and  the  knee-jerks  were  present.  Local  :  The  abdomen  was  not 
distended  and  was  everywhere  resonant.  There  was  a  large  umbilical 
hernia,  which  was  quite  soft  and  not  tender  ;  it  could  be  almost  entirely 
reduced  and  returned  again  on  coughing,  which  act  conveyed  a  marked 
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impulse.  It  was  quite  resonant  and  gurgled  on  manipulation.  The  other 
hernial  sites  were  free.  Pelvic  examination,  nil.  Urine,  sp.  gr.  1016,  acid  ; 
fine  ring  of  albumin,  slightly  smoky. 

Nov.  17. — She  was  in  the  same  condition,  and  very  drowsy.  Retention 
of  urine  since  yesterday.  A  catheter  passed  drew  off  only  seven  ounces  for 
the  twenty-four  hours  ;  no  sample  was  kept.  She  vomited  two  or  three 
times.  The  vomit  was  dark- coloured,  but  had  no  faecal  odour. 

Nov.  17,  midnight. — Did  not  answer  when  spoken  to,  and  had  constant 
hiccough.  The  local  signs  remained  the  same.  She  had  calomel  (8  gr.) 
and  a  hot  seidlitz  powder,  with  no  result.  Urine  drawn  off  was  4  oz.  for 
the  twelve  hours.  It  had  sp.  gr.  1008,  was  smoky,  and  there  was  a  fine  ring 
of  albumin,  with  nitric  and  picric  acids.  Under  the  microscope  definite 
granular  and  hyaline  casts  were  found. 

Nov.  18. — More  unconscious.     Urine  5  oz.  for  the  twelve  hours. 

Nov.  18,  midnight. — Unconscious  ;  pin-point  pupils  ;  constant  hiccough  ; 
no  vomiting.  Pulse,  112  ;  temperature,  99°  F.  Urine,  1015,  slightly  smoky 
— 6  oz.  in  the  twelve  hours.  Abdomen  remained  the  same — undistended 
and  resonant  all  over  ;  bowels  not  moved. 

Nov.  19. — No  improvement.     Died  3.30  p.m. 

No  necropsy  could  be  made. 

CASE  4. — T.  C.,  male,  age  59,  was  admitted  under  the  care  of  Mr.  Morison 
on  January  6,  1902. 

The  following  is  an  abstract  from  the  clinical  notes  : — Six  months  ago 
the  patient  began  to  suffer  from  paroxysmal  attacks  of  abdominal  pain, 
with  chronic  constipation,  borborygmi,  and  difficulty  in  passing  flatus. 
With  these  attacks  vomiting  occurred  at  intervals.  For  three  or  four  months 
he  had  got  rapidly  thinner,  and  had  become  very  weak  and  very  drowsy. 
He  had  sometimes  passed  blood  per  anum  during  stool.  He  was  sent  in  as 
a  case  of  malignant  stricture  of  the  sigmoid  flexure,  causing  chronic 
intestinal  obstruction. 

On  Admission. — He  was  in  poor  general  condition,  had  a  grey  pinched 
look,  furred  tongue,  and  complained  of  thirst  and  nausea.  The  pupils  wrere 
contracted.  Temperature  normal.  Pulse  120,  and  radial  artery  athero- 
matous.  Urine,  sp.  gr.  1010  ;  no  albumin.  Nothing  definite  was  made 
out  on  examination  of  the  abdomen  or  the  rectum. 

After  careful  observation  for  some  days  in  hospital  a  diagnosis  of 
granular  kidneys  with  pseudo-obstruction  of  the  bowels  was  made.  No 
operation  was  consequently  advised,  and  the  patient  was  sent  home  on 
January  16,  1902. 

Jan.  24,  1902.  —  The  patient  died  at  home.  We  are  indebted  to 
Dr.  Smith,  of  Ryton,  for  a  report  of  the  necropsy.  He  found  marked 
granular  kidneys,  with  hypertrophied  heart.  There  was  no  intestinal 
obstruction,  and  no  other  lesion  to  account  for  the  illness. 

The  striking  feature  in  the  history  of  these  patients  is  the  occur- 
rence of  "  acute  attacks  of  pain  in  the  abdomen,  with  vomiting,"  and 
as  these  symptoms  are  not  usually  associated  in  our  minds  as  relations 
of  chronic  interstitial  nephritis,  but  suggest  some  acute  abdominal 
lesion,  mistakes  in  diagnosis  are  very  probable.  In  the  differential 
diagnosis  a  few  points  may  be  worthy  of  mention.  The  patients  are 
over  forty  years  of  age,  the  majority  have  a  grey  (leaden),  pinched, 
apathetic  look,  are  often  slightly  drowsy,  and  have  contracted  pupils. 
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In  a  more  advanced  stage  they  may  be  semi-conscious  and  irrational, 
and  have  hiccough  and  extreme  thirst. 

The  temperature,  as  a  rule,  shows  no  rise  ;  it  is  more  often  sub- 
normal. There  may  be  a  high-tension  pulse,  with  thickening  of  the 
vessel  wall,  but  this  is  by  no  means  constant. 

The  urine  has  a  low  specific  gravity,  and  this  is  its  special  charac- 
teristic. There  may  be  no  discoverable  albumin  or  casts,  but  it  may 
be  diminished  in  quantity  and  contain  both,  when  a  diagnosis  is  easy. 
In  the  majority  of  cases  no  albumin  has  been  found,  although  tested 
for  carefully  every  day,  and  sometimes  twice  daily. 

Examination  of  the  abdomen  shows  nothing  characteristic  as  a 
rule.  There  may  often  be  general  slight  distention,  due  to  the  accu- 
mulation of  gas  ;  sometimes  large  distention,  but,  as  a  rule,  there  is 
no  rigidity. 

There  are  some  cases,  however,  in  which,  after  careful  consider- 
ation of  the  conditions  present,  although  renal  disease  is  strongly  sus- 
pected, yet  a  mechanical  obstruction  or  other  acute  intraperitoneal 
lesion  cannot  be  entirely  excluded.  These  cases  still  demand  explora- 
tory laparotomy  to  obviate  the  disastrous  results  which  would  ensue 
from  waiting  should  the  latter  be  the  cause  of  the  attack,  for  in  grave 
cases,  when  in  doubt,  the  only  rational  treatment  is  operation. 

The  facts  recorded  represent  the  relation  of  granular  kidney  to 
abdominal  surgery  in  its  most  marked  form,  but  other  cases  are  con- 
stantly occurring  which  demonstrate  its  surgical  importance  in  a 
slighter  degree.  For  instance,  operations  for  excision  of  the  breast, 
gall-stones,  etc.,  in  elderly  people  may  be  followed  by  a  post-operative 
distention  of  the  bowels,  which  continues  and  is  unrelieved  by  purga- 
tives and  cnemata,  and  is  accompanied  by  drowsiness  and  diminished 
excretion  of  urine.  These  symptoms  occasionally  continue  in  spite 
of  treatment,  and  terminate  in  coma  and  death,  and  the  necropsy 
reveals  the  presence  only  of  advanced  interstitial  nephritis.  The 
probable  explanation  in  them  is  that  the  operative  shock  is  the  deter- 
mining factor  in  upsetting  the  delicate  balance  between  efficient  and 
deficient  elimination  of  the  urinary  toxins  from  the  damaged  kidneys. 


A    CASE    OF    TORSION    OF    THE    OMENTUM. 
(Northumberland  and  Durham  Medical  Journal,  1903,  p.  211.) 

J.  H.  W.,  age  41,  was  admitted  to  the  Royal  Infirmary,  Newcastle-on- 
Tyne,  on  a  Tuesday,  complaining  of  pain  in  his  abdomen,  and  illness  of 
four  days'  duration. 

History  of  Present  Illness. — On  Friday  last,  about  10  a.m.,  he  was  lifting 
heavy  boxes,  when  he  felt  some  pain  in  his  abdomen,  and  found  that 
rupture,  which  had  troubled  him  before,  was  down.     He  walked  home  with 
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difficulty.  On  Saturday  his  doctor  partially  reduced  the  rupture,  but  the 
pain  continued,  his  bowels  were  not  opened,  and  no  wind  could  be  passed, 
but  he  did  not  vomit.  On  Sunday  night  his  urine,  which  he  had  been  unable 
to  pass  since  the  attack  commenced  two  days  before,  was  drawn  off  by 
catheter.  On  Monday  he  felt  better,  but  at  night  the  pain  got  much  worse, 
and  after  an  enema  at  12  p.m.,  he  vomited.  At  9  a.m.,  the  following  morning 
(Tuesday,  the  day  of  admission),  he  vomited  again  after  an  enema.  Neither 
of  the  enemata  produced  any  action  of  the  bowels. 

For  ten  years  he  had  a  left  inguinal  hernia,  which  occasioned  no  trouble 
till  lately,  when  he  has  had  pain  and  difficulty  in  reducing  it. 

On  admission  he  looked  ill,  was  pale  and  sweating,  with  a  pulse  of  104, 
and  a  normal  temperature. 

His  abdomen  was  distended  and  rigid  all  over,  but  particularly  at  the 
lower  part.  There  was  an  indefinite  swelling,  firm  and  tender,  extending  up 
from  the  left  inguinal  region  to  the  umbilicus.  Every  two  or  three  minutes 
there  were  exacerbations  of  pain,  and  a  hand  on  the  abdomen  felt  occasional 
intestinal  gurgling.  The  lower  quarter  of  the  abdomen  was  dull  on  per- 
cussion. There  were  no  signs  of  free  fluid  in  the  abdomen.  No  hernia  was 
present  in  the  scrotum,  but  a  large  hernial  sac  could  be  felt  there. 

The  diagnosis  made  was  reduction  en  masse,  peritonitis. 

Operation. — The  abdomen  was  opened  by  an  incision  extending  from 
the  external  inguinal  ring  to  the  anterior  superior  spine  of  the  ilium.  The 
inguinal  canal  was  occupied  by  a  large  dark-coloured  mass  of  omentum, 
which  was  attached  by  a  long  twisted  cord  to  the  bottom  of  the  hernial  sac 
low  in  the  scrotum.  On  drawing  down  the  omentum,  an  extraordinary 
state  of  affairs  was  apparent.  Nearly  the  whole  omentum  was  of  a  dark 
plum  colour,  as  if  on  the  point  of  gangrene,  and,  at  its  attachment  to  the 
transverse  colon,  was  twisted  into  a  tight  rope-like  structure.  This  was 
obviously  the  cause  of  the  symptoms  and  of  the  condition  of  the  omentum. 
The  twist  was  so  near  to  the  transverse  colon  that  care  had  to  be  exercised 
not  to  damage  the  gut  in  ligaturing  the  omentum.  After  the  omentum  had 
been  ligatured  in  many  portions,  and  divided,  the  whole  of  the  involved  part 
was  removed.  The  mass  weighed  one  pound.  The  vessels  of  it  throughout 
were  thrombosed.  Some  blood-stained  fluid  escaped  from  the  belly  when 
the  omentum  was  withdrawn.  The  abdominal  wound  was  quickly  closed, 
as  the  patient's  condition  did  not  permit  of  further  prolongation  of  the 
operation.  He  made  a  practically  uninterrupted  recovery,  and  left  the 
Infirmary  in  a  fortnight. 

In  May,  1900,  the  patient  returned  with  a  small  hernia  at  the  inner  end 
of  the  incision,  owing  doubtless  to  the  unsatisfactory  closure  of  the  wound 
at  the  first  operation.  A  radical  cure  was  performed  for  this,  and  he  has 
since  remained  well  and  strong. 


THREE  CASES   OF  DECIDUOMA  MALIGNUM. 

(Obstetrical  Transactions,  1903.) 

SECONDARY    GROWTH    FROM    VAGINA  OF    DECIDUOMA    MALIGNUM. 

CASE  1. — Female,  age  24.  Last  child  two  and  a  quarter  years  ago. 
Bleeding  has  been  almost  constant  ever  since  confinement.  Eleven  weeks 
ago  the  tumour  appeared  in  the  vagina  on  its  posterior  wall.  Growth 
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excised,    but   rapidly   recurred.     Uterus   enlarged   with   growth   to   size   of 
three-months  gestation. 

Death  live  months  later. 

DKCIDl  OMA    MALIGXUM    OF    UTEKIS. 

CASE  2. — Female,  age  32.  Ten  weeks  before  admission  had  severe 
abdominal  pain  and  flooding  ;  passed  something  4  fleshy.'  Red  foul 
discharge  continued  until  admission.  Soft  polypoid  growth  protruding 
from  uterus  into  vagina.  Hysterectomy.  The  growth  found  springing 
from  fundus  uteri,  not  infiltrating  wall  of  uterus.  Quite  well  three  years 
after  operation. 

CASE  3. — Female,  age  39.  Last  child  four  years  ago.  Had  severe 
uterine  haemorrhage  for  two  months  ;  was  curetted,  but  haemorrhage 
recurred  seven  weeks  later.  Vaginal  hysterectomy.  Death  eleven  months 
after  operation,  from  recurrence. 

Report  of  Pathology  Committee. 

We,  the  undersigned,  agree  that  the  microscopic  slide  of  the  metastasis 
from  Case  2,  described  by  Mr.  Rutherford  Morison,  clearly  shows  that  the 
specimen  is  one  of  chorionepithelioma,  as  it  contains  syncytial  masses  and 
Langhans'  cells. 

(Signed)     T.  W.  EDEN 

J.  S.  FAIRBAIRN 
CORRIE  KEEP 
J.  H.  TARGETT 
HERBERT  R.  SPENCER 
ALBAN  DORAN  (Chairman). 


A  CASE  OF  ASCITES  DUE  TO  LIVER  CIRRHOSIS  TREATED 

BY    OPERATION. 

(Annals  of  Surgery,  September,  1903.) 

R.  P.,  age  52,  was  admitted  to  the  Royal  Infirmary,  Newcastle-upon- 
Tyne,  on  February  27,  1899.  Six  months  before,  he  had  begun  to  have 
occasional  swelling  of  the  abdomen,  attended  by  a  dull  aching  pain  and 
swelling  of  the  legs  and  feet.  Three  and  a  half  months  later  the  abdominal 
swelling  and  pain  became  permanent  and  the  swelling  steadily  increased. 
He  had  felt  sick  at  times,  but  had  never  vomited.  His  urine  had  been 
scanty,  high-coloured,  and  thick  on  cooling.  The  bowels  were  constipated, 
but  no  blood  had  been  noticed  in  the  motions. 

Previous  History. — He  had  had  a  rupture  in  the  left  groin  for  many 
years,  which  had  grown  more  troublesome  lately.  Two  and  a  half  years 
ago  he  was  treated  in  the  Newcastle-on-Tyne  Infirmary  for  delirium  tremens. 
Previous  to  the  attack  he  had  been  a  heavy  drinker  ;  since  then  he  had 
abstained  entirely  from  alcoholic  drinks.  He  had  never  had  syphilis  or 
other  serious  illness. 

From  the  time  of  his  admission  till  the  operation  in  August  he  was 
under  the  care  of  Dr.  George  Murray,  to  whom  I  am  indebted  for  the 
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following  note.  "  The  main  line  of  treatment  has  been  as  follows : 
Limitation  of  fluids  taken,  regular  administration  of  mist.  purg.  alb.,  and 
tapping  of  the  abdomen  on  left  side  by  means  of  Southey's  trocar.  Girth 
at  umbilicus  before  tapping,  36  inches. 

DatP  of  Tannin-*  Quantity  removed.  Girth  at  Umbilicus  after  Tapping; 

Fluid  ounces.  Inches. 

March  11  ..               .  .  285              ..               ..              31 

March  25  ..               . .  197              . .               .  .              34 

April  1  .  .               . .  122               .  .               . .               34£ 

April  8  .  .               . .  317              .  .               . .              32 

April  20  .  .               . .  114              .  .               .  .              35 

April  30  .  .                97              .  .               .  .              34i 

May  10  ..  169 

May  20  . .  176 

May  30  . .  186 

June  11  . .  167 

June  21  ..  204 

July  2  . .               .  .  212 

July  22  . .               .  .  330 

August  9  .  .  354 

Total  . .  2930  fluid  ounces,  18  gallons,  2J  pints 

The  case  was  discharged  from  the  medical  wards  on  August  17,  1899." 

On  admission  to  the  surgical  ward,  his  condition  was  described  as 
follows  :  He  was  a  thin  man  with  sallow  complexion,  sunken  cheeks,  and 
yellow-tinted  conjunctiva.  His  tongue  was  clean  and  moist,  appetite  fairly 
good,  arteries  slightly  atheromatous  ;  pulse  92,  and  temperature  normal. 
No  jaundice  or  other  disease  discovered  beyond  what  follows.  His  abdo- 
men was  much  distended,  and  the  physical  signs  were  those  of  a  large 
collection  of  free  fluid.  The  left  side  of  the  scrotum  was  swollen  from  fluid 
distending  a  hernial  sac. 

Dilated  subcutaneous  veins  were  visible,  starting  from  the  neighbour- 
hood of  the  umbilicus,  and  terminating  in  one  large  trunk  on  either  side 
which  ran  up  over  the  chest  into  the  axilla.  The  direction  of  the  blood 
current  in  them  was  ascertained  to  be  from  below  upward.  Percussion 
showed  an  increased  splenic  and  diminished  liver-dullness.  There  was  some 
oedema  of  the  feet  and  legs  extending  as  far  as  the  middle  of  the  calf. 

On  August  29,  1899,  the  patient  was  operated  upon,  under  chloroform. 
An  incision  about  four  inches  long  opened  the  abdomen  between  the  ensi- 
form  cartilage  and  the  umbilicus  (Plate  IX).  The  cut  subperitoneal  fat  was 
vascular,  and  bled  freely.  A  large  amount  of  clear  straw-coloured  fluid 
escaped  as  soon  as  the  peritoneum  was  divided.  A  second  opening  was 
next  made  between  the  umbilicus  and  pubis,  large  enough  to  admit  a  half- 
inch  diameter  glass  drainage  tube,  which  passed  through  it  into  the  pelvis. 
Some  adhesion  was  present  between  the  liver  and  the  omentum  and  between 
the  omentum  and  the  abdominal  wall.  The  liver  was  firm,  finely  granular 
on  the  surface,  and  of  about  normal  size.  The  spleen  was  hard  and  enlarged 
to  at  least  double  its  normal  size.  The  abdominal  cavity  was  dried  with 
sponges,  special  care  being  taken  to  rub  the  surface  of  the  visceral  peri- 
toneum opposed  to  them.  The  omentum  was  fixed  across  the  anterior 
abdominal  wall  by  catgut  sutures. 

The  upper  incision  was  entirely  closed  by  catgut  sutures.  The  lower 
was  kept  open  for  a  drainage  tube,  through  which  the  fluid  was  pumped 
out  of  the  pelvis.  Over  the  dressings,  broad,  long  strips  of  adhesive  plaster 
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\\rre  applied  transversely  from  the  chest  above  to  the  drainage  tube 
opening  below.  This  was  for  the  purpose  of  keeping  the  upper  part  of 
the  abdominal  cavity  empty  of  fluid  and  the  parietal  closely  applied  to 
the  visceral  peritoneum. 

Two  nurses  with  a  reliable  knowledge  of  antiseptic  wound  treatment 
were  told  off  to  look  after  the  tube  and  keep  any  fluid  from  collecting  in  the 
pelvis  or  from  escaping  on  to  the  dressings. 

The  operation  was  well  borne  and  his  recovery  straightforward.  The 
following  shows  the  amount  of  fluid  removed  daily  from  the  tube  : 
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October  9.  For  the  last  few  days  very  little  fluid  had  escaped  from 
the  tube.  There  was  some  oedema  of  the  scrotum  and  subcutaneous  tissues 
of  the  back. 

October  10.  The  tube  was  removed.  There  was  no  fluid  escaping 
from  it. 

October  16.  Patient  very  well ;  appetite  good  ;  quantity  of  urine, 
63  oz.  ;  the  abdomen  was  a  little  distended  ;  it  measured  24  in.  round  the 
umbilicus.  There  was  dullness  on  percussion  in  left  flank  reaching  as  far 
forward  as  the  anterior  axillary  line.  This  disappeared  on  turning  over. 
The  veins  of  the  abdominal  wall  were  not  so  prominent,  and  there  was  much 
less  oedema  of  the  scrotum  and  back. 

Three  weeks  after  the  patient  left  the  infirmary  (December  17,  1899) 
he  returned  with  signs  of  a  large  fluid  collection  in  the  abdomen  ;  230  oz. 
were  removed  by  tapping.  He  had  passed  only  about  18  oz.  of  concentrated 
urine  daily. 

January  3,  1900.     Better  ;    signs  of  very  little  fluid  in  belly. 

From  this  date  there  was  no  further  accumulation  of  fluid,  and  at  the 
present  time  (February,  1903)  "  he  is  very  well  ;  never  looked  better  ;  is 
fat  and  strong,  and  has  a  good  appetite.  There  are  no  signs  of  fluid  in  the 
abdomen.  The  veins  in  the  abdominal  wall  are  very  large.  He  complains 
of  some  dragging  pain  in  the  abdomen  ;  the  liver  can  be  felt  adherent  to 
the  abdominal  wall."  (Note  by  Mr.  G.  Grey  Turner,  Surgical  Registrar.) 


In  1914  he  was  still  well  and  working  regularly. 


502  RUTHERFORD     MORISON 

That  the  ascites  due  to  liver  cirrhosis  can  be  cured  by  operation 
is  no  longer  in  doubt.  Abundant  evidence  has  appeared  in  recent 
medical  journals  to  this  effect,  but  not  all  authorities  are  agreed  as 
to  how  this  has  been  brought  about.  The  majority  of  writers  support 
the  view  that  the  establishment  of  an  efficient  anastomotic  circula- 
tion is  a  sufficiently  satisfactory  explanation,  but  all  are  not  yet  con- 
vinced. I  have  already  recorded  (Lancet,  May  27,  1899)  the  post- 
mortem findings  in  the  case  of  a  woman  who  died  two  years  after  the 
operation  which  had  cured  her  ascites,  and  they  offer  the  strongest 
support  to  this  belief.  Examination  of  the  superficial  veins  in  the 
abdominal  wall  of  the  present  case  is  of  great  interest  in  this  connec- 
tion. The  photographs  show  so  clearly  the  points  of  importance 
that  no  detailed  description  is  necessary.  On  the  left  side  the  presence 
of  a  hernia  necessitated  the  use  of  a  truss  (Plate  X),  pressure  of  which 
on  the  superficial  epigastric  vein  has  prevented  its  enlargement  on 
that  side.  On  the  right  side  the  superficial  epigastric  vein  has  de- 
veloped into  a  large  trunk,  through  which  a  vigorous  circulation  is 
carried  on  between  the  groin  below  and  the  axilla  above  (Plate  XI), 
the  blood  current  running  in  the  upward  direction. 

Other  factors  besides  mechanical  obstruction  of  the  portal  vein 
doubtless  aid  the  development  or  retard  the  arrest  of  ascites  due  to 
cirrhosis  ;  but  my  cases  prove  at  least  that  the  establishment  of  an 
artificial  accessory  circulation  can  cure  it. 

Until  a  paper  by  Dr.  Charles  H.  Frazier,  to  whom  I  am  also 
indebted  for  reference  to  the  originals,  on  the  operative  treatment  of 
hepatic  cirrhosis  appeared  in  the  American  Journal  of  the  Medical 
Sciences  for  December,  1900,  I  was  unaware  that  any  one  had  a  prior 
claim  to  having  suggested  such  a  procedure. 

I  can  now  only  claim  for  Dr.  Drummond  and  myself  that  our 
views  and  treatment  were  entirely  independent  and  original.  His 
belief  was  that  in  certain  cases  of  cirrhosis,  ascites  might  be  prevented 
by  an  increased  circulation  through  enlargement  of  normal  channels 
between  the  portal  and  systemic  veins  ;  mine,  that  if  his  explanation 
was  correct,  it  might  be  possible  to  cure  such  ascites  by  the  formation 
of  a  new  and  accessory  circulation,  for  which  purpose  I  devised  the 
operation  described. 

With  the  important  exception  that,  so  far  as  I  can  learn,  the 
priority  of  suggestion  belongs  to  Professor  Talma,  the  following 
account  as  given  in  Dr.  Frazier's  paper  previously  alluded  to  is  correct. 

"  Historical. — Though  the  operation  for  the  relief  of  ascites  due  to 
cirrhosis  of  the  liver  was  suggested  some  years  ago,  it  is  only  recently  that 
it  seems  to  have  attracted  the  attention  it  deserves,  and  to  Mr.  Rutherford 
Morison  belongs  the  credit  of  having  brought  the  first  case  to  a  successful 
issue.  The  operation  had  been  performed  on  several  occasions  before 
however.  In  1889  Von  der  Meule  performed  a  similar  operation,  but  his 


PLATE    X. 


AKTKII    OI-KKATIOX. 
Showing  effect  of  truss  pressure  in  preventing  ili!;it:ition  of  veins  on  >aino 


Abdominal 


PLATE   XL 


AFTER    OPERATION. 

Shows  the  enlargement  of  the  epigastric  vein  on  the  right  side.     The  line  of  the  incision  above  the 
umbilicus  and  the  site,  of  the  drainage  tube  below  it  are  also  seen. 


Abdominal  Surycry. 
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patient  died  almost  immediately  of  shock  ;  Schelky  followed  in  1891,  and 
his  case  also  terminated  fatally,  death  being  due  to  peritonitis  ;  finally,  in 
1892,  Lens,  of  Holland,  reported  a  case  in  which  he  sutured  the  edge  of  the 
omentum  to  the  wound,  but  without  affording  the  patient  any  relief ;  the 
patient  died  six  months  later,  during  which  time  it  was  necessary  on  four 
occasions  to  resort  to  paracentesis. 

44  Morison's  first  case  was  equally  unsuccessful,  but  in  his  second  he 
obtained  results  which  substantiated  the  claims  made  on  behalf  of  this 
rather  novel  procedure.  Whereas  prior  to  the  operation  his  patient  had 
to  be  tapped  frequently,  she  lived  for  two  years  without  any  re-accumulation 
of  fluid,  death  having  been  due  to  an  operation  for  ventral  hernia  which 
had  developed  at  the  site  of  the  cicatrix." 


REPORT  ON  EXAMINATION  OF  SPECIMENS  OF  RENAL 
CALCULI  FROM  COLLECTION  OF  MR.  RUTHERFORD 
MORISON  BY  X  RAYS,  AND  BY  PHYSICAL  AND 
CHEMICAL  EXAMINATION. 

BY    T.    MALTBY   CLAGUE. 
(Northumberland  and  Durham  Medical  Journal,  1903,  p.  343.) 

The  results  are  appended  in  the  form  of  a  table  (p.  504),  which 
shows  : — 

The  apparent  opacity  to  x  rays,  as  shown  on  fluorescent  screen. 
The  comparative  opacity,  as  shown  by  the  skiagraph. 
The  size  of  the  calculi. 
The  weight. 
The  specific  gravity. 
The  chemical  composition. 

In  the  x-ray  examination  the  method  of  estimating  the  opacity  adopted 
was  by  observing  the  calculus  in  relation  to  a  gauge  of  aluminium  of 
regularly  increased  thickness  of  the  metal  plate.  This  gauge  is  shown  in 
the  accompanying  skiagraph. 

The  observations  justify  the  conclusions  of  other  observers  that  the 
order  of  opacity  is  : — 

First,  oxalates. 
Second,   phosphates. 
Third,  urates. 

The  photograph  enclosed  shows  the  calculi  numbered,  as  in  table,  and 
the  five-step  aluminium  plate. 

My  friend  and  assistant,  Mr.  J.  S.  Hill,  has  done  a  large  share  of  this 
work  for  and  with  me. 

Note  by  Mr.  Morison. — The  importance  of  an  #-ray  examination  in 
cases  of  suspected  kidney  calculus  has  induced  me  to  ask  Mr.  Clague  to  allow 
his  careful  report  on  my  specimens  to  be  published.  This  addition  to  our 
means  of  diagnosis  in  a  most  uncertain  class  of  case  has  proved  to  be  of 
considerable  value.  By  a  positive  result  a  stone  may  be  localized,  more 
than  one  may  be  discovered,  and  the  patient  and  the  operator  may  be  saved 
from  subsequent  mortification  from  failure  to  find  the  second  during  an 
operation.  A  negative  result  may  prevent  a  useless  and  serious  operation. 
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Size  in 
Millimetres 

Opacity  on 
Fluorescent 
Lever 

til 
°§ 

Weight  in 
grams 

Specific 
Gravity 

Chemical 
Constitution. 

No.  I. 

24  x22  xll 

7 

5-237 

1-923 

Calc.  oxalate 

Bennet. 

21-10-'99. 

II. 

12  x7 

7 

•350 

1-69 

Calc.  oxalate  and 

Hogg. 
Sept.,  '02. 

K; 

phosphate 

III. 

26  x20 

5 

^ 

5-707 

1-694 

Calc.  oxalate  and 

Bradon. 

"1 

phosphate 

1901. 

K 

IV. 

12  x6 

5 

s 

•355 

1-966 

Calc.  phosphate 

H.  R. 

i 

and  oxalate 

'94. 

I 

o 

V. 

3  calculi 

4 

•268 

1-41 

Calc.  phosphate 

(26). 

largest    8x6 

o 

•109 

1-47 

& 

•046 

VI. 

2  calculi 

3  and  5 

•235 

.. 

(a)  Calc.  phosph. 

(29). 

14  x4 

B                A 

•351 

and  oxalate 

10  x5 

(b)  Calc.  phosph. 

and    ammonuim 

VII. 

11  x5 

5 

•273 

1-869 

Calc.  phosphate 

and  oxalate 

APPENDICITIS. 

(An  Address  delivered  before  the  Halifax  Medical  Society, 
October  7,  1903.) 

After  thanking  the  members  for  their  kind  invitation,  Mr. 
Morison  said  :  The  subject  I  have  chosen  is  that  of  appendicitis, 
a  disease  of  the  greatest  interest  because  of  its  frequent  occurrence, 
its  grave  risks,  and  the  consequent  responsibilities  its  treatment 
involves.  Little  remains  to  be  said  of  the  technique  of  operations 
for  appendicitis  ;  it  will  be  difficult  to  make  any  advance  on  our 
present  methods,  and  to  this  aspect  of  the  subject  I  do  not  intend 
to  devote  any  of  the  limited  time  at  my  disposal  to-night. 

The  point  I  especially  want  to  impress  upon  everyone  here  is 
the  importance  of  early  diagnosis.  The  fate  of  the  patient  more 
often  depends  upon  the  judgement  of  the  practitioner  first  in  attend- 
ance than  upon  the  skill  or  care  of  any  one  else,  and  it  is  to  him  that 
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we  must  look  for  any  marked  improvement  in  the  results  of  cases  of 
appendicitis. 

Before  dealing  with  the  more  practical  questions  of  diagnosis, 
prognosis,  and  treatment,  it  is  necessary  that  I  should  shortly  consider 

PATHOLOGY. 

Inflammation  of  the  appendix  possesses  no  special  peculiarity  in 
its  cause,  progress,  or  termination,  and  may  be  thought  of  on  the 
same  lines  as  any  other  instance  of  acute  or  chronic  inflammation. 
The  four  possible  results  of  acute  inflammation  are  all  represented  in 
appendicitis. 

1.  The    disease    may    undergo    resolution.      Evidence    of   this    is 
difficult  to  procure,  but  it  can  scarcely  be  open  to  reasonable  doubt 
that  an  appendix  which  has  been  inflamed  may  recover  so  entirely 
that  no  trace  of  mischief  remains. 

2.  Fibroid  thickening  may  result.      I  have   a   specimen   removed 
from  a  young  male  adult  who  had    had   many  attacks.      The  whole 
organ  was  thickened  and  rigid.     Just  after  removal  it  felt  hard  and 
resilient.      On   section,  it   showed   great  thickening  of  all  the  walls, 
without  any  stricture,  ulceration,  or  enterolith.     A  specimen  from  a 
young  female  who  had  had  many  attacks  showed  the  whole  appendix 
converted   into  a  thick,   fibrous   cord  without    a    lumen.      Another, 
removed  from  a  boy  who  had  had  several  abscesses,  which  had  burst 
into  the  bowel,   and  one  of  which  had  been  opened  by  a  surgeon, 
showed  the  caecal  end  much  thickened  and  completely  obliterated,  the 
distal  end  thickened  but  still  retaining  its  lumen.     In  similar  cases 
the  distal  end    has    been   found  dilated    and  forming   a   cyst   or   an 
empyema.     A  large  number  of  specimens  show  one  or  more  fibrous 
strictures  at  different  parts  of  the  appendix. 

3.  Local  destruction  may  result  in  ulceration  and  perforation.     In 
many  instances  where  such  lesions  were  found,  one  or  more  entero- 
liths  were  discovered  on  opening  the  appendix.     In  many  the  caecal 
end  of  the  appendix  appeared  to  be  normal,  or  only  a  little  congested, 
while  the  distal  end  was  red  and  swollen.     On  section,  the  mucous 
membrane  was  seen  to  be  swollen,  and  about  the  centre,  or  nearer  the 
tip,  an  enterolith  was  impacted.     The  site  of  the  enterolith  may  be 
ulcerated,  or  it  may  frequently  happen  that  an  enterolith  has  escaped 
into   an   abscess   through   a   perforation.     The   explanation   which    I 
offer  of  the  course  of  events  and  the  perforation  is,  that  given  the 
inflammation,  perforation  results  from  pressure  necrosis  at  the  site  of 
the    enterolith.     The    swollen    mucous    membrane    of    the    appendix 
occupies   the   lumen,    except   where   the   enterolith   prevents   it   from 
doing  so,  and  at  this  spot  the  vascular  supply  is  arrested  by  its  presence. 
The  same  sequence  of  events  occur  as  in  the  formation  of  a  bed-sore. 
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A  second  type  of  perforation  shows  the  formation  of  a  follicular  abscess 
(as  in  the  tonsil)  and  its  discharge  into  the  peritoneal  cavity.  A  third 
form  of  perforation  is  due  to  tension  from  inflammation  and  pent-up 
secretion.  If  intra-appendicular  tension  is  serious,  but  not  suffi- 
ciently suddenly  increased  to  cause  total  gangrene,  spots  of  gangrene 
may  appear  on  the  wall  of  the  appendix,  usually  at  parts  most  defec- 
tive in  blood  supply,  and  through  these  perforation  ultimately  occurs. 
A  large  number  of  my  specimens,  I  believe,  illustrate  this  variety. 
The  same  explanation  holds  good  for  perforations  in  other  hollow 
viscera.  I  have  observed  it  more  than  once  in  the  caecum  of  cases 
of  obstruction  in  the  large  intestine,  and  in  the  distended  gall-bladder 
of  obstructed  cystic  duct,  and  once  in  the  urinary  bladder  of  a  young 
man  who  had  retention  of  urine  from  acute  prostatic  abscess  and 
alcoholism.  Perforation  and  gangrene  are  explained  in  all  recent 
text-books  by  assuming  vicious  virulence  of  the  attacking  organisms, 
but  there  is  not  much  evidence  of  the  truth  of  this.  The  mechanical 
view  offered  here  receives  strong  support  from  examination  of  speci- 
mens of  perforated  appendix,  and  still  stronger  from  an  examination 
of  the  larger  hollow  viscera,  where  the  effects  of  tension  can  be  more 
easily  studied,  and  to  which  the  same  principles  are  applicable.* 
Stricture,  the  consequence  of  a  previous  attack,  would  thus  be  expected 
to  predispose  to  perforation  in  a  subsequent  attack,  and  there  is  in 
my  collection  abundant  evidence  of  the  fact  that  many  appendices 
perforated  towards  the  distal  end  are  strictured  nearer  the  caecum. 
In  one  example  of  strictured  appendix  in  my  possession  there  are 
three  perforations.  I  have  also  observed  multiple  perforations  in  an 
over-distended  tense  caecum.  In  another  specimen  an  enterolith 
and  a  stricture  co-exist.  The  stricture  is  at  about  the  middle  of  the 
appendix  ;  the  enterolith  is  impacted  near  the  end  of  it.  Perforation 
had  occurred  immediately  distal  to  the  stricture.  At  the  tip  of  the 
appendix  there  is  a  patch  of  gangrene.  The  portion  of  the  wall  against 
which  the  enterolith  rested  is  ulcerated,  and  so  soft  that  it  looks  as 
if  it  would  soon  have  ruptured.  The  sequence  of  events  here  was 
probably  :  first,  stricture  with  distention  by  secretion  distal  to  it ; 
next,  infection  of  the  mucous  membrane  by  bacteria  growing  vigor- 
ously in  the  retained  secretion ;  and  finally,  threatened  gangrene 
of  the  whole  appendix  distal  to  the  stricture,  averted  and  made  partial 
by  the  occurrence  of  perforation  and  relief  of  tension. 

Enteroliths  found  in  the  appendix  vary  in  size  and  somewhat  in 
shape,  though  for  the  majority  of  them  the  old  comparison  with  a 
date-stone  in  colour,  shape,  and  size  is  very  near  the  mark.  They 
look  as  if  composed  of  hardened  faeces,  but  Mr.  Lockwood  (Surgical 

*  The  amount  of  evidence  I  now  have  in  favour  of  this  view  is 
overwhelming. 
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7J/.vfV/.sr.v  of  the  Appendix)  is  convinced  that  they  consist  of  a  con- 
glomerate mass  of  bacteria,  and  are  consequently  of  considerable 
pathological  importance.  That  they  may  remain  in  its  lumen  without 
causing  disease  or  changes  in  the  appendix  observable  by  the  naked 
eye  is  certain,  for  it  requires  no  extended  acquaintance  with  the  posl- 
mortem  room  to  prove  it;  but  that  they  nevertheless  possess  some 
pathological  importance  is  made  still  more  certain  by  operations 
performed  on  cases  of  appendicitis.  It  is  difficult  to  fix  the  exact  role 
played  by  enteroliths  in  appendicitis,  but  on  general  surgical  principles 
it  may  be  said  that,  like  stone  in  the  gall-bladder  or  kidney  or  urinary 
1)  In  elder,  they  are  not  likely  to  cause  serious  symptoms  until  inflam- 
mation supervenes.  Once  inflammation  is  started,  the  enterolith 
often  determines  the  site  of  perforation.  The  enterolith  may  also, 
by  blocking  the  lumen  of  the  appendix,  produce  the  same  conse- 
quences as  a  stricture.  In  one  of  my  specimens  the  perforation  was 
at  the  tip  of  the  appendix,  the  concretion  being  impacted  close  to 
the  caecum. 

Most  of  the  appendices  removed  during  an  acute  attack  are  firm, 
reddened,  and  much  enlarged,  with  their  walls  presenting  oedema  and 
more  or  less  ulceration  of  the  mucous  membrane.  At  a  later  stage 
they  present  small  patches  of  gangrene,  with  or  without  perforation, 
according  to  the  length  of  time  that  has  elapsed  since  the  attack 
commenced,  or  the  virulence  of  the  attacking  organisms. 

In  abscess  cases  where  there  have  been  many  attacks,  I  have 
found  fibroid  thickening  of  the  appendix,  with  obliteration  at  parts, 
and  the  unoblit crated  portion  inflamed  and  perforated.  In  a  few 
abscess  cases  the  appendix  is  very  much  destroyed,  and  only  fragments 
of  it  are  found  at  the  operation.  Part  of  this  destruction  is  doubtless 
the  result  of  maceration  in  pus,  and  not  wholly  a  consequence  of  the 
primary  lesion. 

4.  Gangrene  of  the  appendix  is  tJie  final  result  of  inflammation. 
It  is  difficult  in  some  instances  to  say  whether  a  given  example  should 
be  included  in  the  last  group  or  this,  and  doubtless  the  time  of  opera- 
tion, and  the  strength  of  the  peritoneal  coat  of  the  appendix,  are 
circumstances  that  respectively  have  some  influence  in  deciding 
whether  the  gangrene  shall  be  partial  or  total.  When  the  gangrene 
is  total,  the  cases  form  a  very  distinct  group,  and  are  clinically  of  a 
severe  type.  The  appearance  of  the  appendix  is  very  characteristic. 
It  looks  like  a  tense,  yellow  sausage,  and  on  section  contains  from  a 
few  drops  to  as  many  drachms  of  foetid,  dark  fluid,  together  with  its 
gangrenous  loosened  inner  coats.  The  vessels  of  the  meso-appendix 
exhibit  thrombosis,  but  this  is  probably  never  the  primary  cause 
of  the  lesion,  as  has  been  suggested  by  eminent  authorities,  for  throm- 
bosis of  these  vessels  would  not  cause  gangrene  of  the  csecal  end  of  the 
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appendix,  which  receives  a  blood  supply  from  the  caecum  itself.  The 
result,  I  believe,  depends  chiefly  upon  the  strength  of  the  peritoneal 
coat  of  the  appendix.*  With  its  caecal  end  blocked  by  inflamed  and 
swollen  mucous  membrane,  the  cavity  of  the  appendix  is  converted 
into  a  closed  sac,  and  the  increasing  tension  of  its  contents,  unless 
relieved  by  a  discharge  into  the  caecum — this  sometimes  occurs  when 
the  distended  appendix  is  laid  hold  of  during  operation — or  by  perfora- 
tion through  a  weak  spot,  ends  in  total  gangrene.  Specimens  of  mine 
show  such  appendices,  like  a  glove  finger,  and  consisting  only  of  a 
thin  peritoneal  coat.  I  have  seen  total  gangrene  of  the  caecum  and 
ascending  colon  follow  enormous  distention  due  to  malignant  stricture 
of  the  splenic  flexure  of  the  colon,  and  the  patient  was  so  little  dis- 
turbed by  the  pathological  processes  occurring  in  his  abdomen,  that 
a  few  hours  before  operation  he  underwent  treatment  by  vigorous 
massage,  in  the  endeavour  to  empty  his  bowel.  The  ordinary  result 
of  such  extreme  distention  of  the  caecum  is  a  patchy  gangrene,  and 
the  bowel  perforates  before  total  gangrene  can  occur.  If  a  mechanical 
explanation,  which  can  be  readily  understood,  suffices  to  explain  these 
processes,  why  resort  to  a  theory  impossible  to  verify  or  confute, 
based  upon  the  virulence  of  bacteria  ?  Everyone  will  admit  that 
bacterial  infection  starts  the  inflammation,  and  that  the  more  active 
the  bacteria  are  the  more  acute  the  resulting  inflammation  will  be  ; 
but  the  importance  of  the  mechanical  factor  has  been  forgotten  in 
studying  results. 

Interesting  as  is  the  whole  study  of  the  diseased  appendix,  one  of 
the  most  important  details  in  it  is  the  form  of  peritonitis  always 
associated  with  it  when  the  case  is  of  sufficient  importance  to  require 
a  surgical  operation.  The  peritoneal  reaction  and  resulting  plastic 
peritonitis  may  be  terminated  by  the  formation  of  adhesions  and  the 
production  of  a  strong  barrier  against  further  peritoneal  infection. 
Or  it  may  be  that  with  a  more  virulent  infection  and  less  resistance 
the  peritoneum  has  been  unable  to  deal  in  a  wholly  satisfactory  way 
with  the  invading  organisms,  and  an  abscess  has  resulted.  Finally, 
a  diffuse  septic  infection  generally  results  from  the  sudden  escape 
through  a  perforation  of  a  large  quantity  or  virulent  quality  of  poison- 
ous material  from  the  interior  of  the  appendix.  There  are,  therefore, 
for  practical  purposes,  three  forms  of  peritonitis  resulting  from  infective 
appendicitis,  and  each  form  associates  itself  in  the  main  with  a  special 
type  of  appendix  and  a  particular  clinical  history. 

1.  A  localized  and  dry  peritonitis,  usually  associated  with  fibroid 
changes  and  stricture  in  the  appendix,  with  a  history  of  recurring 
attacks. 

*  Tlds  is  still  my  conviction. 
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2.  A  localized  collection  of  pus  or  inflammatory  products  shut 
in   by  adhesions,   a  perforated  appendix,   and  an   enterolith,   with  a 
history  of  sudden  scvrre  onset  followed  by  a  tender  iliac  tumour. 

3.  Septic  infection  of  the  peritoneal  cavity,  with  a  gangrenous 
appendix,  a  large  perforation,  and  a  history  of  sudden,  overwhelming 
pain,  and  illness  following  a  day  or  two  of  bearable  aching  in  the  right 
iliac  fossa. 

These  three  types  of  appendicitis  may  be  used  as  a  means  of 
classification,  but  a  study  of  individual  cases  does  not  always  lead 
to  any  such  easy  classification  on  hard  and  fast  lines.  Both  abscesses 
and  diffuse  peritonitis,  according  to  trustworthy  observers — and  I 
have  myself  seen  what  I  believe  to  be  such  cases — may  result  from 
infection  through  the  walls  of  the  appendix.  Also  a  totally  gangrenous 
appendix  surrounded  by  a  localized  collection  of  pus  is  not  infrequently 
found  in  the  subcsecal  fossa.  And  a  perforation,  an  enterolith,  and 
a  localized  collection  of  pus  may  be  found  associated  with  a  diffuse 
peritonitis  ;  indeed,  no  classification  can  be  made  which  can  cover 
every  case,  and  which  is  free  from  all  serious  objections. 

DIAGNOSIS. 

A  careful  study  of  the  history  of  the  case,  and  of  the  symptoms 
and  signs  present,  will  establish  a  correct  diagnosis  in  the  great 
majority  of  instances.  In  a  small  minority  it  is  impossible  to  form 
any  reasonable  opinion.  In  more,  a  definite  diagnosis  is  difficult. 
The  symptoms  and  signs  in  all  cases  may  be  alike  in  the  commence- 
ment. 

Pain. — This  at  first  cannot  be  localized,  and  does  not  confine 
itself  to  definite  anatomical  landmarks.  It  is  referred  indefinitely 
to  the  whole  abdomen,  most  frequently,  so  far  as  my  observations 
go,  when  it  can  be  defined,  to  the  epigastrium,  or  to  the  neighbourhood 
of  the  umbilicus.  More  than  once,  to  my  knowledge,  the  epigastric 
pain  of  early  appendicitis  has  led  to  a  suspicion  of  ruptured  gastric 
ulcer  ;  hence,  it  is  of  some  importance  to  recognize  this.  By  the 
second  or  third  day,  if  not  earlier,  the  pain  has  become  localized  on 
the  right  side.  In  the  great  majority  of  healthy  young  adults  attacked 
by  a  sudden,  severe  abdominal  pain,  appendicitis  has  been  found  to 
be  the  cause,  an  important  fact  to  remember  in  making  a  diagnosis. 
Many  authorities  teach  that  pain  does  not  result  from  disease  limited 
to  the  appendix,  that  appendicitis  itself  is  painless,  and  that  pain  only 
comes  with  the  consequent  peritonitis.  This  may  be  true  of  the 
most  severe  type  of  pain,  but  early  operation  proves  that  the  pain  of 
an  inflamed  and  distended  appendix  is  severe  enough  to  prevent  sleep.* 

*  This  pain  is  due  to  tension. 
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Tenderness. — McBurney  has  described  a  point  in  the  right  iliac 
fossa  two  inches  from  the  anterior  superior  iliac  spine,  on  a  line  drawn 
from  it  to  the  umbilicus,  pressure  over  which  with  the  finger  tip  marks 
the  csecal  attachment  of  the  appendix,  and  elicits  tenderness  in  every 
case  of  appendicitis.  Though  not  able  to  make  so  definite  a  statement 
as  to  the  point  or  its  anatomical  meaning,  I  regard  this  as  the  most 
important  sign  of  appendicitis.  It  occurs  early  in  the  illness  and 
lasts  longer  than  any  other  evidence  of  the  attack,  often  being  the 
only  guide  to  a  knowledge  of  the  fact  that  perfect  recovery  has  not 
yet  occurred.* 

Palpation  of  the  Appendix. — During  the  first  hours  of  an  attack 
it  is  possible  by  careful  effort  to  feel  the  swollen  tender  appendix,  and 
if  this  can  be  done  no  sign  is  of  equal  value. 

Rigidity. — Early  in  the  most  acute  cases  the  abdominal  muscles 
of  the  right  side,  either  wholly  or  in  part — and  it  is  surprising  how 
partial  the  hardening  may  be — become  hard  and  resisting,  and  though 
rigidity  is  not  always  present,  especially  in  the  later  stages,  it  must 
be  rare  to  have  rigidity  absent  during  the  whole  course  of  the  illness. 
I  have  found  localized  rigidity  over  a  swollen  tender  appendix  five 
hours  after  the  commencement  of  an  attack,  and  though  the  appendix 
removed  then  by  operation  was  acutely  inflamed,  there  was  no 
evidence  that  the  rigidity  was  the  result  of  peritonitis,  as  has  always 
been  assumed.  A  localized  rigidity  can  closely  simulate  a  tumour, 
and  the  deepest  surgical  anaesthesia  may  not  suffice  to  dissipate  it. 
Attending  the  rigidity  there  is,  of  course,  more  or  less  interference 
with  the  respiratory  movements  of  the  abdominal  wall.  Extending 
rigidity  is  of  prognostic  value,  for  an  extension  of  the  rigid  area  means 
the  spreading  of  an  underlying  peritonitis. 

Vomiting. — This  is  a  frequent  occurrence  at  the  onset  of  the 
illness,  and,  if  repeated,  points  to  a  severe  attack.  In  robust  men, 
with  abundant  will  power,  it  may  be  long  deferred  and  even  absent 
in  serious  cases.  The  vomited  matter  consists  mostly  of  what  has 
been  swallowed  by  the  patient,  whose  craving  for  fluids  in  this,  as  in 
all  conditions  involving  peritoneal  traumatism,  is  irresistible.  Bile- 
staining  of  the  vomited  matter,  or  an  intestinal  character  of  it,  may 
occur  in  serious  attacks.  The  vomiting  is  usually  readily  arrested  by 
abstinence  from  food  and  drink,  and  administration  of  opium.  Early 
coffee-ground  vomiting  is  rare,  but  it  occurs  rarely  in  acute  cases  as 
the  result  of  '  abdominal  shock.'  Regurgitation  of  coffee-ground 
liquid  occurs  later,  and  is  in  this,  as  in  other  conditions  resulting  in 
peritonitis,  a  most  unfavourable  sign. 


*  In  the  most  serious  cases,  those  with  total  gangrene  of  the  appendix, 
it  may  be  the  only  sign. 
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Condition  of  the  Bowels. — Either  constipation  or  diarrhoea  may 
be  present  at  first,  though  constipation  with  inability  to  pass  flatus 
is  the  rule.  Borborygmi  arc  often  heard  in  the  early  stages. 
and  I  have  seen  intestinal  obstruction  of  purely  mechanical  origin 
still  more  closely  simulated  by  the  occurrence  of  visible  intestinal 
peristalsis. 

Rigors. — These  are  uncommon  even  when  pus  is  present.  Early 
in  the  illness  they  denote  a  serious  attack,  and  are  often  associated 
with  gangrenous  appendix.  Later  on,  if  repeated,  they  are  strong 
evidence  in  favour  of  supposing  pus  to  be  present,  and  possibly  in 
the  portal  vein.* 

Distention  of  the  Abdomen. — This  is  the  most  serious  sign,  for  it 
indicates  intestinal  paresis  due  to  peritonitis.  Increasing  distention 
of  the  abdomen  measured  round  the  umbilicus  is  of  grave  significance, 
for  it  means  increasing  peritonitis.  During  the  first  hours  of  attack 
the  abdomen  is  likely  to  be  retracted,  distention  seldom  being  marked 
before  the  third  day.  The  worst  cases  have  an  abdomen  which  is 
tense  and  considerably  distended.  During  convalescence  some  disten- 
tion may  occur  from  constipation. 

The  Presence  of  a  Tumour. — A  definite  tumour  in  the  right  iliac 
fossa,  with  a  preceding  history  of  sudden  abdominal  pain,  followed 
by  an  acute  illness,  is  the  most  trustworthy  indication  of  an  attack  of 
appendicitis.  A  diagnosis  based  on  these  grounds  is  one  of  the  most 
certain  of  abdominal  diagnoses.  During  the  first  two  days  a  firm 
resistance,  depending  upon  rigidity  of  the  underlying  muscles  and 
possibly  on  the  presence  of  a  mass  of  inflamed  oedematous  omentum 
and  some  pent-up  appendix  contents,  may  simulate  very  closely  the 
iliac  tumour  ;  but  careful  examination — and  this  is  aided  by  the  use 
of  chloroform — will  show  that  there  is  no  definite  tumour,  but  more 
of  what  may  be  described  as  marked  resistance.  Over  the  resistant 
area  the  percussion  note  is  likely  to  be  impaired.  After  the  third  day 
a  definite  iliac  tumour  may  safely  be  regarded  as  a  collection  of  pus, 
for  the  exceptions  to  this  rule  are  so  few  as  to  be  of  little  practical 
importance.  It  is  curious  to  note  how  long  it  takes  for  the  profession 
to  realize  the  importance  of  such  a  fact  as  this,  for  I  first  pointed  it 
out  in  the  paper  previously  referred  to  (Edin.  Med.  Jour.)  in  1893, 
and  again  in  the  Lancet  of  February  23,  1901,  and  still  the  most  recent 
writers  on  abscesses  in  connection  with  the  appendix  attach  little  or 
no  value  to  it,  and  suggest  dependence  on  a  leucocyte  count.  The 
prognostic  value  of  this  iliac  tumour  is  of  the  greatest  significance  ; 
and  to  surgeons  a  careful  study  of  it  may  make  the  difference  between 

*  Recurring  daily  rigors  in  appendix  cases  are  always  certain 
evidence  of  portal  pycemia. 
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a  successful  and  an  unsuccessful  operation.*  An  abscess  hanging 
over  the  brim  of  the  pelvis,  for  example,  is  attended  by  much 
more  danger  than  one  situated  behind  or  on  the  outer  side  of  the 
caecum.  By  the  relations  of  the  abscess,  also  (see  Figs.  26-31),  the 
operating  surgeon  is  guided  to  a  knowledge  of  the  position  of  the 
appendix,  and  the  operation  undertaken  with  a  definite  knowledge  of 
its  whereabouts  is  more  likely  to  be  followed  by  success  than  one 
requiring  an  indefinite  and  therefore  prolonged  search. 

Whilst  on  the  subject  of  tumour  as  an  aid  to  diagnosis,  it  may 
be  well  to  say  that  a  tender  resistance  or  nodule,  left  after  apparent 
recovery,  indicates  the  existence  in  the  appendix  of  changes  of  a 
permanent  character,  the  probability  of  another  attack,  and  the 
propriety  of  excising  the  appendix  without  further  delay 

Pulse  and  Temperature. — Unless  a  complete  record  is  presented, 
these  may  be  unreliable  guides  to  diagnosis  and  prognosis.  A  steadily 
rising  pulse  points  with  certainty  to  an  increasing  abdominal  lesion, 
and  a  pulse  of  100  usually  denotes  a  serious  attack  of  appendicitis. 
The  temperature  in  the  earlier  stages  is  rarely  other  than  elevated, 
and  it  may  rise  to  103°  or  104°  without  meaning  extreme  danger, 
if  the  pulse  continues  to  be  under  100.  Along  with  a  quick  pulse, 
elevation  of  temperature  points  still  more  certainly  to  a  serious  attack 
than  quickening  of  the  pulse  alone.  Exceptionally  it  is  possible  to 
see,  as  I  have  seen,  a  patient  with  a  pulse  of  80,  of  good  volume,  and 
with  a  normal  temperature,  who  has  nevertheless  only  a  few  hours  to 
live,  the  abdomen  containing  so  much  pus  that  the  ordinary  signs 
of  free  fluid  in  the  belly  are  present. 

Frequent  Micturition  or  Retention  of  Urine  may  be  met  with  as 
symptoms  of  appendicitis  ;  and  the  retention  has,  more  than  once 
to  my  knowledge,  led  to  mistaken  diagnosis.  Both  symptoms  are 
the  result  of  extension  of  peritonitis  to  the  vesical  peritoneum,  and 
may  be  found  in  any  disease  resulting  in  pelvic  peritonitis. 

Rectal  Tenesmus  is  occasionally  an  urgent  and  typical  symptom. 
It  is  due  to  a  pelvic  abscess  pressing  upon  the  anterior  wall  of  the 
rectum,  and  causing  oedema  and  bulging  of  the  wall.  Associated 
with  it  later  is  a  spurious  mucous  diarrhoea  and  frequently  sphincter 
paresis. 

Facial  Expression,  though  mentioned  last,  is  by  no  means  the 
least  faithful  recorder  of  the  patient's  condition  for  those  who  are 
able  to  judge  from  it.  The  seriousness  or  otherwise  of  the  illness 
can  often  be  gauged  by  a  glance  ;  the  hollow-eyed,  pinched,  grey 
face  of  general  septic  peritonitis  conveys  a  message,  the  meaning  of 
which  cannot  be  mistaken. 

*  The  truth  oj  this  still  awaits  general  recognition. 
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To  ILLUSTRATE  THE  RELATIONS  OF  APPENDIX  ABSCESS  AS   A  GUIDE 

TO    'nil.    I'OSITIOX    OF    THE    APPENDIX. 


Fig.  26.— APPENDIX  INSIDE  OP  C^CUM.— The 
walls  of  the  abscess  are  small  intestines,  and 
roof  omentuin.  It  resembles  a  small  ovarian  cyst, 
with  twisted  pedicle. 


Fig.  27.— APPENDIX^  OUTSIDE    OF.J 
The  abscess  hugs  the  iliac  crest,  and  as  it  enlarges 
extends  upwards  into  the  iliocostal  space. 


Fig.  28. — APPENDIX  REACHING  HEPATIC  POUCH. 
— A  long  appendix  on  the  outer  side  of  the  caecum 
and  ascending  colon  will  have  its  tip  in  the  hepatic 
pouch.  An  abscess  in  connection  with  it  may  be 
limited  to  the  hepatic  pouch  and  mistaken  for  a 
kidney  or  liver  tumour. 


Fig.  29. — APPENDIX  HANGING  INTO  PELVIS. — 
A  large  abscess  forms  a  hypogastric  swelling,  which 
may  be  mistaken  for  a  distended  bladder  or  an 
ovarian  cyst. 


Fig.  30. — APPENDIX  rs  SUBOECAL  POUCH.— 
The  abscess  pushes  forward  the  caecum,  which 
may  gurgle  over  it  on  manipulation,  or  give  a 
resonant  note  on  light  percussion.  It  may  be 
confounded  with  tubercle  or  cancer  of  the  caecum. 


Fig.  31.— APPENDIX  LYING  OVER  PSOAS-MUSCLE. 
— The  abscess  produces  a  lumbar  swelling  and 
flexure  of  the  corresponding  thigh. 


A  33 
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The  ordinary  straightforward  case,  with  sudden,  painful  onset, 
vomiting,  tenderness,  rigidity,  a  rise  in  temperature,  and  an  iliac 
swelling  on  the  right  side,  is  not  likely  to  be  mistaken  for  anything 
else  than  acute  appendicitis.  It  is  in  the  early  stages  and  in  atypical 
cases  that  diagnosis  is  difficult  and  sometimes  impossible.  The  most 
frequent  cause  of  acute  peritonitis  being  appendicitis,  unless  there  are 
definite  indications  otherwise,  this  is  the  diagnosis  most  frequently 
made.  Every  kind  of  acute  abdominal  lesion  has  frequently  been 
mistaken  for  appendicitis,  and  the  same  error  will  be  committed  over 
again.  The  mistakes  that  have  most  impressed  me  have  occurred 
when  some  of  the  chief  physical  signs  were  misleading,  and  I  will 
point  out  the  nature  of  these  mistakes. 

THE  DIAGNOSIS  OF  THE  FIRST  TYPE  OF  APPENDICITIS,  in  which 
there  are  at  intervals  sudden,  sharp  attacks  of  abdominal  pain,  which 
quickly  pass  off  and  leave  no  trace,  is  very  difficult.  A  tender  nodule 
in  the  right  iliac  fossa  or  in  the  pelvis  is  the  most  definite  guide  ;  but 
even  that  may  fail. 

Diseases  with  which  it  may  be  confounded  : — 

1.  Gall-stones. — Gall-stone  attacks  which  pass  off  and  leave  no 
physical  signs  are  readily  mistaken  for  attacks  of  appendicitis  ;    and 
conversely,  if  the  appendix  has  remained  under  the  liver,  as  in  a  case 
of  undescended  caecum  I  operated  upon,  the  attacks  of  appendicitis 
may   so   closely   simulate   gall-stones   as   to   make   correct   diagnosis 
impossible  (Fig.  28). 

2.  Calculus  in  the  Kidney,  unless  it  cause  changes  in  the  urine, 
gives  rise  to  attacks  which  are  difficult  to  distinguish  from  this.     A 
young  woman,  upon  whom  I  operated  for  appendicitis,  removing  an 
apparently  healthy  appendix  which  had  some  flimsy  adhesions  attach- 
ing it  to  the  parietal  peritoneum,  returned  five  years  later.     She  stated 
that  she  had  continued  to  suffer  from  attacks  similar  to  those  which 
the   operation   had   been   intended   to   cure.     Her   right  kidney   was 
enlarged,   her   urine   contained   pus,   and   exploration   of  the   kidney 
showed  it  to  be  converted  into  a  pus  sac  containing  calculi.     Nephrec- 
tomy  cured  her. 

3.  Temporary  Attacks  of  Hydronephrosis  from  other  causes  besides 
calculus   also    occasion    similar    symptoms,    and,    except   during   the 
attack,  no  enlargement  of  the  kidney  may  be  discoverable — there  is 
merely  some  increase  in  its  mobility. 

4.  A  Stone  Impacted  in  the  Pelvic  Portion  of  the  Ureter  on  one 
occasion  misled  me.     The  painful  attacks,  due  to  temporary  hydro- 
nephrosis,  occasioned  symptoms  such  as  would  arise  from  appendicitis. 
Tenderness  in  the  right  iliac  fossa  was  present,  and  a  rounded  tender 
nodule  was  felt  from  the  rectum  and  from  the  vagina  below  the  pelvic 
brim.     Exploration  showed  the  appendix  to  be  normal,  and  the  tender 
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nodule  to  be  a  stone  ini|>;ir(< •<!  in  tin-  ureter,  and  fixed  in  position  by 
exudation  due*  to  peri-uretcritis. 

IN  THE  SECOND  TYPE  OF  APPENDICITIS,  that  form  associated  with 
localized  peritonitis  and  an  abscess,  the  diagnosis  may  be  confounded 
with  : — 

1.  Gall-stones. — A  distended   and   inflamed   gall-bladder  may  be 
found  in  the  right  iliac  fossa,   surrounded  by  inflamed  peritoneum. 
A  long,   narrow,   and  much-distended  gall-bladder  may  reach  there 
with  the  liver  in  its  normal  position,  but  the  ordinary  position  is  that 
the  liver  is  dislocated  downwards — a  more  common  condition  than 
is  generally  believed — and  has  carried  the  gall-bladder  with  it.     In 
such  cases  a  recognition  of  the  position  and  condition  of  the  liver 
may  save  from  error. 

2.  Leaking  Ectopic  Gestation,  with  a  swelling  in  the  right  iliac 
fossa,  can  give  rise  to  error.     The  sex  of  the  patient  and  the  history 
of  a  missed  menstrual  period  may  suggest  caution. 

3.  Calculous  and  Pyonephrotic  Kidney  has  frequently  been  a  cause 
of  error,  especially  if  the  history  alone  has  been  relied  upon  as  a  guide 
to  diagnosis.     A  mistake  is  not  likely  to  arise  when  the  physical  signs 
are  carefully  studied,   though  a  movable  kidney,   containing  calculi, 
and  suppurating,  may  extend  so  far  down  into  the  right  iliac  fossa 
as  to  simulate  the  iliac  tumour  of  abscess    in  connection  with  the 
vermiform  appendix.* 

4.  Ovarian   Cyst   with   Twisted  Pedicle. — If  an  ovarian   cyst   the 
size  of  an  orange  has  a  twisted  pedicle,  and  is  located  in  the  right  iliac 
fossa,    the   swelling   there   and   the   surrounding   peritonitis   simulate 
very  closely   an  acute  appendicitis   (Fig.  26).     In  young  unmarried 
women,  and   I  believe  it  occurs    most   frequently  in  them,  the  dia- 
gnosis   may   be   difficult.     The    following    symptoms  have,   however, 
more  than  once  sufficed  to  guide  me  to  a  correct  view  of  the  patient's 
condition,  viz.,  a  trifling  uterine  haemorrhage  at  the  commencement 
of  the  attack,  a  temporary  entire    abatement  of  the    symptoms,  a 
more    definitely    round    tumour    than    is   found   in   appendicitis   dis- 
covered by  bi-manual  examination,  and  during  the  intervals  of  ease 
a  normal  temperature. 

5.  Pelvic  Peritonitis,   having  in   women   another   origin   than   in 
appendicitis,  may  be  mistaken  for  that  clue  to  disease  of  the  appendix. 
A  history  of  gonorrhoea  or  sepsis,  followed  by  uterine  disturbances 
and  the  presence  of  definite  tubal  swellings,  if  an  abscess  is  not  suffi- 
ciently large  to  obliterate  such  landmarks,  may  aid  the  making  of  a 
correct  diagnosis.     In  many  instances,  however,  the  cause  of  a  pelvic 


*  .Y  rays,  tJie  cystoscope,  and  ureter  catheter  should  now  make  this 
impossible. 
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abscess  is  not  even  cleared  up  after  operation  or  post-mortem 
examination,  for  both  the  appendix  and  the  tubes  are  involved,  and 
which  has  been  primarily  to  blame  it  may  be  impossible  to  guess. 

6.  A  Definite  Tumour  in  the  right  iliac  fossa  may  be  found  with 
symptoms  suggestive  of  appendicitis,  and  this  tumour  may  be  due  to 
tubercle  or  cancer  of  the  caecum.  If  an  abscess  has  formed,  as  I  have 
seen,  in  connection  with  either,  a  diagnosis  may  be  impossible.  In 
tuberculous  cases,  however,  the  onset  is  not  usually  abrupt  or  definite  ; 
the  course  is  chronic,  diarrhoea  is  a  frequent  symptom,  the  appearance 
of  the  patient — there  is  marked  pallor — and  the  history  of  profuse 
night-sweats  are  suggestive,  the  patient  can  usually  get  about,  and 
the  tumour  is  firmer  and  bears  handling  better  than  that  due  to 
appendicitis.  As  an  exception  to  this  chronic  course,  I  have  operated 
upon  a  case,  that  of  a  young  man  who  was  admitted  very  ill,  with  high 
temperature  and  all  the  signs  of  general  peritonitis,  and  whose  illness 
had  commenced  five  days  before  with  sudden,  severe,  abdominal 
pain,  and  have  found  general  tuberculous  peritonitis  wrhen  a  diagnosis 
had  been  made  that  his  condition  was  due  to  acute  appendicitis. 

In  malignant  cases  the  first  symptoms  have  usually  been  bowel 
disturbances,  constipation  alternating  with  diarrhoea,  rumbling  pain 
and  forcible  intestinal  contractions,  both  increased  by  purgatives,, 
and  all  resulting  from  contraction  causing  intestinal  obstruction. 
Blood  may  be  present  in  the  evacuations,  and  the  course  is  usually 
chronic.  The  age  of  the  patient  may  suggest  caution,  but  it  has  to 
be  remembered  that  an  appendix  abscess  in  old  people  may  produce 
none  of  the  urgent  illness  it  does  in  the  young.  If  a  hard,  nodular, 
well-defined  tumour  is  found  along  with  the  symptoms  mentioned,, 
a  diagnosis  of  cancer  involving  the  ileo-csecal  valve  may  be  easy. 

IN  THE  THIRD  TYPE,  the  sudden  rupture  of  an  appendix,  not  sur- 
rounded by  adhesions,  gives  rise  to  the  same  symptoms  and  signs 
as  any  other  visceral  perforation,  but  it  is  most  easily  confused 
with — 

1.  Ruptured  Duodenal  Ulcer  or  Gastric  Ulcer  at  the  neighbourhood 
of  the   pylorus.     Escaping  fluid   contents   first   fill   the   liver  pouch, 
then  trickle  down  by  the  outer  side  of  the  ascending  colon,  and  on 
into  the  right  iliac  fossa  and  pelvis.     Their  track  is  marked  by  the 
signs  of  peritonitis,  and  rigidity,  tenderness,  pain  in  the  right  iliac 
fossa,  and  a  rise  of  temperature  suggest  the  diagnosis  of  appendicitis.* 

2.  Acute   Intestinal   Obstruction. — There   is   always    one   sign   for 
which  we  search  with  great  care  as  a  mark  of  intestinal  obstruction, 
and  that  is  visible,  palpable,  or  audible  intestinal  peristalsis.     If  we 

*  The  more  sudden  severe  onset  in  duodenal  perforation  is  the  chief 
distinguishing  feature. 
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can  see  or  feel  or  hear  unusual  movement  of  the  intestine,  \vc  know 
that  there  is  some  obstruction,  and  assume  that  the  case  is  not  one  of 
appendicitis.  But  apart  from  the  purely  mechanical  effects  of  an 
adherent  appendix  acting  as  a  band,  or  of  adhesions  due  to  old 
peritonitis,  acute  peritonitis  arising  from  this  cause  may  produce 
obstruction  from  interference  with  normal  peristalsis,  distention,  and 
kinking  of  the  involved  intestine,  and  so  give  rise  to  error. 

Intestinal  obstruction,  if  due  to  bands  compressing  the  ileum, 
or  to  stricture  of  it,  or  to  intussusception,  may  give  rise  to  symptoms 
closely  simulating  those  of  appendicitis.  Detection  of  the  fact  that 
the  pains  are  due  to  violent  peristaltic  movements  of  the  intestine, 
that  the  temperature  is  normal,  and  that  the  passage  of  flatus  is 
entirely  arrested,  will  make  a  differential  diagnosis  possible.  The 
tumour  of  intussusception  may  mislead  a  careless  observer,  but  it  is 
usually  above  the  position  of  the  appendix,  hardens  and  softens  inter- 
mittently, and,  in  the  case  of  intussusception,  a  finger  introduced 
into  the  rectum  returns  blood-stained. 

PROGNOSIS. 

It  is  the  difficulty  of  prognosis  that  causes  such  wide  difference 
of  opinion  as  to  the  proper  treatment  in  each  individual  case.  At  the 
commencement  of  any  given  attack,  it  is  impossible  to  foretell  the 
result.  This  is  admitted  by  all  authorities,  and  it  is  of  little  value  to 
know  that  only  10  or  15  per  cent  of  cases  die  if  left  alone,  or  that  the 
mortality  from  operation,  if  done  early  enough,  should  not  be  more 
than  2  per  cent.  What  is  the  prognosis  of  the  particular  case  in 
question  is  the  important  requirement,  and  this  concerns  both  the 
immediate  and  the  remote  result. 

In  a  simple  case  the  immediate  prognosis  is  admittedly  good. 
With  careful  treatment  the  patient  will  be  well  in  a  few  days.  Careful 
treatment  ensures  entire  rest  in  bed,  and  the  avoidance  of  active 
purgatives.  In  such  a  case  the  patient  will  never  look  seriously  ill. 
The  pain  will  not  be  sufficiently  severe  to  cause  outcries  or  to  prevent 
all  sleep.  There  will  be  tenderness  over  the  appendix  and  localized 
rigidity  in  the  right  iliac  fossa,  but  neither  sufficiently  marked  to 
prevent  examination.  Vomiting  will  not  be  a  troublesome  symptom, 
the  pulse  will  not  be  over  100,  and  the  temperature  will  reach  little 
more.  On  the  third  day  all  the  symptoms  and  signs  will  have  begun 
to  abate,  and  the  patient's  convalescence  will  seem  to  be  assured. 
In  a  few  more  days  the  attack  ought  to  have  passed  off  entirely.  If 
this  is  the  first  attack,  and  perfect  recovery  follows,  I  believe  it  may 
be  the  last.  This  belief  is  based  upon  the  knowledge  of  cases  that 
have  passed  five  years  without  a  recurrence,  and  though  I  have 
reported  one  (Edin.  Med.  Jour.)  in  which  over  thirty  years  elapsed 
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between  the  first  and  second  attack,  for  practical  purposes  such  excep- 
tional instances  must  be  ignored.  After  a  second  attack  the  prognosis 
is  considerably  less  hopeful.  Either  some  organic  change  has  been 
produced  in  the  appendix,  or  the  patient  has  some  predisposition  to 
the  disease,  and  the  probability  is  that  further  trouble  will  ensue. 

A  sensitive  nodule  in  the  right  iliac  fossa,  or  dyspeptic  symptoms 
with  irregular  bowel  action,  and  a  certain  amount  of  anaemia  and 
malaise,  or  marked  tenderness  over  McBurney's  point,  or  a  variety 
of  uneasy  sensations  in  the  neighbourhood  of  the  appendix,  are  noted 
in  my  cases  as  signs  that  perfect  recovery  has  not  followed  the  attack, 
and  as  heralds  of  the  approach  of  another. 

As  a  rule,  it  may  be  said  that  the  serious  forms  of  appendicitis 
do  not  follow  a  number  of  mild  attacks,  but  this  rule  has  so  many 
exceptions  that  it  cannot  be  confidently  offered  as  a  practical  guide. 
In  one  patient  of  mine  eighteen  mild  attacks  during  the  preceding 
five  years  were  followed  by  a  nineteenth,  with  gangrene  of  the 
appendix,  and  general  peritonitis  and  death.  This  would  not  have 
occurred  if  the  usual  result  of  recurrent  attacks — dense  adhesions 
round  a  thickened  vascular  appendix — had  been  present. 

The  prognosis  in  the  second  class  of  cases — those  in  which  a 
septic,  localized  peritonitis  from  perforation  of  the  appendix  is  likely 
to  follow,  must  be  grave.  The  illness  commences  acutely,  and  the 
pain,  as  a  rule,  is  severe  enough  to  prevent  sleep  for  the  first  three 
nights.  Tenderness  is  a  marked  feature  from  the  first,  and  rigidity 
of  the  muscles  in  the  right  iliac  fossa  is  sufficient  to  prevent  any 
satisfactory  examination.  At  the  end  of  the  second  or  third  day, 
especially  with  the  help  of  chloroform,  a  more  or  less  distinct  swelling 
is  usually  to  be  discerned  in  the  right  iliac  fossa ;  the  temperature 
and  pulse  continue  to  be  elevated.* 

At  a  later  stage  a  definite  tender  tumour  indicates  the  presence 
of  pus  ;  with  this  there  may  be  no  elevation  of  temperature,  but 
there  is  usually  some  night-sweat. 

If  the  appendix  is  hanging  over  the  pelvic  brim,  the  abscess  will 
be  found  on  bi-manual  examination  as  a  pelvic  tumour,  and  the 
prognosis  is  that  for  the  worst  form  of  abscess  in  connection  with 
the  appendix  (Fig.  29). 

In  the  most  acute  cases  it  may  be  difficult  to  say  whether  the 
infective  fluid  surrounding  the  appendix  is  shut  in  by  adhesions  or 
free  in  the  general  peritoneal  cavity  ;  and  even  after  an  operation 
no  certainty  may  be  felt.  The  best  evidence  is  to  be  obtained  by 
observing  the  tension  of  the  fluid.  If  it  is  pent  up,  a  free  gush  escapes 

*  Leucocytosis  may  be  of  great  value  as  an  indication  of  active 
infection,  but  may  be  absent  in  a  well  localized  abscess. 
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from  the  opening  in  the  abdomen,  and  the  prognosis  is  hopeful; 
whereas,  if  it  is  (list  rilmted  among  the  intestinal  coils,  it  wells  out 
slowly,  and  the  prognosis  is  bad. 

The  prognosis  varies,  too,  with  the  position  of  the  appendix  and 
its  surrounding  abscess  ;  and  this  may  be  determined,  as  I  have  else- 
where (Lancet,  February  23,  1901)  pointed  out,  by  the  relations  of 
the  tumour  (see  Figs.  p.  513).  Inflammation  of  an  appendix  outside 
of  or  behind  the  caecum  and  ascending  colon  is  attended  by  less  risk  of 
general  peritonitis  than  is  the  case  if  the  position  of  the  appendix 
is  internal,  pointing  into  the  small  intestinal  area  or  into  the  pelvis. 

Many  of  these  abscess  cases  will  get  well  if  left  alone,  by  rupture 
of  the  abscess  into  adjoining  viscera,  or  by  its  external  rupture.  The 
latter  is  an  uncommon  termination  nowr,  when  operative  treatment 
has  been  universally  accepted  as  the  right  course,  but  occasionally  a 
patient  is  seen  with  a  faecal  fistula  in  the  groin  or  abdominal  wall, 
due  to  this  cause.  On  the  other  hand,  my  operative  work  proves  that 
many  abscesses  burst  into  adjoining  viscera,  and  the  patient  may  be 
4  cured  '  in  this  way.  I  do  not  doubt  that  this  occurs  with  a  much 
greater  frequency  than  has  been  supposed,  and  that  the  risks,  serious 
though  they  are,  of  an  appendix  abscess  have  been  much  exaggerated. 
A  localized  collection  of  pus  on  the  outside  of  or  behind  the  caecum 
and  ascending  colon  will  almost  certainly  find  its  way  into,  and  dis- 
charge through,  the  bowel ;  but  before  this  happens  much  and 
dangerous  local  damage  may  be  done  to  the  surrounding  tissues. 
An  abscess  on  the  inner  side  is  more  likely  to  discharge  into  the  ileum 
near  its  termination,  and  next  to  the  caecum  and  colon  I  have  found 
this  to  be  the  most  common  site  for  a  spontaneous  opening.  These 
cases  are  not  commonly  recognized  because  pus,  unless  in  very  large 
quantity,  is  so  changed  in  appearance  in  its  passage  through  the 
colon  as  to  have  lost  all  its  ordinary  character.  The  bladder  and 
rectum  and  vagina,  though  seldom  chosen,  are  other  not  extraordinary 
routes  through  which  discharge  of  pus  may  occur,  and  I  have  seen 
examples  of  each. 

I  have  notes  of  several  post-mortem  examinations  at  which  it 
was  found  that  the  right  pleura  was  full  of  pus  from  an  appendix 
abscess  which  had  escaped  through  a  sloughy  hole  in  the  diaphragm, 
and  there  are  cases  recorded  in  which  in  such  instances  pus  has  been 
discharged  through  the  chest  wall,  or  into  a  bronchus,  and  coughed 
up. 

The  greatest  risk  of  an  abscess  left  alone  is,  that  it  will  probably 
spread  and  cause  a  gradually  extending  infection  cf  the  peritoneum 
or  of  the  surrounding  cellular  tissue,  and  death  from  septic  poisoning 
or  exhaustion.  A  less  common  event  is  the  sudden  rupture  of  such 
an  abscess  into  the  general  peritoneal  cavity,  and  this  may  easily 


520  RUTHERFORD     MORISON 

occur  at  a  time  when  the  patient  has  the  appearance  of  nearly  com- 
pleted recovery.  The  symptoms  and  signs  may  then  be  those  of  a 
sudden  perforation,  viz.,  agonizing  pain,  collapse,  quick  and  feeble 
pulse,  and  cold  extremities. 

After  the  abscess  has  burst  spontaneously  in  a  favourable 
situation,  or  has  been  opened  to  the  immediate  relief  of  the  patient, 
the  more  remote  prognosis  has  to  be  considered.  The  dense  adhesions 
involving  the  intestinal  loops  surrounding  the  abscess  will  in  a  small 
(?  5)  percentage  of  cases  cause  intestinal  obstruction.  The  obstruction 
in  my  own  cases  has  been  acute,  and  has  occurred  when  convalescence 
seemed  to  be  assured — during  the  second  or  third  week  in  eight  out 
of  ten  examples.  It  was  due  in  all  cases  to  extensive  adhesions  and 
kinking,  and  did  not  recur  after  separation  of  the  adherent  intestines. 
Intestinal  obstruction  after  a  late  date  appears  to  be  rare,  for  I  have 
only  seen  two  instances,  the  latest  of  which  came  on  six  years  after 
spontaneous  external  rupture  of  an  abscess  in  connection  with  the 
vermiform  appendix.  The  probable  explanation  of  this  is,  that 
adhesions  disappear  soon  after  the  attack  is  recovered  from. 

The  second  important  question  remains  to  be  discussed  in  con- 
nection with  the  subsequent  prognosis  of  abscess  cases,  in  which  the 
appendix  has  not  been  excised.  In  a  certain  proportion  the  appendix 
is  destroyed,  and  on  several  occasions  I  have  found  the  entire  sloughing 
organ  in  an  abscess  cavity.  For  these  cases  the  prognosis  is  obvi- 
ously good.  There  can  be  no  return  of  appendicitis.  This,  however, 
is  true  only  of  the  minority.  In  a  great  majority  of  instances — at 
least  90  per  cent — the  appendix  is  not  destroyed,  and  soon  recovers 
after  its  contents  have  been  discharged  by  sloughing  or  perforation. 
Any  statement  to  the  contrary  is  based  upon  untrustworthy  evidence, 
for  my  operations  offer  abundant  proof  that  there  is  at  least  enough 
of  the  appendix  left  to  cause  another  attack  of  appendicitis.  Whether 
it  will  do  so  or  not  is  another  question,  and  one  still  much  discussed. 
I  have  elsewhere  (Lancet.,  February  23,  1901)  published  a  series  of 
cases  of  recurrence  of  appendicitis  after  the  evacuation  of  an  abscess, 
and  have  since  then  obtained  notes  of  several  more.  In  one  instance 
recurrence  did  not  follow  the  first  attack  of  abscess  for  over  thirty 
years.  This  patient  died  of  septicaemia,  the  result  of  a  perforated 
appendix,  which  was  removed  post  mortem,  and  of  a  large  abscess 
in  the  loin.  Though  for  practical  purposes  such  an  exceptional 
instance  must  be  ignored,  I  have  more  than  once  had  experience  of  a 
second  abscess  following  immunity  of  five  years'  duration,  from  which 
it  is  obvious  that  the  history  of  a  large  number  of  cases  must  be  kept 
over  a  long  series  of  years  before  the  question  of  percentage  of  recur- 
rence can  be  settled  with  anything  approaching  accuracy.  Mean- 
while, from  careful  observation  of  many  cases,  I  believe  that  the 
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appendix,  if  not  removed,  is  in  a  large  percentage  of  instances  destined 
to  cause  further  grave  trouble.* 

In  the  most  serious  cases  a  perforation  exists  in  the  appendix, 
and  general  peritonitis  is  present.  In  some  cases,  closely  approaching 
them  in  severity,  the  appendix  has  not  yet  perforated,  there  are  no 
adhesions,  the  intestines  are  not  distended,  and  a  quantity  of  milky 
fluid  is  found  in  the  abdomen.  These  cases  get  well  after  operation. 
Of  the  former  set  of  cases  the  great  majority  die,  but  some  are  saved 
by  operation,  and  some,  I  have  also  learned,  may  get  well  without  an 
operation.  Before  distention  of  the  intestines  has  occurred  to  such 
an  extent  as  to  cause  marked  increase  in  the  abdominal  tension, 
operation,  I  believe,  offers  the  best  chance  of  recovery.  When  the 
abdomen  has  become  distended  and  tense,  operation,  in  my  experience, 
has  always  been  followed  by  a  fatal  result. f  A  patient  with  rigid, 
tense,  distended  abdomen  never,  so  far  as  I  know,  recovers.  If  the 
tension  and  rigidity  are  not  marked  features,  there  is  always  some 
room  for  hope.  A  gradually  increasing  girth  round  the  umbilicus  is 
consequently  of  bad  prognostic  import. 

Almost  equally  of  bad  import  is  a  gradual  increase  in  the  pulse- 
rate.  A  quickened  pulse  means  an  extension  of  the  peritonitis. 
Escape  of  coffee-ground  coloured  fluid  from  the  stomach,  cold  hands, 
and  the  well-known  face  of  septic  peritonitis  all  foretell  the  coming 
end.  On  a  single  occasion  a  woman  with  septic  peritonitis,  on  whom 
I  had  operated,  lay  for  days  after  operation  semi-conscious,  with 
cold  hands  and  imperceptible  pulse,  and  distended  abdomen,  con- 
stantly spitting  out  coffee-ground  or  green  acid  fluid,  which  irritated 
the  skin  of  her  chin  and  mouth  to  such  an  extent  as  to  excoriate  it ; 
yet  she  recovered.  The  only  noteworthy  point  in  her  case  appeared 
to  me  to  be  that  her  abdomen,  though  distended,  was  not  tense. 

General  peritonitis  of  more  than  twenty-four  hours'  duration  is 
not  likely  to  be  benefited  by  operation,  for  the  favourable  chance 
has  been  lost ;  indeed,  an  operation  not  seldom  hastens  the  end,  and 
may  be  the  cause  of  death.}  This  statement,  I  feel,  is  justified, 
because  it  has  not  been  without  surprise  that  I  have  observed 
recovery  in  such  cases  without  operation.  Of  this  I  have  had  clinical, 
operative  and  post-mortem  proof,  but  time  will  only  allow  of  a  brief 
summary  of  the  following  illustrative  cases,  which  have  occurred 
during  the  last  two  years. 

*  This  view  is  now  generally  accepted. 

t  This  is  still  true,  though  cases  lejt  so  long  are  now  fortunately 
rare. 

This  is  still  true. 
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NOTES  OF  CASES. — Appendicitis  with  general  septic  peritonitis —Recovery 
without  operation  for  septic  peritonitis 

CASE  1. — Male,  age  30.  Duration  one  week;  very  ill;  facies  hypo- 
cratica  ;  general  distention  of  the  abdomen  and  signs  of  free  fluid  in  it ; 
pulse  140.  Left  alone  for  eleven  days  ;  resolution  to  abscess  in  right  iliac 
fossa  ;  operation  ;  appendix  removed  ;  abscess  drained.  Ten  days  after 
operation  large  residual  collection  opened  per  rectum  and  drained  ;  recovery. 

CASE  2. — Male,  age  28.  Duration  two  days.  October  15,  1902,  very 
ill  ;  general  distention  ;  dullness  in  flanks.  Left  alone  ;  gradually  im- 
proved, and  left  hospital  in  seven  days  with  no  physical  signs  of  disease. 
Re-admitted  March  24,  1903  (five  months  later),  with  another  attack  of 
five  days'  duration  ;  abscess  in  right  iliac  fossa  ;  appendix  removed ; 
drainage  ;  recovery. 

CASE  3. — Male,  age  18.  Admitted  October  8,  1902  ;  duration  five 
days  ;  very  ill  ;  belly  distended  ;  free  fluid  in  abdomen.  Left  alone  ;  left 
hospital  in  seven  days  with  no  physical  signs  of  disease.  Re-admitted  six 
weeks  later  with  acute  attack  ;  operation  ;  appendix  removed  ;  recovery. 

CASE  4. — Female,  age  19.  Admitted  October  3,  1902  ;  duration  four 
days  ;  extremely  ill  ;  general  distention  and  dullness  in  flanks.  October  16. 
1902  (thirteen  days  later),  resolution  to  abscess  ;  appendix  removed  ; 
drained  ;  recovery. 

CASE  5. — Female,  age  9.  Admitted  with  illness  of  two  days'  duration. 
Died  in  two  days  without  operation.  Necropsy  showed  diffuse  septic 
peritonitis  and  gangrenous  perforated  appendix.  There  was  double  lobular 
pneumonia. 

Five  cases  ;    four  recoveries. 

The  clinical  proof  is  sure  to  be  disputed,  but  all  I  can  say  is  that 
experience  has  taught  me  that  the  diagnosis  of  general  septic  perito- 
nitis is  unlikely  to  be  wrong.  It  is  easy  to  miss  a  general  peritonitis, 
but  difficult  to  mistake  it.  The  following  illustrates  this,  and  other 
points  raised  : — 

Pelvic  abscess  from  appendicitis — Drainage  per  rectum — General  septic 
peritonitis — Death. 

Male,  age  15.  Admitted  Sunday,  August  3,  1902.  (On  the  previous 
day  I  saw  him,  and  diagnosed  general  peritonitis  from  appendicitis.) 

History. — He  woke  up  quite  well  on  the  previous  Monday  morning 
and  went  to  work.  Whilst  at  work  pain  commenced.  It  was  diffuse  all 
over  the  whole  abdomen.  He  worked  all  day. 

Tuesday. — He  had  pain  all  day  ;  stayed  in  bed  ;  did  not  sleep  ;  was 
not  sick. 

Wednesday. — The  pain  was  worse;  still  diffuse,  but  worse  in  lower 
abdomen  ;  he  vomited. 

Friday  morning,  3  a.m. — Awakened  from  sleep  ;  terrible  pain  in  neigh- 
bourhood of  right  iliac  fossa,  and  doubled  up  for  six  hours  ;  vomited  ;  then 
pain  abated.*  He  had  frequency  and  difficulty  of  micturition  on  Friday  and 


*  Indicates  rupture  of  an  abscess. 
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Saturday.  Some  pain  on  defalcation  all  the  week.  Sweating  at  nights. 
There  was  a  history  of  several  previous  attacks. 

On  Admission. — He  was  in  good  general  condition. 

Local. — There  was  a  tumour  in  the  hypogastrium  like  a  distent  led 
bladder.  There  were  signs  of  free  fluid  in  the  belly.  The  hypogastrir 
swelling  was  resonant  and  was  not  altered  by  the  passage  of  a  catheter. 

Per  Rectum. — There  were  signs  of  fluid  in  the  recto-vesical  pouch,  which 
was  bulging  down  the  anterior  rectal  wall. 

Operation,  August  5,  1903. — Abscess  opened  per  rectum.  Four  hours 
later  the  boy  became  collapsed,  vomited  bloody  fluid,  and  died  late  on  night 
of  operation. 

Necropsy. — General  septic  peritonitis.  Pus  all  over  and  in  pockets 
among  the  coils  of  small  intestines.  The  remains  of  a  large  abscess  were 
found  in  the  pelvis.  There  was  a  large  collection  of  pus  in  the  hepatic 
pouch  and  extending  up  over  the  liver.  The  appendix  was  hanging  down 
into  the  pelvis,  its  end  was  gangrenous,  and  it  contained  an  enterolith. 
Pus  collections  between  intestinal  coils  were  large  and  appeared  to  be 
residual. 

Note. — On  Monday — day  before  death — the  patient  seemed  so  well 
that  the  previous  diagnosis  of  general  septic  peritonitis  was  gravely 
doubted. 

On  Tuesday  the  boy  appeared  to  be  in  excellent  condition,  and  at  the 
operation  it  was  remarked  how  safe  and  easy  a  proceeding  the  opening 
of  a  pelvic  abscess  per  rectum  was.  His  death  was  unexpected,  and  the 
post-mortem  revelation  a  surprise. 

Of  ten  cases  admitted  to  hospital  during  the  last  two  years  with 
general  septic  peritonitis,  and  operated  upon,  eight  died  and  two 
recovered. 

It  was  noted  of  more  than  one  that  operation  was  undertaken  in 
the  belief  that  peritonitis  was  not  yet  diffuse. 

The  prognosis  depends  upon  the  duration  of  the  peritoneal  infec- 
tion— the  longer  the  patient  lives,  the  less  virulent  it  is  likely  to  be, 
and  the  better  the  chance  of  recovery  ;  and  upon  the  amount  of 
intestinal  distention  and  the  tension  of  the  abdominal  muscles — the 
less  this  is,  the  more  hopeful  being  the  outlook. 

Certain  rare  cases  of  sudden  perforation  of  the  appendix  are 
followed  by  such  serious  septic  intoxication  that  death  occurs  in  a 
few  hours,  before  the  peritoneum  or  the  patient  have  time  to  show 
any  sign  of  reaction. 

A  NOTE  ox  THE  FUNCTIONS  OF  THE  OMENTUM. 

For  years  I  have  taught  that  the  omentum  has  very  important 
functions,  and  to  impress  this  upon  students  I  have  called  it  the 
abdominal  '  policeman.'  A  well-developed  omentum  will  wrap  itself 
round  an  inflamed  Fallopian  tube  in  the  depths  of  the  pelvis  ;  it  will 
be  found  surrounding  an  inflamed  gall-bladder  or  diseased  appendix  ; 
indeed,  there  can  be  no  doubt  that  it  travels  about  in  the  abdomen 
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with'considerable  rapidity,  and  is  attracted  by  some  sort  of  informa- 
tion to  neighbourhoods  in  which  mischief  is  brewing.  I  have  more 
than  once  found  a  totally  gangrenous,  perforated  appendix  wrapped 
up  in  omentum,  with  peritonitis  localized  in  the  portion  of  omentum 
involved,  and  it  is  impossible  to  doubt  that  the  life  of  the  patient 
was  saved  by  his  omentum.  It  is  a  recognized  fact  that  the  prognosis 
of  appendicitis  in  children  is  worse  than  in  adults.  Elsewhere  than 
in  the  abdomen  *  their  resistance  to  septic  infection  is  much  greater 
than  it  is  in  adults.  The  only  suggestion  I  can  offer  as  an  explanation 
of  this  anomaly  is,  that  in  children  the  omentum  is  undeveloped. 
The  purulent  fluid  in  many  cases  of  appendicitis  will  be  found  to 
follow  a  definite  course,  and  to  assume  a  horse-shoe  shape.  On  the 
right  side  it  tracks  up  the  outer  side  of  the  ascending  colon  into  the 
liver  pouch  above  and  into  the  pelvis  below.  On  the  left  side  it 
ascends  from  the  pelvis  along  the  outer  side  of  the  descending  colon, 
and  not  till  it  reaches  the  spleen  and  escapes  over  it  does  the  infection 
attack  the  small  intestine  area,  covered  and  protected  by  the  omen- 
turn.1 

My  colleague,  Mr.  W.  G.  Richardson,  tells  me  that  one  of  the 
most  acute  cases  of  peritoneal  infection  which  has  come  under  his 
observation  occurred  in  an  adult  patient  whose  omentum  was  wholly 
rudimentary. 

TREATMENT. 

The  ordinary  object  of  this  is  to  prevent  serious  extension  of  the 
septic  infection  of  the  peritoneum  which  accompanies  appendicitis  ; 
for  cases  in  which  peritonitis  is  slight  or  absent  may  be  disregarded 
here.  The  only  reasonable  treatment  of  such  an  inflammation  arising 
from  a  local  septic  infection  is  to  remove  its  cause ;  consequently,  the 
treatment  for  appendicitis  is  surgical,  and  this  should  be  the  point  of 
view  from  which  every  case  is  considered  from  the  first.  By  bearing 
this  in  mind  the  practitioner  may  save  his  patient  from  grave  danger, 
and  himself  from  a  most  responsible  position,  sometimes  aggravated 
by  the  prospect  of  serious  discredit.  Let  me  emphasise  as  strongly 
as  I  can  my  belief  in  the  advantage  of  early  operation  in  all  but  the 
most  trivial  cases. f  I  have  previously  mentioned  that  some  of  the 

*  And  in  bones. 

t  It  still  seems  necessary  to  preach  this  gospel. 

xMr.  G.  Grey -Turner,  Surgical  Registrar,  Royal  Infirmary,  Newcastle-on-Tyne, 
in  an  "  Essay  on  Appendicitis,"  which  was  written  in  July,  1903,  for  the  Durham 
University  College  of  Medicine,  Newcastle-on-Tyne,  and  which  secured  the 
"  Stephen  Scott  "  prize,  was,  so  far  as  I  know,  the  first  to  describe  this  distribution 
of  the  pus.  More  recently,  Mr.  Harold  L.  Barnard,  in  three  lectures  of  great  value 
"  On  Appendicitis  "  (in  the  Clinical  Journal  for  September,  1903),  described  the 
same  course  followed  by  pus. 
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most  dangerous  conditions  may  recover  when  left  alone,  and  that 
some  very  serious  cases  may  (under  the  circumstances  stated,  vide 
.S///»Y?)  have  a  better  chance  without  than  with  operation,  and  I 
intend  to  speak  presently  of  a  medical  plan  of  treating  cases  of 
appendicitis,  but  it  must  be  clearly  understood  that  in  the  passa^ •> 
referred  to  I  am  dealing  with  exceptions  to  the  general  rule,  which 
is,  as  I  have  stated  above,  that  in  all  but  trivial  cases  it  is  best  to 
operate,  and  to  operate  early. 

My  experience  as  an  operator  has  invariably  been  that  the 
amount  of  pathological  change  which  has  already  occurred  has  been 
in  excess  of  what,  from  the  condition  of  the  patient,  had  been  antici- 
pated, and  that  the  medical  man  in  charge  has  been  surprised  to  find 
that  his  patient  was  the  possessor  of  such  a  diseased  appendix. 

Patients  or  their  friends  often  wish  to  know  if  nothing  but  an 
operation  will  suffice  for  the  4  cure.'  There  can  be  but  one  answer 
to  the  question.  A  majority  will  recover  from  the  present  attack 
without  operation.  A  minority  will  as  certainly  die.  Of  the  recovered 
majority,  a  majority  will  get  well  in  the  course  of  a  week  or  two,  while 
a  minority  of  them  will  pass  through  an  anxious  and  tedious  illness 
to  convalescence.  Of  all  who  recover  without  operation,  a  large 
majority  will  suffer  from  recurrent  attacks  of  appendicitis.  In  the 
case  of  the  patient  who  undergoes  operation  and  recovers,  such 
attacks,  on  the  contrary,  can  recur  no  more. 

When  I  add  that  I  have  never  seen  even  an  acute  case  die  if  the 
appendix  was  removed  before  there  was  extensive  peritonitis,  who 
dares  to  blame  me  for  teaching  that  operation  cannot  be  done  too 
early,  if  the  diagnosis  is  assured  ?  The  responsibility  of  urging 
early  operation  is  a  light  one  ;  that  of  delay,  heavier  than  I  care 
to  accept.* 

Pain  in  nearly  all  cases  is  the  occasion  of  the  summons  of  the 
practitioner,  and  to  relieve  this  is  doubtless  his  duty.  It  should  not, 
however,  be  his  first  duty.  That  consists  in  making  an  honest  attempt 
at  a  diagnosis  of  its  cause,  and  in  answering  the  question  whether 
the  patient  is  dangerously  ill  or  not.  In  some  instances  the  pain  is  so 
agonizing,  and  the  general  condition  of  the  patient  such,  that  only 
a  very  serious  lesion  could  explain  the  symptoms.  A  few  days  of 
aching,  followed  by  a  serious  attack  of  pain,  means  perforation.  In 
this  case,  the  pain  should  be  relieved  by  a  hypodermic  injection  of 
morphia,  and  preparations  made  for  immediate  operation.  In  less 
serious  cases  a  similar  attempt  to  arrive  at  a  definite  diagnosis,  clinical 
and  pathological,  should  be  made  before  administering  morphia,  for 
the  effect  of  the  latter  is  little  short  of  miraculous  in  relieving  every 


This  is  as  true  now  as  it  was  when  delivered  twelve  years  ago. 
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symptom,  and  after  the  patient  has  been  brought  under  its  influence 
it  may  be  difficult  to  judge  of  his  condition.  If  the  first  dose  (J  gr. 
hypodermically  for  an  adult)  fails  to  relieve  the  pain,  or  if  the 
symptoms  become  progressively  worse — increasing  rapidity  of  pulse, 
thirst,  vomiting,  temperature,  tenderness  and  rigidity — operation 
should  at  once  be  resorted  to.  The  position  that  has  to  be  faced  is 
this  :  The  case  is  a  serious  one,  the  outlook  is  uncertain,  and  operation 
may  have  to  be  performed  later  under  unsatisfactory  conditions. 

Every  case  requires  careful,  hourly  watching,  for  even  those 
which  appear  to  be  most  favourable  may  quickly  develop  threatening 
symptoms.  In  cases  not  requiring  immediate  operation,  rest  in  its 
widest  acceptation  is  the  treatment.  The  patient  must  lie  in  bed 
and  make  no  effort,  resting  as  much  as  possible  in  one  position.  The 
acts  of  micturition  and  defaecation  are  to  be  provided  for  without 
getting  up,  and  with  as  little  disturbance  as  possible.  All  solid  food 
is  to  be  avoided,  and  only  minute  quantities  of  liquid  are  to  be  taken. 
Equal  parts  of  milk  and  barley  water,  or  hot  milk  and  soda  water  are 
the  best.  After  each  drink  the  mouth  should  be  cleansed  with  boracic 
acid  lotion,  and  three  times  a  day  it  should  be  wiped  out  by  the  nurse 
with  borax  and  glycerin.  A  large,  hot,  linseed-meal  poultice  should 
be  laid  over  the  abdomen  and  worn  for  an  hour,  and  this  replaced 
by  hot  cotton-wool  and  a  many-tailed  bandage.  Every  eight  hours 
this  poultice  may  be  repeated.  At  the  commencement  of  an  attack, 
purgatives  and  enemata  are  dangerous,  and  even  if  they  do  no  harm, 
are  of  little  service.  It  is  easy  where  perforation  is  threatening  to 
precipitate  this  event  by  the  administration  of  a  strong  purgative. 
At  the  end  of  twelve  or  eighteen  hours  the  effect  of  the  morphia  will 
have  passed  off,  and  the  pain  may  have  returned.  If  it  is  not  severe, 
and  if  all  the  conditions  are  favourable,  a  further  dose  of  opium  may 
be  given.  Such  a  prescription  as  pulv.  ipecac,  co.,  gr.  v.  ;  hydrarg.  c. 
creta,  gr.  i.  ;  repeated  every  four  hours,  is  a  suitable  one,  but  this 
should  not  be  continued  for  more  than  fifty  hours.  If  doubt  be  felt 
as  to  the  satisfactory  progress  of  the  case,  opium  should  be  withheld 
for  the  purpose  of  careful  watching.  On  the  other  hand,  it  is  possible 
that  the  patient  may  be  obviously  better,  the  pain  may  have  ceased, 
and  the  pulse  arid  temperature  may  have  become  more  nearly  normal. 
Even  if  this  is  the  case,  it  is  necessary  that  up  to  the  end  of  the  fourth 
day  most  rigid  care  and  abstinence  from  any  but  a  fluid  diet,  and 
entire  rest,  should  be  insisted  upon.  It  is  seldom  that  the  bowels  are 
moved  during  this  time,  and  a  certain  amount  of  abdominal  distention 
and  increased  peristaltic  movements  of  the  intestines  may  be  obsersred 
towards  the  end  of  it.  If  the  abdomen  is  soft,  and  free  from  special 
tenderness,  the  indication  is  to  get  the  bowels  moved.  In  the  first 
place,  a  soap  and  water  enema,  gently  used,  may  be  tried,  and  if  this 
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is  effectual  nothing  further  is  required.  If  not,  five  irr.-iins  of  calomel, 
followed  in  six  hours  by  small  and  repeated  doses  of  white  mixture, 
should  be  given  until  the  bowels  have  acted  properly. 

In  dealing  with  the  subject  of  operation,  I  shall  revert  to  'the 
classification  previously  mentioned.  As  I  have  related,  it  is  possible 
that  the  inflammation  may  undergo  resolution,  and  complete  recovery 
follow  the  attack.  This  is  probable  if  no  tenderness  and  no  discomfort 
and  no  nodule  persist,  and  in  these  cases  I  do  not  advise  operation. 
A  second  attack  generally  means  that  the  appendix  is  diseased,  and 
a  tender  nodule  with  local  discomfort  on  occasions  makes  this  certain. 
Associated  with  this  form  there  are  usually  peritoneal  adhesions. 
The  operation  of  choice  in  such  cases  is  an  interval  one,  when  the 
appendix  can  be  removed  through  a  small  incision,  and  with  a 
minimum  of  danger  to  life  or  infection  of  the  wound.  When  some 
doubt  is  felt  as  to  the  diagnosis,  or  on  the  propriety  of  operation,  I 
give  the  patient  directions  to  return  to  hospital  on  the  first  warning 
of  an  attack  ;  then  the  diagnosis  may  be  readily  confirmed  or  refuted, 
and  operation  undertaken,  if  not  under  the  most  favourable  circum- 
stances, at  any  rate  under  conditions  which  are  very  favourable. 

In  abscess  cases,  unless  very  exceptionally,  I  remove  the  appendix 
at  the  same  time  as  the  abscess  is  drained.  This  is  so  obvious  an 
advantage,  if  the  risk  is  not  increased,  that  it  requires  no  further 
argument  to  support  it. 

Recently,  two  patients,  on  whom  I  operated  for  abscesses,  have 
died,  one  from  diffuse  infection  of  the  abdominal  wall,  the  second 
with  symptoms  of  prolonged  shock,  and  probably  from  acute  sepsis. 
In  neither  was  there  any  evidence  of  peritoneal  infection  beyond  the 
localized  area  exposed  by  operation.  Previous  to  these  I  had  operated 
upon  110  consecutive  cases  of  abscess  in  connection  with  the 
vermiform  appendix  without  a  death.* 

Let  me  again  repeat  that  the  object  of  treatment  is  the  prevention 
of  peritonitis,  and  that  this  can  only  be  obtained  with  certainty,  in 
most  cases,  by  immediate  removal  of  the  appendix,  and  in  all  by  early 
operation.  It  is  only  by  making  such  a  rule  that  the  present  large 
death-roll  attributable  to  septic  peritonitis  can  be  cancelled,  or  that 
patients  can  be  saved  from  the  prolonged  and  serious  illness  conse- 
quent on  abscess.  Both  the  high  death-rate,  and  the  large  percentage 
of  cases  in  which  abscess  occurs,  still  occasion  serious  reflections  upon 
the  promptitude  and  courage  and  skill  of  our  prof ess  ion.  f 

The  tables  (an  abstract  of  which  is  appended),  prepared  for  me 
by  Mr.  G.  Grey  Turner  and  Mr.  Heslop,  supply  particulars  of  every 

*  These  figures  have  been  ignored  by  every  writer  on  the  subject. 
f  Twelve  years  later  this  is  still  true. 
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case  on  which  I  have  operated  during  the  period  of  two  years  included 
by  them.  It  is  difficult  to  classify  some  of  the  cases,  especially  to 
differentiate  between  the  less  acute  and  interval  cases,  for  several  of 
these,  sent  for  operation  because  of  frequent  relapses,  were  found  to 
have  active  mischief  in  progress  in  the  appendix.  All  cases  judged 
to  have  active  and  possibly  progressive  infection  of  the  appendix 
at  the  time  of  operation  have  been  included  under  acute  cases. 

A  similar  difficulty  arises  in  separating  some  acute  from  abscess 
cases.  Every  case  in  which  a  localized  collection  of  pus  was  found 
round  the  appendix  has  been  put  under  the  heading  of  abscess. 

Copy  of  a  letter  sent  to  patients  who  have  been  operated  upon  :— 

ROYAL  INFIRMARY,  NEWCASTLE-ON-TYNE. 
Series  A.  Folio  No. 

Dear  Sir  or  Madam, 

You  were  a  patient  in  this  hospital  in 
and  were  operated  on  for  appendicitis. 

Mr.  Morison  is  anxious  to  know  what  the  result  of  the  operation  has 
been,  and  would  be  glad  if  you  will  answer  the  following  questions  and 
return  this  letter  in  the  envelope  enclosed.  Should  you  feel  unable  to  reply 
to  the  questions  yourself,  please  hand  the  letter  to  your  doctor  and  ask  him 
to  be  kind  enough  to  do  so. 

Yours  faithfully, 

For  RUTHERFORD  MORISON. 

1 .  Have  you  had  any  of  your  former  attacks  ? 

2.  Have  you  had  any  abdominal  pain  at  all  ? 

3.  Describe  any  pain  you  may  have  had. 

4.  Is  your  general  health  better  than  before  ? 

5.  Are  you  able  to  follow  your  employment  ? 

6.  Does  the  scar  give  you  any  trouble  ? 

7.  State  any  other  facts  you  may  think  important. 

Many  of  them  have  been  examined  by  myself  or  assistants,  others 
have  not.  Under  one  heading  (Remarks)  the  present  condition  is 
the  result  of  an  examination  or  an  answer  to  these  questions. 

ABSTRACT  OF  TABLES. 

Cases  operated  upon  during  two  years  from  July,  1901,  to  July, 
1903,  in  the  Royal  Infirmary,  Newcastle-on-Tyne,  and  in  a  private 
hospital,  from  tables  prepared  by  Mr.  G.  Grey  Turner,  Surgical  Regis- 
trar :— 

General  Septic  Peritonitis  =  15. — Ten  cases  operated  on,  5  not 
operated  on.  Of  the  cases  immediately  operated  upon,  2  recovered, 
8  died.  (In  these  the  diagnosis  was  verified  by  post-mortem  examin- 
ation.) 

Of  5  cases  not  operated  upon,  but  left  for  localization  and  later 
operation,  4  recovered,  1  died. 
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ActUe  Cases  =  16. — All  recovered  (1  died  a  month  after  operation 
from  intestinal  obstruction).  The  earliest  case  was  of  six  hours' 
duration. 

Abscess  Cases  =  57. — All  recovered.  In  2  of  these  cases  the 
appendix  was  totally  gangrenous,  and  was  removed  as  a  slough. 

In  2  the  abscess  was  drained  by  the  rectum  or  vagina,  and  the 
appendix  was  not  looked  for. 

In  2  the  appendix  was  not  excised  on  account  of  bad  local  and 
general  conditions. 

In  51  of  the  57  cases  the  appendix  was  excised. 

Complicated  Cases  =  10. — In  this  class  are  included  excisions  of 
portions  of  the  intestine  for  tubercle,  and  cases  complicated  by 
diseases  of  the  ovaries,  tubes,  and  uterus,  necessitating  ovariotomy, 
salpingectomy,  and  hysterectomy.  All  of  these  cases  recovered, 
though  two  still  have  faecal  fistulas. 

Interval  Cases  —  40. — All  recovered.  In  all  the  appendix  was 
excised. 

Hernia  of  the  scar,  though  carefully  looked  for,  was  only  found 
and  reported  in  one  case. 


The  following  TABLES  OF  CASES  OF  APPENDICITIS  operated 
upon  by  Mr.  RUTHERFORD  MORISON,  in  the  Royal 
Infirmary  of  Newcastle-upon-Tyne,  and  in  a  Private 
Hospital,  during  the  two  years  from  July,  1901,  to 
July,  1903.  were  prepared  by  Mr.  G.  GREY  TURNER, 
Surgical  Registrar,  Royal  Infirmary,  Newcastle-upon- 
Tyne. 


A  34 


530 


RUTHERFORD     MORISON 


INTERVAL 


No. 

.Notes 

Name 

1 

Sex 

Age 

Last 
Attack 

Previous  Attacks 

Reference  to  Operation 

1 

P.H.,  Bk.  95,  p.  55 

G.  S. 

M. 

22 

6  weeks     .  . 

One 

Appendix  removed 

2 

P.H.,  Bk.  99,  p.  30 

R.  H. 

M. 

35 

5  weeks     .  . 

Frequently  recur- 
ring 

Appendix  removed 

3 

Bk.  102,  p.  108       .  . 

B.  P. 

M. 

29 

6  months  .  . 

Two 

Appendix  removed 

4 

Bk.  102,  p.  107   .  . 

J.  M. 

M. 

26 

3  weeks     .  .  j 

Six 

Appendix  removed 

5 

Bk.  103,  p.  18     .  . 

L.  S. 

F. 

32 

10  weeks  .  . 

Two 

Appendix  removed 

6 

P.H.,  Bk.  100,  p.  56 

E.  T. 

F. 

38 

3  months  .  . 

Two 

Appendix  removed 

7 

Bk.  104,  p.  63     .  . 

J.  L. 

M. 

17 

1  month    .  . 

Three 

Appendix  removed 

8 

P.H.,  Bk.  100,  p.  85 

E.M.P. 

F. 

29 

1  week      .  . 

Many 

Appendix  removed 

9 

Bk.  104,  p.  71 

H.  C. 

M. 

31 

3  weeks     .  . 

Two 

Appendix  removed 

10 

Bk.  104,  p.  30 

H.  W. 

M. 

26 

2  months  .  . 

Two 

Appendix  removed 

11 

P.H.,  Bk.  101,  p.  49     .  . 

E.  H. 

M. 

25 

3  months  .  . 

Many 

Appendix  removed 

12 

P.H.,  Bk.  101,  p.  64 

J.  S. 

M.' 

35 

10  days'     .  . 

Five 

Appendix  removed 

13 

Bk.  106,  p.  23 

W.  B. 

M. 

24 

1  month    .  . 

Two 

Appendix  removed 

14 

Bk.  106,  p.  36     .  . 

T.  G. 

M. 

33 

7  days 

Two 

Appendix  removed 

15 

Bk.  106,  p.  48 

E.W.Y. 

M. 

34 

3  months  .  . 

Three 

Appendix  removed 

16 

Bk.  107,  p.  16      .. 

L.  H. 

F. 

31 

1  month    .  . 

Two 

Appendix  removed 

17 

Bk.  107,  p.  25 

F.  D. 

M. 

33 

19  days     .  . 

One 

Appendix  removed 

18 

Bk.  106,  p.  25      .  . 

J.  B. 

M. 

22 

10  days     .  . 

Five 

Appendix  removed 

19 

P.H.,  Bk.  101,  p.  44     .  . 

H.  D. 

M. 

22 

4  weeks     .  . 

One 

Appendix  removed 

20 

P.H.,  Bk.  101,  p.  61 

W.M. 

M. 

27 

2  months  .  . 

Three 

Appendix  removed 

21 

22 

P.H.,  Bk.  101,  p.  68 
Bk    106    p    97 

W.  S. 
J    B 

M. 
M. 

21 
24 

5  months  .  . 

Several 

Appendix  removed 
Appendix  removed 

23 

Bk.  106,  p.  42 

J.  J. 

M. 

26 

6  months  .  . 

One 

Appendix  removed 

24 

Bk.  106,  p.  56     .  . 

J.  W. 

M. 

45 

— 

- 

Appendix  removed 

25 

P.H.,  Bk.  101,  p.  54 

J.  K. 

M. 

15 

8  days 

Six 

Appendix  removed 

26 

Bk.  106,  p.  46 

B.  R. 

M. 

36 

3  weeks     .  . 

Several 

Appendix  removed 

27 

Bk.  106,  p.  58 

T.  S. 

M. 

22 

7  days 

Two 

Appendix  removed 

28 

Bk.  106,  p.  35 

T.  F. 

M. 

16 

— 

Several 

Appendix  removed 

29 

Bk.  106,  p.  31     .  . 

A.  D. 

M. 

17 

3  weeks     .  . 

Two 

Appendix  removed 

30 

Bk.  106,  p.  33 

J.  S. 

M. 

34 

— 

Two 

Appendix  removed 

31 

Bk.  106,  p.   60    .  . 

T.  S. 

M. 

26 

3  weeks     .  . 

Three 

Appendix  removed 

32 

P.H.,  Bk.  102,  p.  60     .  . 

M.  B. 

F. 

15 

14  days     .  . 

Several 

Appendix  removed 

33 

P.H.,  Bk.  102,  p.  69     . 

E.  D. 

F. 

29 

12  days     .. 

Three 

Appendix  removed 

Wherever  the  word  "  Well "  occurs  alone  in  this  column  it  is  to  be  understood  that 
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CASES. 


Date  of 

Operation 

Complications               Result 

Remark? 

July,  1901 

None              ..          ..     R  

July,  1903.—  Well* 

July,  1901 

None             .  .         .  .    R.  .  . 

July,  1903.—  Well 

July,  1001 

Noue             .  .         .  .    R  

July,  1903.—  Well 

October,  1901    .  . 

None              .  .          .  .    R  

July,  1903.—  Well 

October,  1901 

Broncho-pneumonia      R.  .  . 

July,  1903.  —  Great  deal  of  pain  in  left  side  of  abdomen 

January,  1902 

None             .  .         .  .    R  

25/10/03.—  Well 

January,  1902    .. 

None              ..          ..    R  

July,  1903.—  Well 

April,  1902 

None             .  .         .  .    R  

July,  1903.—  Slight  pain  after  fatigue 

May,  1902 

None              .  .          .  .    R  

July,  1903.—  Well 

June,  1902 

None             ..         ..    R  

July,  1903.—  Well 

June,  1902 

None              .  .          .  .    R  

Operated  on  several  times  for  appendix  abscess  previously. 
Ventral  hernia  cured  at  last  operation.    September,  1903. 
—Well 

July,  1902 

None             ..         ..    R  

July,  1903.—  Well 

July,  1902 

None              ..          .  .    R  

July,  1903.—  Well 

July,  1902 

None             ..         .  .    R.  .. 

September,   1903.  —  Fat  and  strong  ;    scar  perfect  ;    some 
aching  pain 

July,  1902 

None             ..     .     ..!  R  

July,  1903.—  Well 

Augu=t,  1902      .  . 

None             .  .         .  .    R  July,  1903.—  Well 

August,  1902      .. 

None              .  .          .  .    R  

July,  1903.—  Well 

September,  1902 

None             .  .         .  .    R  

July,  1903.  —  Well  :    slight  trouble  from  scar 

October,  1902    .  . 

None              .  .          .  .    R  

July,  1903.—  Well 

October,  1902    .  . 

None              .  .          .  .    R  

July,  1903.—  Well 

October,  1902    .  . 

None             ..         ..    R  

July,  1903.  —  Attacks  of  pain  as  before 

October,  1902 

None              .  .          ..    R  

Incomplete  notes.    July,  1903.  —  Well 

October,  1902    .. 

None              ..          ..    R  July,  1903.—  Well 

October,  1902 

None              ..          ..    R  

Radical  cure  for  hernia  same  time.    July  ,"1903.  —  Well 

November,  1902 

None             ..         ..    R  

September,  1903  —Well 

November,  1902 

None             .  .         .  .    R  

July,  1903.  —  Deep-seated  aching  in  scar 

[November,  1902 

None              .  .          .  .    R  

July,  1903.—  Well 

1  November,  1902 

None              .  .          .  .    11.   .  . 

July,  1903.  —  Deep  aching  in  scar 

December,  1902 

None             .  .         ...    R  

July,  1903.—  Well 

December,  1902 

None              .  .          .  .!  R  

July,  1903.—  Well 

J3ecember,  1902 

None              .  .          .  .    R  

July,  1903.—  Well  ; 

j-ebruary,  1903 

None              ..          ..    R  

|  [larch,  1903 

None             ..         ..    R  ' 

rs  to  the  questions  in  the  letter  reproduced  on  page  528  were  satisfactory 
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INTERVAL 


No. 

Notes 

Name 

Sex 

Age 

Last 
Attack 

Previous  Attacks 

Reference  to  Operation 

34 

Bk.  108,  p.  45 

W.  C. 

M. 

39 

2  weeks     .  . 

Several 

Appendix  removed 

35 

Bk.  108,  p.  65 

T.  P. 

M. 

33 

2  weeks     .  . 

Two 

Appendix  removed 

36 

Bk.  108,  p.  50 

T.  W. 

M. 

25 

1  day 

One 

Appendix  removed 

37 

Bk.  108,  p.  53 

J.  J. 

M. 

55 

6  weeks     .  . 

None 

Appendix  removed  —  drainage  .  . 

38 

Bk.  108    p.  55     .  . 

J.H.S. 

M 

*>§ 

6  weeks 

None 

Appendix  removed 

39 

Bk.  108,  p.  67 

H.  P. 

M. 

33 

6  weeks     .  . 

None 

Appendix  removed 

40 

Bk.  109,  p.  16 

E.  A. 

F. 

19 

1  month    .  . 

Three 

Appendix  removed 

1 

Bk.  102,  p.  110   .  . 

F.  R. 

M. 

12 

6  weeks     .  . 

Four 

ABSCESS 

Appendix  removed  —  drainage    .  . 

2 
3 

Bk.  102,  p.  134   .  . 
P.H.,  Bk.  99,  p.  24 

J.  B. 
E.  W. 

M. 
P 

26 
33 

6  days 
16  days     .  . 

One            .. 

None          .  , 

Appendix    totally  gangrenous  — 
stump  not  found 

Appendix  removed  —  no  drain  .  . 

4 

P.H.,  Bk.  99,  p.  38 

J.  AV. 

M. 

49 

7  days 

One 

Appendix  removed  —  drainage  .  . 

5 

Bk.  102,  p.  141   .  . 

G.  H. 

M. 

25 

5  days 

One 

Appendix  removed  —  drainage  .  . 

6 

Bk.  102,  p.  135   .  ^ 

R.  D. 

M. 

41 

1  month    .  . 

One 

Appendix  removed  —  no  drain  .  . 

7 

P.H.,  Bk.    96,  p.  29 

F.  B. 

M. 

26 

2  weeks     .  . 

Several  slight 

Appendix   totally   gangrenous  —  • 
removed  —  stump  not  seen    .  . 

8 
9 

Bk.  102,  p.  127 
Bk.  103,  p.  24 

J.  Q. 
L.  B. 

M. 

F. 

17 
17 

5  days 
8  days 

None 
None 

Appendix  removed  —  drainage  .  .  1 
Appendix  removed  —  drainage  .  - 

10 

Bk.  102,  p.  138   .  . 

P.  C. 

M. 

24 

5  days 

None 

Appendix  removed  —  drainage  .  . 

11 

P.H.,  Bk  96,  p.  51       .  . 

W.K.H. 

M. 

34 

2  weeks     .  . 

One 

Appendix  removed  —  drainage  .  . 

12 

P.H.,  Bk.  99,  p.  83 

E.  M. 

F. 

24 

2  days 

One 

Appendix  removed  —  drainage  .  . 

13 

Bk.  102,  p.  113 

W.  R. 

M. 

41 

7  weeks     .  . 

None 

Appendix  removed  —  drainage  .  . 

14 

Bk.  102,  p.  131   .  . 

J.  F. 

M. 

24 

3  days       .  . 

None 

Appendix  removed  —  drainage  .  - 

15 

Bk.  104,  p.  28 

E.  N. 

M. 

24 

2  weeks     .  . 

Two 

Appendix  removed  —  drainage  .  . 

16 

Bk.  105,  p.  19     .. 

M.  C. 

F. 

56 

10  days     .  . 

Many 

Appendix  removed  —  drainage  .  . 

17 

Bk.  104,  p.  43 

J.  F. 

M. 

42 

3  weeks     .  . 

— 

Appendix  removed  —  drainage  .  . 

18 

Bk.  104,  p.  48 

G.  W. 

M. 

20 

13  days     .  . 

None 

Appendix  removed 

ID 

Bk.  104,  p.  70 

J.  B. 

M. 

38 

8  days       .  . 

Three 

Appendix  removed  —  drainage  .  . 

-20 

Bk.  105,  p.  8A 

M.  L. 

F. 

23 

1  month    .  . 

One 

Appendix  removed  —  drainage  .  . 

21 

22 

P.H.,  Bk.  100,  p.  71 
Bk.  105,  p.  17     .  . 

I.  A. 
M.  C  . 

F. 
F. 

27 
66 

2  days 
2  months  .  . 

One 
Two 

Appendix  removed  —  drainage  .  . 

Abscess  drained  —  Appendix  not 
removed           .  .         .  .         •  «-~. 

28 

P.H.,  Bk.  100,  p.  88     .  . 

A.  P, 

M. 

23 

5  days 

Five 

Appendix  removed  —  drainage  .  . 
—  —  —  'Yi 
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Mar.-!i,  1903 

MTone 

R  

July,  1903.—  Well 

M-m-li,  1903 

None 

R  

July,  1903.—  Well 

Ma\.  1003           .  .    None 

R  

JF.iy.  1003           ..:  None 

R  

.lii!:'-.   1003          .  .    None 

R  

July,  1903.—  Still  attacks  of  pain  like  intestinal  obstruction 

June,  1903         .  .    None 

R  

June,  1303 

None 

R  

CASES. 

July,  1901 

None 

R  

September,  1903.  —  Well  ;  health  excellent  ;   no  scar  trouble 

July,  1001          ..    None 

R  

September,  1903.  —  Patient  cannot  be  found 

July,  1901 

None 

R  

September,  1903.  —  No  report 

July,  1901 

None 

R  

July,  1903.—  Well 

August,  1901      .  .    Broncho-pneumonia 

R  

July,  1903.  —  Cannot  be  found 

September,  1901      None 

R  

July,  1903.  —  Well  ;    no  trouble  with  scar 

September,  1901      Discharging  sinus    .  . 

R  

February,  1902.—  Well 

October,  1901    .  . 

Broncho-pneumonia 

R  

July,  1903.  —  Well  ;    scar  sound 

November,  1901 

None 

R  

July,  1903.  —  Well  ;    scar  gives  no  trouble. 

November,  1901 

None 

R  

September,  1903.  —  Well 

November,  1901 

None 

R  

July,  1903.—  Well 

December,  1901 

None 

R  

July,  1903.  —  No  note 

December,  1901 

None 

R  

July,  1903.—  Well 

December,  1901 
January,  1902    .  . 
January,  1902    .  . 
February,  1902 

None 
None 
None 

R  
R  

R      . 

July,  1903.—  No  report 
July,  1903.  —  Slight  pain  at  times,  otherwise  quite  well 
July,  1903.—  Perfect 
July,  1903.  —  Often  has  bad  '  stomach-ache  ' 

None 

R  

February,  1902        Faecal  fistula 

R  

Left  hospital  ;    faecal   fistula,    which   was   improving  ;    no 
further  note 

February,  1902        None             ..         .  .    R  

July,  1903.—  Well 

February,  1902        None             ..         .  .j  R.  ..         .. 

July,  1903.—  Well 

March,  1902       .  .    Pneumonia   .  .         .  .    R    .  . 

July,  1903.—  Well 

April,  1902         .  .    None              .  .          .  .    R    .  . 

Left  hospital  with  a  sinus  unhealed  ;   no  further  note 

May,  1902           ..    None 

R  

July,  1903.—  Well 
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ABSCESS 


No. 

Notes 

Name 

Sex 

Age 

Duration 

Previous  Attacks 

Beference  to  Operation 

24 

P.H.,  Bk.  100,  p.  92     .  . 

A.  T. 

M. 

25 

8  days 

Two 

Appendix  removed  —  drainage  .  . 

25 

Bk.  104,  p.  34 

F.  D. 

M. 

12 

1  week      .  . 

Two 

Appendix  removed  —  drainage  .  . 

26 

Bk.  105,  p.  10A  .  . 

M.J.B. 

F. 

41 

11  days     .  . 

None 

Appendix  removed  —  drainage  .  . 

27 

Bk.  107,  p.  17 

J.  H. 

F. 

24 

11  days     .. 

None 

Appendix  removed  —  drainage  .  . 

28 

Bk.  107,  p.  30     .  . 

E.  D. 

F. 

35 

11  days     .. 

Six 

Appendix  removed  —  drainage  .  . 

29 

P.H.,  Bk.  101,  p.  58     .  . 

C.H.L. 

M. 

40 

1  month  '  .  . 

One 

Appendix  removed  —  no  drain  .  . 

30 

P.H.,  Bk.  101,  p.  80 

C.  A. 

F. 

24 

9  days 

Two 

Appendix  removed  —  drainage  .  . 

31 

Bk.  106,  p.  63 

J.  B. 

M. 

28 

6  days 

None 

Appendix  removed  —  drainage  .  . 

32 

Bk.  106,  p.  71 

W.  F. 

M. 

10 

— 

— 

Appendix  removed  —  drainage  .  . 

33 

Bk.  106,  p.  75 

T.  A. 

M. 

13 

3  weeks     .. 

Several 

Abscess  opened  per  rectum 

34 

Bk.  106,  p.  80 

P.  K. 

M. 

34 

2  weeks     .  . 

None 

Appendix  removed  —  drainage  .  . 

35 

Bk.  107,  p.  20 

M.  J. 

F. 

— 

— 

—       .. 

Appendix  removed  —  drainage  .  . 

36 

Bk.  107,  p.  27 

I.  B. 

F. 

20 

7  days 

One 

Appendix  removed  —  drainage  .  . 

37 

Bk.  106,  p.  79 

S.  M. 

M. 

16 

— 

Abscess  drained  per  rectum     .  . 

38 
39 

Bk.  107,  p.  24A  .  . 
Bk.  106    p.  20     .  . 

M.  P. 
J.  P. 

F. 
M 

14 
19 

1  month    .  . 

None 

Appendix  removed  —  drainage  .  . 
Appendix  removed  —  no  drain  .  . 

40 

P.H.,  Bk.  102,  p.  99     .. 

K.  C. 

M. 

29 

3  weeks     .  . 

None 

Appendix  removed  —  drainage  .  . 

41 

Bk.  108,  p.  102   .  . 

R.  S. 

M. 

12 

1  month   .  . 

None 

Appendix  removed  —  -drainage  .  . 

42 

Bk.  108,  p.  106  .  . 

A.  M. 

M. 

17 

5  daya 

None 

Appendix  removed  —  drainage  .  . 

43 

Bk.  108,  p.  108   .  . 

J.  B. 

M. 

34 

— 

— 

Appendix  removed  —  drainage  .  . 

44 

Bk.  108,  p.  110   .  . 

J.H.B. 

M. 

20 

3  days 

One 

Appendix  removed  —  drainage  .  . 

45 

Bk.  108,  p.  71 

H.  K. 

M. 

30 

5  weeks     .  . 

Three 

Appendix  removed  —  drainage  .  . 

46 

Bk.  108,  p.  104  .  . 

W.S.P. 

M. 

9 

10  days     .  . 

One 

Appendix  removed  —  drainage  .. 

47 

Bk.  109,  p.  33 

E.  A. 

F. 

20 

7  days       .  . 

None 

Appendix  removed  —  drainage  .  . 

48 

Bk.  108,  p.  42 

B.  C. 

M. 

36 

Few  days 

Four 

Appendix  removed  —  no  drainage 

49 

Bk.  108,  p.  93 

G.  0. 

M. 

28 

5  days 

Several 

Appendix  removed  —  drainage  .  . 

50 

Bk.  108,  p.  100  .  . 

A.  B. 

M. 

21 

3  days 

One 

Appendix  removed  —  drainage  .  . 

51 
52 

Bk.  108,  p.  74 
Bk.  108,  p.  76 

J.  G. 
B.  W. 

M. 
M. 

23 

25 

3  days 
5  days 

None 

Appendix  removed  —  drainage  .  . 
Appendix  removed  —  drainage  .  . 

53 

Bk.  108,  p.  79 

E.  G. 

M. 

26 

8  days 

None 

Abscess    drained—  appendix   not 
removed 

54 

Bk.  110     

E.  L. 

M. 

23 

4  days 

None 

Appendix  removed  —  drainage  .  . 

55 

Bk.  110     

A.  C. 

M. 

16 

7  days 

None 

Appendix  removed  —drainage  .  . 

56 

Bk.  110     

J.T.D. 

M. 

12 

11  days     .. 

None 

Appendix  removed—  drainage  .  . 

57 

Bk.  110     

J.  G. 

M. 

26 

7  days       .  . 

One 

Appendix  removed  —  drainage  .  . 
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Date  of 

Operation 

Complications 

Result 

Remarks 

May,  190:! 

None 

R  

July,  1903.—  Well 

June,  1902 

None 

R  

August,  1903.  —  Well  ;  scar  sound  ;  developed  right  inguinal 
hernia 

Juno,  1902 

None 

R  

October,  1903.  —  Well  ;  scar  sound 

June,  1902 

None 

R  

July,  1903.  —  Cannot  be  found 

June,  1902 

Acute  intestinal  ob- 
struction —  second- 
ary laparotomy 

R  

May,  1903.  —  Well;    scar  sound 

July,  1902 

None 

R  

July,  1903.—  Well 

July,  1902 
July,  1902 
August,  1902 
August,  1902      .  . 
October,  1902    .  . 
October,  1902    .  . 

None             .. 
None             .  . 

R  

R.  .. 

July,  1903.—  Well 
July,  1903.—  No  note 
Incomplete  notes.    July,  1903.  —  Well 
July,  1903.—  Well  ;   no  further  attacks 
July,  1903.—  No  note 
Incomplete  notes.    July,  1903.  —  Well 

None 
None 

R  

R    .. 

None 

R  

None 

R  

October,  1902    .. 

None 

R  

Died  8  months  after  operation  ;    wound  unhealed  ; 
culous 

tuber- 

November,  1902 

None 

R  

Incomplete  notes.    May,  1903.  —  Has  had  an  attack 
July,  1903.  —  Well  ;   no  further  attacks  J 

of  pain 

November,  1902 

None 

R  

Incomplete  notes.    July,  1903.  —  No  note 

December,  1902 
December,  1902 
December,  1902 

None 
None 

R  

R 

July,  1903.—  Well 
July,  1903.—  No  note 
July,  1903.—  Well 

None       .       .. 

R  

December,  1902 

None 

R  

July,  1903.—  Well 

December,  1902 

None 

R  

July,  1903.—  Well 

December,  1902 
February,  1903 
February,  1903 

None 
None 

R    .. 
R  

July,  1903.  —  None  of  old  attacks  ;  scar  tender  when  stretched 
July,  1903.—  Well 

None 

R  

July,  1903.—  Well 

February,  1903 

None 

R  July,  1903.—  Well 

March,  1903 

None 

R  

July,  1903.  —  Hernia  of  scar 

March,  1903 

None 

R  

July,  1903.—  Complains  of  weakness  in  right  side 

May,  1903 
June,  1903 
June,  1903 

None 

R  

July,  1903.—  Well 
July,  1903.—  Well 

None 

R    .. 

July,  1903.—  Well 

June,  1903 

None 

R  

July,  1903 

None 

R  

July,  1903 

None 

R  

July,  1903 

None 

R  

July,  1903 

None 

R  
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ACUTE 


No. 

Notes 

Name 

Sex 

Age 

Duration 

Previous  Attacks 

Eeference  to  Operation 

1 

P.H.,  Bk.  99,  p.  83       .  . 

E.  M. 

F. 

24 

2  days 

One 

Appendix  removed  —  no  drain  .  . 

2 

Bk.  103,  p.  20 

S.  E. 

P. 

30 

1  week      .  . 

Two 

Appendix  removed  —  no  drain  .  . 

3 

Bk.  106,  p.  91      .  . 

J.  G.B. 

M. 

14 

25  hours    .  . 

None 

Appendix  removed—  drainage  .  . 

4 

P.H.,  Bk.  101,  p.  36    ... 

M.J.T. 

F. 

16 

1  month    .  . 

Four 

Appendix  removed  —  no  drain  .  . 

5 

P.H.,  Bk.  101,  p.  42     .  . 

A.B.F. 

P. 

24 

2  days 

Three 

Appendix  removed  —  no  drainage 

6 

P.H.,  Bk.  102,  p.  64 

E.W.D 

M. 

24 

24  hours    .  . 

Many 

Appendix  removed  —  no  drain  .  . 

7 
8 

Bk.  108,  p.  69 
Bk.  108,  p.  83 

D.  M. 
B.  G. 

M. 
M. 

18 
26 

3  days 

Many 
None 

Appendix  removed  —  no  drain  .  . 
Appendix  removed  —  drainage  .  . 

9 

Bk.  109,  p.  41 

F.  T. 

F. 

21 

1  month    .  . 

None 

Appendix  removed  —  no  drain  .  . 

10 

Bk.  109,  p.  21 

K.  E. 

F. 

25 

6  hours     .  . 

Many 

Appendix  removed  —  no  drain  .  . 

11 

Bk.  108,  p.  48 

W.  0. 

M. 

17 

2  weeks     .  . 

Two 

Appendix  removed  —  no  drain  .  . 

12 

Bk.  109,  p.  45 

A.  E. 

F. 

19 

2  days 

Frequent 

Appendix  removed  —  no  drain  .  . 

13 

P.H.,  Bk.  102,  p.  73 

A.  P. 

F. 

22 

7  days 

One 

Appendix  removed  —  no  drain  .  . 

14 

Bk.  108,  p.  95 

G.H.C.  I  M. 

31 

4  days 

One 

Appendix  removed  —  no  drain  .  . 

15 

16 

Bk.  108,  p.  91 
Bk.  110     

T.  H. 
J.  M. 

M. 
M. 

40 
44 

24  hours   .  .    One 
11  days     .  .  '  Two 

Appendix  removed  —  no  drain  .  . 
Appendix  removed  —  drainage  .  . 
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CASES. 


Date  of 
Operation 

Complications 

Kesult                                                    Remarks 
i 

July,  1901 

None 

B  

July,  1903.—  Well 

July,  1901           ..    None 

B  

Appendix  full  of  pus.    July,  1903.  —  No  notes 

December,  19o-j 

Acute  intestinal  ob- 
struction ;    second- 
ary  laparotomy  ; 
faecal  fistula  made  ; 
subsequently       re- 
section of  gut  four 
weeks  after  opera- 
tion 

Appendix  full  of  muco-pus.     Death  —  two   days  after  last 
operation.     Post-mortem  showed  signs  of  recent  spreading 
peritonitis 

November,  1902 
November,  1902 
January,  1903    .  . 

None 
None 
None 

B  
B  
B  

October,  1903.  —  Quite  well 
July,  1903.—  Quite  well 

Signs  of  acute  inflammation  of  peritoneum.    July,  1903.  — 
Very  well 

January,  1903    .  . 

None 

B  

Appendix  full  of  pus.    July,  1903.  —  Very  well 

February,  1903        None 

B  

Appendix  acutely  inflamed  —  mesenteric  vessels  thrombosed 

February,  1903 
March,  1903 

None 

"\"OI16                                    * 

B  

B    .. 

Appendix  acutely  inflamed  —  full  of  pus.     July,  1903.  —  Very 
well 

Mucous    membrane    gangrenous.    November,    1903.  —  Quite 
well 

March,  1903       .  .    None 

B  

Appendix  full  of  turbid  fluid.    July,  1903.—  Very  well 

May,  1903           .  .    None 

B  

June,  1903 

None 

B.  .  .          .  .    Becent  inflammation 

June,  1903 

None 

B  

Mucous  membrane  acutely  inflamed 

December,  1902 

None 

B  

Some  acute  localized  peritonitis.    July,  1903.  —  No  news 

July,  1903 

None 

B  
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COMPLICATED 

No. 

Notes                  Name    Sex 

Age 

Attack        Previous  Attacks                 Beference  to  Operation 

1      Bk.  103,  p.  28 

M.  T. 

F. 

22     8  weeks     .  .    Three 

Bemoval    of    appendix  —  resection    of 

caecum  and  portion  of  ileum 

2      Bk.  105 

M.J.S. 

F. 

24 

—                        — 

Removal    of    appendix  —  supra  vaginal 
hysterectomy  for  haematosalpinx  and 

cystic  ovaries 

3 

Bk.  105,  p.  26 

E.M.C. 

F. 

32     2  weeks     .  .    Frequent 

Bemoval    of    appendix  —  resection    of 

caocum  and  portion  of  ileum  —  lateral 

anastomosis 

4 

Bk.  106,  p.  5'0 

E.  Y. 

M. 

35                            Several 

Bemoval  of  appendix  —  ileocolostomy  .  . 

5 

P.H.,  Bk.  101,  p.  32 

H.  T. 

F. 

— 

7  weeks     .  .    Two 

Appendix  removed  —  abscess  drained  .  .    j 

6 

Bk.  108,  p.  116       .  .    W.  S. 

M. 

31 

2  weeks     .  .    Five 

Resection    of    caecum  —  appendix    and 

lower     end     of     ileum  —  end-to-end 

anastomosis 

7 

Bk.  109,  p.  31 

H.J.B. 

F. 

21 

3  weeks     .  .    One 

Removal  of  appendix  —  drainage 

8      Bk.  109 

A.  A. 

F. 

24 



Removal  of  appendix  —  vaginal  hyster- 

ectomy —  drainage  of  old  sinus 

9      Bk.  109 

M.  S. 

F. 

27 

3  weeks     .  .    One 

Removal  of  appendix,  with  double  pyo- 

salpinx  and  a  suppurating  ovarian 

cyst 

10      Bk.  109 

J.  G.      F. 

36 

12  months                  — 

Removal     of     appendix,     with     huge 

1 

ovarian  cyst 
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CASES. 


Date  of 
Operation 

Complications             Result 

Remarks 

July,  1901 

None             ..         .  .    R  

January,  1902    .  . 

None 

R  

May,  1902 

None 

R  

June,  1902 

None              .  .          .  .(  R.  .  . 

June,  1902 

Faecal  fistula 

Tuberculous.     December,  1900.  —  Lateral  anastomosis  ;   ileo- 
colostomy.    June,  1902.  —  Resection  of  caecum  and  ileum. 
November,  1903.  —  Very  well. 

January,  1903 

None             .  .         .  .    R.  .  . 

Tuberculous 

February,  1903 

Faacal  fistula            .  .    R  

Tuberculous 

March,  1903 

Sinus  unhealed 

— 

November,  1903.  —  Dying  of  lardaceous  disease 

May,  1903 

None 

R  

June,  1903 

None 

R  
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GENERAL    SEPTIC    PERITONITIS 


Initials 

Age 

Sex 

Notes 

Duration 

Previous 

Attacks 

Operation 

W.  M. 

15 

M. 

Inf.  106 

7  days 

Several 

Opening  of  pelvic  abscess 

H.  T. 

20 

M. 

Inf.  106 

36  hours 

One 

Laparatomy.     Drains    in    both    flanks 
and  in  pelvis 

J.  T. 

15 

M 

P.  Hosp.  100 

4  days 

None 

Bemoval  of  appendix  —  drainage  of  right 
and  left  iliac  fossae 

A.  S. 

32 

P. 

P.  Hosp.  100 

— 

— 

Bemoval  of  appendix  and  drainage  .  . 

J.  B. 
G.  B. 

23 

18 

M. 

M. 

Inf.  104 
Inf.  104 

2  days 
6  days 

Two 
None 

Bemoval  of  appendix  and  drainage  .  . 

Bemoval  of  appendix  —  drainage  of  both 
iliac  fossae,  and  liver  pouch 

J.  B. 

25 

M. 

Inf.  104 

3  days 

One  or  two    .  . 

Bemoval  of  appendix  with  drainage  of 
right  iliac  fossa 

W.  L. 

32 

M. 

Inf.  104 

1  day 

One 

Bemoval  of  appendix  and  drainage  of 
right  iliac  fossa 

A.  D. 

30 

M. 

Inf.  104 

1  week 

Four 

Bemoval  of  appendix  without  drainage 

B.  W. 

15 

M. 

Inf.  104 

11  days 

— 

Bemoval  of  appendix  —  drainage  of  right 
iliac  fossa  and  pelvis 

GENERAL    SEPTIC    PERITONITIS 


1 

A.  W. 

18 

M. 

Inf.  106 

5  days 

One 

None      

2 

G.  D. 

28 

M. 

Inf.  106 

2  days 

One 

None      .1 

3 

M.  S. 

g 

F. 

Inf.  109 

2  davs 

Noil6           •  • 

None        M 

4 

M.  J. 

19 

P. 

Inf.  107 

4  days 

None 

None     

5 

B.  C. 

30 

M. 

Itif.  106 

1  week 

None 

None      

1 

SURGICAL     CONTRIBUTIONS— ABDOMINAL 


541 


—OPERATION. 


Complications 


l!osult> 


Eemarks 


Empyema  on  right  side  opened  on 
seventh  day  ;  about  two  quarts 
of  pus  removed 


Faacal  fistula  which  was  closed  sub- 
sequently by  operation 


Necropsy  showed  a  diffuse  septic  peritonitis.    Great  deal  of  pus 

Necropsy  showed  general  peritonitis  improving.    Great  distention 
of  intestines.     Double  lobular  pneumonia 

Died  on  third  day.    For  two  days  improved,  and  seemed  to  be 
recovering.    Necropsy  showed  diffuse  septic  peritonitis 

Day  of  operation.    Necropsy  showed  diffuse  septic  peritonitis 
Intestines  were  not  distended 

On  eighth  day. — Necropsy  showed  general  septic  peritonitis,  with 
large  collection  of  pus  around  liver  and  spleen 


On  third  day. — No  necropsy.  At  operation  intestines  were  found 
distended  and  bathed  in  purulent  fluid — free  in  peritoneum 

One  year  before  patient  was  laid  up  for  two  months  with  ;m 
abdominal  illness.  On  present  occasion  the  abscess  opened 
appeared  to  be  residual.  Necropsy  showed  general  septic 
peritonitis 

On  fifth  day. — Necropsy  showed  general  septic  peritonitis  from 
leaking  of  a  residual  abscess  in  liver  pouch 


—NO   OPERATION. 


Pneumonia 


Pelvic  abscess 


On  admission  patient  was  very  ill,  with  a  tender,  distended 
abdomen,  with  free  fluid.  After  seven  days  he  was  well  enough 
to  go  home.  Six  weeks  later  he  returned  with  an  acute  attack. 
The  appendix  was  removed,  and  he  made  a  good  recovery 

Admitted  very  ill.  Abdomen  uniformly  distended  and  rigid. 
Signs  of  free  fluid.  Left  hospital  in  seven  days  very  much 
better.  Returned  five  months  later  with  an  appendix  abscess. 
He  had  two  attacks  during  the  interval.  Appendix  removed. 
He  made  a  good  recovery 

Died  in  two  days.  Necropsy  showed  diffuse  septic  peritonitis 
from  perforated  appendix.  Double  lobular  pneumonia 

Admitted  very  ill.  Abdomen  distended,  tender  and  rigid  all 
over.  Dull  in  both  flanks.  Gradually  recovered,  and  two 
weeks  later  the  appendix  was  removed  for  abscess.  Con- 
valescence was  retarded  by  an  attack  of  pneumonia,  but  she 
eventually  did  well 

Very  ill.  General  distention  of  and  free  fluid  in  abdomen.  Fades 
Hippocratica.  Left  alone  for  eleven  days.  Resolution  to 
abscess  in  risht  iliac  fossa.  Appendix  removed.  Recovered 
after  pelvic  abscess  was  drained  per  rectum. 
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ABDOMINAL  AND  PELVIC  SURGERY. 

(Edinburgh  Medical  Journal,  January,  1904.) 

The  term  '  abdominal  surgery  '  is,  by  many,  limited  to  opera- 
tions which  open  the  peritoneum  through  the  anterior  abdominal 
wall ;  and  the  term  4  pelvic  surgery  '  to  those  operations  peculiar  to 
women.  I  intend  to  make  no  such  limited  application,  but  to  include 
all  the  abdominal  and  pelvic  contents  in  males  and  females,  and  the 
walls  of  these  cavities,  in  my  remarks. 

I  also  intend  to  give  the  statistics  of  my  hospital  practice  in  1903. 
These  will  include  every  case  operated  upon  by  myself  during  nine 
months  of  work,  both  in  the  Royal  Infirmary  and  in  a  private  hospital 
here  ;  and  the  notes  will  be  limited,  as  far  as  possible,  to  experiences 
based  upon  these  cases.  No  one  who  has  looked  over  hospital  reports 
can  fail  to  be  struck  with  this  fact,  namely,  that  the  results  of  opera- 
tions, as  set  forth  in  them,  offer  a  very  different  showing  to  the  statistics 
of  series  of  the  most  difficult  and  dangerous  operations,  performed 
with  an  insignificant  mortality,  which  are  published  in  current  medical 
literature.  It  is  apt  to  be  forgotten  that  these  remarkable  results 
have  been  published  because  they  are  exceptionally  good.  They  have 
their  uses  ;  they  show  what  can  be  done  by  skilful  operators,  who 
make  a  careful  selection  of  cases,  and  they  serve  as  a  stimulus  to 
improved  results.  It  is,  however,  misleading  and  dangerous  to  judge 
of  general  results  by  these  special  examples,  and  to  bury  the  former  in 
oblivion,  as  is  apt  to  be  done,  while  the  latter  occupy  a  foremost 
position. 

Medical  men  not  practising  surgery,  and  their  patients,  may  be 
misled  by  statistics  of  an  exceptional  kind.  They  may  have  to  learn 
that  operations  cannot  be  undertaken  with  impunity  ;  that  recovery 
is  not  always  4  uneventful  '  ;  and  that  the  unlikely  sometimes 
happens  in  surgery  as  in  other  affairs  of  life.  It  is  better  that  such 
facts  should  not  be  brought  to  the  knowledge  of  the  profession,  and  of 
the  public,  by  bitter  personal  experience,  for  this  is  likely  to  produce 
a  bad  impression  of  surgeons  and  their  work.  We  require  rather  to 
indicate  probabilities  than  possibilities. 

Chiefly  for  this  reason,  I  think  it  may  be  useful  to  offer  the  results 
of  the  whole  of  my  work  for  the  period  mentioned,  with  a  complete 


SURGICAL     CONTRIBUTIONS— ABDOMINAL  543 

record,  not  only  of  its  successes,  but  also  of  its  failures  and  its  disap- 
pointments, which  often  teach  much. 

The  major  part  of  the  work  has  been  done  in  the  Royal  Infirmary, 
a  busy  general  hospital,  and  in  a  building  more  than  a  century  old, 
and  without  a  single  feature  which  would  commend  it  to  the  modern 
operating  surgeon.  Indeed,  the  surgical  arrangements  in  the  operat- 
ing theatre,  and  in  the  wards,  are  inferior  to  those  of  the  old  Royal 
Infirmary  of  Edinburgh,  as  it  was  when  I  held  the  post  of  a  house 
surgeon  in  1875.  It  is  a  matter  of  equal  interest  and  importance  to 
know  how  far  surgical  results  are  influenced  by  the  elaborate  and 
often  costly  arrangements  of  modern  hospitals  ;  and  this  is  an  addi- 
tional reason  for  my  record  of  the  year's  work.  If  this  question  is 
not  fully  answered  sooner,  it  can  be  so  here  when  the  New  Infirmary, 
at  present  in  course  of  erection,  has  been  completed. 

The  relative  paucity  of  emergency  cases  is  explained  by  the  fact 
that  most  of  those  admitted  to  my  department  at  the  Infirmary  are 
operated  upon  by  my  assistants.  The  large  proportion  of  operations 
for  diseases  of  women  is  due  to  the  fact  that  all  surgical  cases  come 
under  the  care  of  the  surgeons,  and  into  the  surgical  wards. 

DIAGNOSIS. — A  careful  study  of  the  history,  a  careful  consideration 
of  the  symptoms,  and  a  skilful  interpretation  of  the  physical  signs,  will 
lead,  in  the  great  majority  of  cases,  to  a  correct  diagnosis.  The  diffi- 
culties and  uncertainties  of  diagnosis  have  been  overrated,  and  this 
to  such  an  extent  as  to  discourage  the  practitioner  in  his  efforts  to 
arrive  at  a  definite  opinion  before  proceeding  to  operation. 

There  are  certain  lines  of  inquiry  to  be  followed  in  every  case. 
The  general  appearance  of  the  patient  should  be  the  first  consideration, 
for  it  may  teach  a  most  useful  lesson.  It  is  impossible  to  describe  the 
gait  and  bearing  of  diseased  persons  ;  these  must  be  learned  by 
repeated  and  patient  observation.  The  most  important  lesson,  how- 
ever, is  soon  and  easily  learned  ;  it  is  to  answer  the  question,  Does  the 
patient  appear  to  be  seriously  ill,  or  not  ?  Even  in  the  absence  of 
signs  of  serious  organic  disease,  if  the  general  appearance  of  the  patient 
suggests  illness,  it  is  wise  to  hesitate  before  offering  a  very  hopeful 
prognosis.  In  other  words,  the  diagnosis  and  prognosis  must  not  be 
based  simply  upon  local  physical  signs,  but  must  take  into  considera- 
tion a  wider  field. 

The  yellow  complexion  of  jaundice,  the  waxy  anaemia  of  long- 
continued  haemorrhage,  the  muddy  anaemia  of  syphilis  and  of  cancer — 
these  may  convey  a  useful  hint ;  so  may  the  shape  of  the  abdomen, 
the  way  the  patient  walks,  or  sometimes  the  presence  of  an  odour. 
Then,  with  a  view  to  ascertaining  the  possible  source  of  mischief, 
it  is  well  to  ask  the  question,  Where  is  the  chief  trouble  ?  After  this, 
in  difficult  cases,  the  history  of  the  illness  should  be  carefully 
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inquired  into  ;  and  it  is  usually  best  to  let  patients  tell  the  story 
in  their  own  way,  asking  questions  now  and  again  on  points  requiring 
more  definite  information.  It  is  important  to  know  when  the  illness 
commenced.  A  tumour,  for  example,  which  seems  to  be  the  probable 
cause  of  illness,  although  it  may  present  all  the  signs  of  malignancy, 
is  not  likely  to  be  malignant  if  it  has  been  recognizable  for  more 
than  two  or  three  years. 

SIGNS  AND  SYMPTOMS. — There  are  certain  signs  and  symptoms 
on  which  special  stress  must  be  laid.  They  may  be  summarized  under 
the  following  headings  : — 

Pain. — The  character  of  this,  and  its  position  and  distribution, 
are  important  points.  Nearly  all  acute  instances  of  serious  abdominal 
lesions  are  ushered  in  by  a  pain  of  overwhelming  severity,  which 
usually,  at  the  very  commencement  of  it,  can  be  roughly  localized 
to  the  neighbourhood  of  the  lesion.  Very  soon,  however,  the  pain 
becomes  diffuse,  while  at  a  later  stage  it  may  again  become  a  guide 
to  the  situation  of  disease.  The  deadly  character  of  this  pain  must 
be  insisted  upon.  When  a  serious  abdominal  catastrophe  has  occurred 
— one  so  serious  as  to  make  it  probable  that  nothing  but  immediate 
operation  offers  a  reasonable  hope  of  recovery — the  pain  is  always 
one  of  the  most  important  indications,  and,  indeed,  it  may  be  the 
only  one.  A  common  greeting  from  the  worst  cases  is — "  Oh ! 
doctor,  I  am  dying  !  I  am  dying  !  " 

Intermittent  pain  of  great  severity  suggests  the  forcible  contrac- 
tion of  unstriated  muscle.  It  occurs  in  cases  of  intestinal  obstruction, 
gall-stones,  calculi  passing  down  the  ureter,  and  retention  of  urine  ; 
and  it  occurs  physiologically  as  the  termination  of  pregnancy.  It  is 
a  more  severe  pain  than  any  other,  but  does  not  convey  the  message 
of  impending  death. 

Acute  continuous  pain  occurs  in  inflammatory  affections,  chiefly 
involving  the  peritoneum  ;  chronic  continuous  pain  in  cases  of  tumour, 
especially  of  a  malignant  character.  It  is  of  some  importance  to 
know  that  pain  never  attends  certain  organic  abdominal  and  pelvic 
diseases,  such  as,  for  example,  uncomplicated  haemorrhoids,  simple 
tumours,  and  enlargement  of  the  prostate  ;  so  that  this  symptom 
points  to  complications,  or  to  malignancy. 

Tenderness  is  characteristic  of  inflammatory  complications  ;  and 
the  position  of  the  lesion  may  often  be  determined  by  the  discovery, 
through  careful  steady  pressure  of  the  finger  tip  over  different  parts 
of  the  abdominal  wall,  of  the  most  sensitive  point.  McBurney's 
•  point,  in  appendicitis,  is  a  remarkably  useful  illustration  ;  often  no 
less  characteristic,  in  disease  of  the  gall-bladder,  is  a  point  opposite 
the  tip  of  the  ninth  rib  and  at  the  outer  edge  of  the  rectus  muscle. 
In  duodenal  or  intestinal  or  gastric  ulcer,  this  point  may  also  be  a 
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guide  in  localization.     It  is  difficult  to  offer  any  reasonable  explana- 
tion of  this  point  tenderness. 

Rigidity  of  the  Abdominal  Muscles. — Rigidity  is  the  earliest  sign 
of  an  underlying  peritonitis,  and  one  of  the  greatest  importance  as 
an  aid  to  diagnosis  and  prognosis.  Over  an  inflamed  spot  of  perito- 
neum the  muscles  become  board-like  from  their  hardness  ;  and  if  the 
peritonitis  spreads,  so  does  the  muscular  rigidity  over  the  spreading 
area  of  disease.  In  cases  of  general  peritonitis,  the  whole  abdominal 
wall  is  so  hard  and  fixed  as  to  stop  all  respiratory  abdominal  move- 
ments. 

Rigidity,  like  tenderness,  is  not  only  possessed  of  value  as  a 
diagnostic  sign,  but  may  also  be  a  good  guide  to  the  localization  of 
the  lesion.  For  example,  localized  rigidity  in  the  right  iliac  fossa 
(and  it  is  surprising  how  restricted  in  area  it  may  be)  is  often  the  chief 
diagnostic  localizing  point  in  cases  of  appendicitis.  A  similar  condi- 
tion in  the  right  hypochondrium  is  equally  characteristic  of  chole- 
cystitis. 

Vomiting  is  a  common  symptom  in  all  acute  abdominal  lesions, 
and  one  of  value  in  diagnosis  and  prognosis.  Repeated  vomiting 
alone,  in  an  acute  case,  suggests  a  serious  lesion.  The  quantity  and 
character  of  the  vomited  matter  may  be  the  most  important  aids  to 
diagnosis.  A  large  quantity  of  watery  bile-stained  vomit  suggests 
intestinal  obstruction,  which  may  be  the  result  of  acute  peritonitis, 
or  may  be  of  purely  mechanical  origin.  If  this  be  followed  by  liquid 
having  the  appearance  of  egg  beaten  up  in  beaf-tea,  or  by  thick  pea- 
soupy  liquid  with  a  faecal  odour,  there  can  be  no  doubt  that  the 
contents  of  the  small  intestine  are  regurgitating  into  the  stomach. 
Indeed,  faecal  vomit,  for  practical  purposes,  is  considered  as  pathogno- 
monic  of  intestinal  obstruction  ;  and  so  it  is,  but  occasional  exceptions 
occur.  On  one  occasion,  on  the  strength  of  this  sign,  I  operated  and 
found  a  malignant  growth  adherent  to  the  transverse  colon.  Post- 
mortem examination  showed  a  malignant  ulcer  of  the  stomach 
invading  the  transverse  colon,  and  a  fistulous  communication  between 
them.  On  a  second  occasion,  I  was  guided  to  a  correct  diagnosis 
in  a  similar  case  by  the  fact  that  part  of  a  turpentine  enema  was 
vomited  during  the  act  of  its  administration.* 

A  large  quantity  of  yeasty,  evil-smelling  matter  vomited  in  the 
evening,  containing  perhaps  recognizable  portions  of  food  partaken  of 
in  the  morning  (orange  is  easily  recognized),  is  characteristic  of 
stomach  dilatation  due  to  stricture  of  the  pylorus,  for  it  occurs  in  no 

*/  have  since  with  x  rays  watched  a  bismuth  meal  go  from  the 
stomach  directly  into  the  colon,  from  which  it  was  recovered  by  an 
enema. 

A35 
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other  condition.  Haematemesis  in  young  females  is  often  the  only 
warning  of  the  presence  of  gastric  ulceration ;  haematemesis  and 
melaena  in  young  males  of  duodenal  ulcer;  and  in  older  persons  it 
may  be  the  first  evidence  of  cirrhosis  of  the  liver.  Coffee-ground 
vomiting  after  an  abdominal  or  pelvic  operation  (except  in  the  early 
hours,  when  it  may  be  due  to  abdominal  shock)  is  always  regarded 
as  of  very  evil  omen,  for  it  is  associated  with  the  petechial  haemor- 
rhages of  the  gastric  mucous  membrane  always  met  with  post  mortem 
in  general  septic  peritonitis. 

To  know  the  force  with  which  vomited  matter  is  ejected  may  be 
useful  in  diagnosis.  The  forceful  ejection  of  a  large  quantity  in  cases 
of  intestinal  obstruction,*  and  the  frequent  quiet  regurgitation  of 
mouthfuls  in  general  peritonitis,  are  suggestive  points. 

The  Condition  of  the  Bowels. — Of  the  two  ordinary  contents  of 
the  large  bowel,  gas  and  solid,  the  most  useful  hints  are  obtained 
from  a  knowledge  of  the  behaviour  of  the  former.  Inability  to  pass 
flatus  per  rectum,  with  forcible  painful  rumbling  and  belching,  are 
pathognomonic  of  the  presence  of  intestinal  obstruction  ;  the  free 
passage  of  flatus  per  rectum  after  an  abdominal  operation  is  the  most 
certain  assurance  that  a  dangerous  amount  of  peritonitis  is  absent. 

Bladder  Symptoms. — Retention  and  increased  frequency  of 
micturition  are  both  common  symptoms  of  abdominal  and  pelvic 
disorders.  The  most  frequent  causes  of  retention  are  :  In  male 
children. — Stone  in  urethra  ;  string  round  penis.  In  young  men.— 
Gonorrhoea  (prostatitis).  In  older  men. — Stricture.  In  old  men.— 
Enlarged  prostate.  In  young  women. — Backward  displacement  of 
pregnant  uterus.  In  older  women. — Fibroid  tumour  of  uterus. 

The  operations  for  haemorrhoids  and  inguinal  hernia  in  men, 
and  perineorrhaphy  and  severe  abdominal  operations  in  women,  are 
frequently  followed  by  retention.  If  old  patients,  some  days  after 
an  operation,  are  found  to  be  not  doing  well,  the  condition  of  the 
bladder  should  always  be  investigated.  A  new  house  surgeon  has 
generally  to  be  taught  that  the  bladder  may  be  over-distended  without 
complaint  on  the  part  of  the  patient,  and  that  a  dry  tongue  may  be 
the  only  indication  that  the  bladder  is  being  imperfectly  emptied. 

Pulse  and  Temperature,  if  a  complete  record  be  obtainable,  are 
useful  guides  in  the  diagnosis  and  prognosis  of  acute  abdominal  dis- 
orders. 

Both  are  raised  soon  after  the  commencement  of  all  acute  attacks 
of  peritonitis.  Progressive  increase  in  the  rapidity  of  the  pulse  is 
one  of  the  most  certain  guides  as  to  steadily  progressive  lesions ;  an 
adult  pulse  over  100  always  suggests  serious  disease.  The  differential 

*  And  in  pyloric  obstruction  of  babies. 
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diagnosis  between  acute  peritonitis  and  intestinal  obstruction  of 
mechanical  origin  is  materially  aided  by  a  knowledge  that  the  tempera- 
ture has  been  elevated  ;  for  a  rise  in  temperature  does  not  occur  in 
the  early  stages  of  mechanical  obstruction. 

Also,  certain  tumours,  especially  in  the  pelvic  and  right  iliac 
region,  may  be  suspected  to  entail  more  serious  risk  if  it  be  known 
that  at  some  period  of  their  existence  a  high  temperature  was  associ- 
ated with  them.  The  fact  that  abundant  pus  is  frequently  found 
locked  up  in  the  abdomen  without  any  rise  in  temperature,  has  led 
some  authors  to  express  the  opinion  that  the  thermometer  is  of  no 
practical  use  in  abdominal  diagnosis.  That  it  may  be  misleading 
if  only  a  few  observations  are  made,  and  if  the  temperature  alone  is 
considered,  is  quite  certain  ;  for  blood  in  the  peritoneal  cavity,  as  in 
ruptured  ectopic  gestation,  may  cause  a  high  temperature,  and  foetid 
pus  in  large  quantity  may  be  found  with  a  normal  one.  After  a 
serious  operation,  moreover,  a  rise  of  temperature,  even  up  to  102°, 
may  be  a  good  sign,  especially  if  the  pulse  does  not  show  any  exces- 
sive speed,  for  it  indicates  reaction.  Nevertheless,  after  allowing 
for  the  chances  of  error  occasioned  in  these  exceptional  circumstances, 
it  is  still  possible  to  find  the  temperature  an  important  aid  in  abdo- 
minal diagnosis. 

The  Tongue. — A  dirty  furred  tongue  always  suggests  the  need 
for  care  in  abdominal  diagnosis.  After  an  operation  it  means  that 
the  patient  is  not  yet  out  of  danger.  A  moist  brown  tongue  usually 
means  that  the  bowels  require  attention,  and  are  not  being  properly 
evacuated.  A  dry  brown  tongue  is  of  worse  omen,  for  it  is  often 
associated  with  failing  circulation  ;  that  is,  if  no  other  cause  is  known 
to  exist,  such  as  an  insufficiently  emptied  bladder  or  damaged  bowel 
after  strangulated  hernia.  In  old  people,  dryness  of  the  tongue, 
especially  in  the  morning,  is  not  of  such  serious  import  as  in  younger 
and  more  vigorous  persons.  A  scarlet-red  moist  tongue  is  suggestive 
of  the  presence  of  suppuration.  A  dry  red  tongue  indicates  feeble 
vitality  and  a  want  of  reparative  power.* 

Menstruation. — In  women  the  menstrual  history  may  be  of  the 
greatest  value.  Excessive  and  irregular  flow  are  always  the  result 
of  a  less  or  more  serious  organic  cause  which  requires  thorough  investi- 
gation. A  young  healthy  adult  woman,  previously  regular,  who  has 
missed  a  period  over  a  week,  is,  in  all  probability,  pregnant.  It  is 
a  curious  fact  that,  though  women  may  under  certain  circumstances 
be  full  of  anxiety  to  deceive  themselves  and  others  into  the  belief 
that  pregnancy  is  impossible,  I  have  never  known  one  to  give  a  mis- 
leading menstrual  history.  If  a  diagnosis  that  the  abdominal  or 

*  Christopher   Healh. 
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pelvic  swelling  is  a  tumour  be  never  made,  in  the  presence  of  amenor- 
rhoea,  till  pregnancy  has  been  positively  excluded,  many  painful  and 
damaging  mistakes  will  be  avoided. 

Facial  Expression. — The  patient's  expression  may  convey  an 
unmistakable  message.  Who  that  has  ever  seen  the  grey  pinched 
face  of  general  septic  peritonitis  is  likely  to  forget  it  ?  The  presence 
of  jaundice  following  an  acute  attack  of  abdominal  pain  is  character- 
istic of  gall-stones.  Pigmentation  of  the  skin  of  the  forehead  suggests 
a  possible  pregnancy.  Dilated  pupils,  with  alternate  flushing  and 
pallor  of  the  face  and  neck,  are  seen  only  in  highly  nervous,  emotional 
subjects.  Drooping,  heavy  upper  eyelids  in  young  women  indicate 
a  tendency  to  the  grave  forms  of  hysteria  which  are  sometimes 
associated  with  abdominal  conditions  simulating  tumour.  A  dilated 
condition  of  the  capillaries  of  the  cheeks  and  nose  may  aid  in  the 
diagnosis  of  a  cirrhotic  liver  or  enlarged  spleen.  The  waxy  anaemia 
of  recurrent  haemorrhage  suggests  inquiry  as  to  the  presence  of  haemor- 
rhoids or  metrorrhagia.  The  deadly  pallor  of  a  ruptured  extra-uterine 
gestation  has  been  known  to  afford  the  greatest  aid  to  diagnosis  in 
an  acute  abdominal  emergency. 

EXAMINATION    OF    THE    ABDOMEN    AND    PELVIS. 

Inspection. — The  patient  should  lie  in  bed  with  the  shoulders 
comfortably  raised,  with  the  chest  and  legs  covered  up,  and  the 
abdomen  fully  exposed  to  view. 

Any  peculiarity  of  the  parietes  is  noted.  Fixity  during  respira- 
tion occurs  in  all  inflammatory  states.  Localized  oedema  suggests 
the  presence  of  suppuration  underneath  it ;  enlargement  of  the  super- 
ficial veins,  some  obstruction  to  the  deep  venous  circulation  ;  a  thick, 
dark  pigmented  linea  alba,  pregnancy  either  in  progress  or  recently 
passed  ;  marked  flaccidity  and  wrrinkling  of  the  parietes,  a  recent 
confinement. 

The  abdomen  may  either  be  flat  or  protuberant.  If  it  is  flat 
it  may  be  possible  to  note  movements  in  it.  Exposure  of  its  surface 
to  the  cool  air  stimulates  peristalsis  in  the  stomach  and  intestinal 
canal,  and  though  normal  peristalsis  is  only  visible  through  the 
thinnest  parietes,  the  increased  movement  of  hypertrophied  stomach 
or  intestine  may  be  a  valuable  aid  in  diagnosis.  It  is  possible  to 
watch,  in  the  dilated  stomach,  a  wave  of  vigorous  peristalsis  pass  from 
left  to  right,  and  terminate  at  the  strictured  pylorus.  In  cases  of 
intestinal  obstruction,  the  outline  of  the  hypertrophied  intestinal 
coils  may  be  so  definite  as  to  make  a  diagnosis  certain,  and  it  may 
also  be  possible  to  locate  the  site  of  obstruction  by  noting  the  ladder- 
like  pattern  assumed  by  the  small  intestine,  the  right  iliac  distention 
of  the  caecum,  and  the  appearance  of  the  transverse  colon  as  a  large 


SURGICAL     CONTRIBUTIONS— ABDOMINAL  549 

round  bar.  A  small  tumour  may  also  be  seen,  especially  a  pyloric 
one,  when  the  abdomen  is  flat  and  the  patient  thin  ;  and  its  mobility 
or  fixity  may  be  observed  during  the  respiratory  movements. 

If  the  abdomen  is  enlarged,  the  enlargement  may  be  local  or 
general. 

A  local  enlargement  suggests  the  presence  of  a  tumour  of  moderate 
size,  and  the  position  of  the  enlargement  may  give  a  clue  to  the  origin 
of  such  a  tumour,  if  one  is  present.  Careful  observation  may  enable 
the  outline  of  it  to  be  defined,  and  the  character  of  its  surface — e.g., 
whether  nodular,  rounded,  etc. — to  be  distinguished.  Its  mobility 
during  respiratory  efforts  or  changes  in  position  may  also  be  noted, 
while  in  the  case  of  pregnancy  the  movements  of  a  foetus  may  be 
clearly  seen. 

If  the  enlargement  is  general,  inspection  may  discover  that  whilst 
the  abdomen  is  enlarged,  the  chest  and  limbs  are  wasted  ;  this  is 
certain  evidence  of  organic  disease  :  or  it  may  show  that  the  abdominal 
enlargement  is  associated  with  general  obesity,  of  which  the  abdominal 
swelling  may  be  only  a  part. 

Shape  of  the  Abdomen. — The  shape  of  the  abdomen  may  also  help 
in  diagnosis.  The  forward  convexity  of  a  large  tumour  distinguishes 
it  from  the  more  lateral  and  general  enlargement  of  free  fluid  or  of  fat. 

Palpation. — This  is  certainly  the  most  important  method  of 
examining  the  abdomen  ;  hence  it  is  necessary  to  know  how  to  do 
it  to  the  greatest  advantage.  Both  the  patient  and  the  examiner's 
hand  should  be  thoroughly  warm,  otherwise  the  difficulties  of  the 
examination  are  materially  increased.  On  the  flat  abdomen  the 
examiner's  flat  hand  is  gently  applied  and  moved  easily  from  place 
to  place  over  the  whole. 

Tenderness  and  Rigidity. — Tenderness  and  rigidity  of  the  parietes 
are  first  sought  for.  A  localized  area  of  tenderness  and  rigidity 
affords  evidence  of  an  inflammatory  lesion  underneath.  In  cases  of 
intestinal  obstruction,  the  hand  may  distinctly  feel  forcible  peristaltic 
movements,  and  localize,  by  the  arrest  of  the  peristaltic  wave,  the 
probable  site  of  obstruction.  In  stomach  cases,  manipulations  over 
the  stomach,  while  they  produce  the  splashing  sounds  characteristic 
of  dilated  stomach,  may  induce  a  peristaltic  wave  strong  enough  to  be 
felt ;  it  is,  however,  so  far  as  I  have  observed,  not  so  strong  as  the 
peristalsis  sometimes  observed  in  intestinal  cases.  The  greatest  use 
of  palpation  is  to  enable  the  observer  to  decide  as  to  whether  a  tumour 
is  present  or  not ;  and  this  may  be  so  easy  that  any  one  can  do  it, 
or  so  difficult  that  no  one  can.  Except  in  the  most  muscular  or  fat 
abdomens,  it  should  always  be  possible,  by  suitable  methods,  and 
especially  by  the  aid  of  bimanual  examination,  to  say,  at  least,  whether 
a  tumour  is  present  or  not ;  and  in  the  great  majority  of  instances  it 
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Fig.  32. — Showing  regions  of  tumours — (a)  Ovarian,  uterine,  vesical ;  (6)  Ileocaacal  valve,  cs»cum, 
appendix,  right  half  of  the  pelvis ;  (c)  Sigmoid  flexure  of  colon,  left  half  of  the  pelvis  ;  (d)  Kidney ;  (<?)  Liver, 
gall-bladder ;  (/)  Spleen,  splenic  flexure  of  colon ;  (g)  Gastric,  pancreatic ;  (K)  Small  intestine,  omentum. 
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should  be  also  possible  to  form  a  correct  estimate  of  the  character 
and  relations  of  the  tumour.  The  use  of  an  anaesthetic  in  the  most 
(lillicult  cases  often  clears  away  doubts,  for,  in  the  absence  of  sensa- 
tion, the  relaxation  of  the  parietal  muscles  allows  of  more  thorough 
palpation  ;  but  it  is  not  without  dangers  of  its  own  ;  this  method 
should  therefore  be  resorted  to  but  seldom,  and  then  with  the  greatest 
care.  A  quite  small  tumour  can  be  detected  in  the  flat,  lax  abdomen, 
and  with  a  finger  in  the  rectum  or  the  vagina  and  a  hand  on  the  abdo- 
men (Fig.  33),  the  whole  contents  of  the  normal  pelvis  can  be  palpated. 
All  of  these  manipulations  may  be  aided  by  having  the  patient  lie 
in  a  position  such  as  to  relax  the  abdominal  muscles  to  the  greatest 
extent ;  and  when  the  patient  is  lying  on  the  back,  this  is  to  be  found 
by  raising  the  shoulders  and  supporting  the  head  and  keeping  the 
thighs  flexed.  An  elongated  tumour,  which  alternately  hardens  and 
contracts,  is  characteristic  of  intussusception. 


lA 


Fig.  33. 


Fig.  34. 


If  the  abdomen  is  enlarged,  the  discovery  of  a  tumour  by  inspec- 
tion and  palpation  may  still  be  easy  or  difficult.  The  most  definite 
evidence  is  to  be  obtained  by  bimanual  examination.  It  is  scarcely 
possible  to  form  a  wrong  opinion  as  to  the  presence  of  a  tumour,  even 
in  the  fattest  or  most  muscular  abdomen,  if  it  can  be  felt  between 
the  two  hands,  either  one  on  each  side  of  the  abdomen  (Fig.  34),  or 
one  in  front  and  the  other  behind  (Fig.  35). 

If  a  definite  swelling  is  certainly  present,  it  is  well  to  remember 
that  in  the  case  of  male  patients,  nine  out  of  ten  such  growths  are 
malignant ;  and  in  women,  nine  out  of  ten  are  the  pregnant  uterus. 
Before  going  any  further,  therefore,  the  possibility  of  either  of  these 
conditions  should  be  fully  considered.  It  is  also  important  to  have 
the  bladder  undistended,  because  it  may  be  and  frequently  is  mistaken 
for  a  cyst ;  and  to  have  the  colon  empty,  for  solid  faeces  in  it  resemble 
so  closely  a  malignant  growth  as  to  have  often  misled  skilled  observers. 

When  a  tumour  has  been  discovered,  the  next  step  is  to  try  to 
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ascertain    whether   its    contents   are   fluid    or    solid.     A    fluid    under 

tension,   as  in  the  distended  gall-bladder,   may  produce  so   hard   a 

tumour  that  it  feels  like  anything  but  fluid.     A  soft  solid  tumour, 

on  the  contrary,  such  as  a  lipoma,  a  soft  sarcoma,  or  an  oedematous 

fibroid,  yields  a  sensation  of  elasticity  so  closely  resembling  fluctuation 

as  occasionally  to  deceive  the  most  wary.     For  my  own  guidance, 

I  have  made,   for  cases   of  abdominal  tumour,   the  following  rule  : 

that,  if  I  cannot  feel  fluctuation,  or  cannot  detect  a  fluid  thrill  in  the 

tumour,  it  is  probably  solid  ;    it  is  to  be  remembered,  however,  that 

the  gall-bladder  forms  an  exception  to  this  rule.     In  the  pelvis  it  is 

more  likely  to  be  correct  to  regard  as  a  cyst  every 

doubtful  tumour  which  is  in  the  least  elastic,  and 

which  is  not  very  definitely  hard. 

Next,  it  is  well  to  discover,  if  possible,  the 
relation  of  the  tumour  to  the  abdominal  organs  ; 
for  example,  a  gall-bladder  tumour  in  the  right 
hypochondrium  resembles,  and  is  often  mistaken 
for,  a  movable  kidney.  This  error  can  be  certainly 
avoided  by  feeling  the  kidney  behind  and  separ- 
ate from  the  tumour. 

Then,  the  tumour  may  be  mobile  or  fixed. 
If  mobile,  its  movements  may  be  independent,  as 
in  the  case  of  an  omental  growth  or  of  any 
pedunculated  tumour ;  or,  though  movable,  it 
may  in  its  wanderings  carry  with  it  some  organ 
to  which  it  is  attached.  All  tumours  above  the 
umbilicus  are  more  or  less  influenced  by  the 
respiratory  movements  of  the  diaphragm ;  and 
those  that  are  connected  with  the  viscera  in 
contact  with  it,  liver,  kidneys,  spleen,  and 
stomach,  unless  they  are  fixed  by  adhesions,  move  during  respiration  ; 
they  move  freely  downwards  on  forced  inspiration  and  upwards  on 
expiration.  In  the  lower  abdomen  of  women,  movements  of  a  uterine 
or  ovarian  tumour  are  liable  to  communicate  their  movements,  more 
in  the  case  of  uterine,  less  in  the  case  of  ovarian,  to  the  cervix  of  the 
uterus  felt  per  vaginam. 

Mobility  can  also  be  tested  by  moving  the  tumour  between  the 
two  examining  hands,  passing  it  from  one  to  the  other  ;  or  by  making 
the  patient  change  position,  turning  on  to  the  side,  or  standing  up, 
or  resting  on  knees  and  elbows.  The  latter  position  is  useful  in 
testing  whether  a  tumour  lying  over  the  aorta  and  pulsating  is 
attached  to  the  vessel  or  not. 

The  surface  of  the  tumour  may  next  be  palpated.  It  may  be 
rounded  and  smooth,  as  in  the  case  of  unilocular  cysts,  or  craggy  and 


Fig.  35. 
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nodular,  as  in  many  malignant  growths ;  or  with  rounded  bosses 
upon  it,  as  in  some  multilocular  cysts  (kidney  or  ovarian)  and  uterine 
fibroids.  Its  edge  may  be  sharp,  as  in  the  case  of  a  dislocated 
liver ;  notched,  as  occurs  characteristically  in  an  enlarged  spleen  ; 
hard  and  nodulated,  as  in  a  malignant  growth. 

Succussion  or  gurgling  over  the  tumour  may  show  it  to  be  over- 
lapped by  stomach  or  intestine. 

Pulsation  is  perceptible  in  most  small  tumours  overlying  the 
aorta.  It  is  not  of  an  expansile  character,  and  disappears  when  the 
tumour  is  lifted  off  the  aorta ;  by  both  of  these  characters  it  may  be 
distinguished  from  that  of  an  aneurysm. 

A  cyst  or  other  collection  of  fluid  gives  a  thrill  on  palpation  (a 
hand  on  one  side  of  the  cyst,  a  flip  on  the  other)  (Fig.  36).  By  noting 
the  quality  of  the  thrill  and  the  directions  in  which  it  is  most  easily 


Fig.   36. 

transmitted,  the  diagnosis  of  a  multilocular  cyst,  or  one  with  thick 
contents,  is  possible. 

If  the  tumour  consists  of  a  solid  body  floating  in  fluid,  ballotte- 
ment  may  be  felt.  It  suggests  pregnancy  or  cancerous  peritonitis  ; 
for  other  conditions  causing  it  (ruptured  ovarian  cyst,  uterine  fibroid, 
and  free  fluid)  are  very  rare. 

Enormous  distention  of  the  abdomen,  without  corresponding 
swelling  of  the  legs,  suggests  a  very  large,  slowly-growing  ovarian 
cyst.  Enormous  abdominal  distention,  with  corresponding  swelling 
of  the  legs,  suggests  ascites.  Distention  which  disappears  after  the 
night's  rest  and  gradually  increases  up  to  the  evening,  suggests 
tympanites. 

Percussion. — Though  of  less  value  than  inspection  or  palpation, 
percussion  may  be  a  valuable  aid  to  diagnosis.  Over  the  majority 
of  abdominal  tumours  of  any  size,  there  is  a  dull  area  corresponding 
roughly  to  the  size  of  the  tumour,  and  this  area  is  dull  on  both  light 
and  strong  percussion. 

If  palpation  has  detected  a  definite  tumour,  and  if  this  has  a 
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tympanitic  patch  or  strip  on  it,  adhesions  to  the  stomach  or  intestine 
are  suggested  ;  this  is  to  be  expected  in  renal  tumours  in  front  of 
which  the  colon  lies,  and  in  other  retroperitoneal  growths,  such  as 
pancreatic  cysts,  aneurysms,  and  solid  tumours,  lying  behind  the 
stomach  or  intestines.  The  tympanitic  note,  in  these  instances,  may 
only  be  discoverable  on  light  percussion. 

The  typical  dullness  of  free  fluid  with  a  patient  lying  on  the  back 
is,  of  course,  to  be  looked  for  at  the  dependent  parts.  It  appears  first 
in  the  flanks,  and,  as  the  quantity  increases,  forms  a  gradually  increas- 
ing band  above  the  pubis.  A  large  quantity  of  fluid  can  be  discovered 
by  any  one  ;  it  is  a  knowledge  of  how  smaller  quantities  may  be  found 
that  is  of  importance.  Within  a  few  hours  of  their  onset,  all  acute 
abdominal  lesions,  which  are  about  to  be  followed  by  general  septic 
peritonitis,  develop  a  sufficient  amount  of  peritoneal  fluid  to  be 
discoverable  by  careful  percussion.  Each  flank,  in  its  most  dependent 
part,  will  be  found  to  be  dull  on  light  percussion,  and  the  upper  limit 
of  this  dullness  must  be  carefully  noted.*  On  turning  the  patient 
over,  the  upper  flank  becomes  resonant,  and  the  dull  area  on  the 
dependent  side  reaches  a  higher  limit.  This  evidence,  if  conclusive, 
is  of  great  significance.  In  young  women,  this  sign  occurring  together 
with  profound  sudden  anaemia  may  be  the  only  available  evidence  of 
ruptured  ectopic  gestation,  with  a  dangerous  escape  of  blood  into 
the  peritoneal  cavity.  The  distended  intestines  of  intestinal  obstruc- 
tion may  cause  dullness  in  one  or  both  flanks,  but  a  change  of  posture 
is  not  likely  to  increase  the  dullness  of  the  dependent  side,  so  that 
this  point  is  as  important  to  note  as  the  fact  of  dullness  itself. 

The  tympanitic  corona  of  an  ovarian  cyst  (Fig.  37)  is  evidence  of 
very  great  value  in  favour  of  a  cyst,  as  distinguished  from  an  encysted 
collection  of  fluid  (Fig.  38).  I  have  never  found  this  sign  in  anything 
but  tumour,  and  in  its  absence  I  have  many  times  declined,  never 
with  any  cause  for  regret,  to  accept  the  view  that  a  tumour  was 
present,  when  everything  else  appeared  to  be  in  favour  of  this  belief. 
This  sign  is  never,  so  far  as  I  have  observed,  to  be  found  in  the  cases 
which  so  closely  resemble  ovarian  cysts,  and  in  which  mistakes  have 
become  classical,  the  encysted  collection  of  fluid  due  to  tuberculous 
peritonitis.  In  this  condition  the  shape  of  the  abdomen,  the  resonance 
in  the  flanks,  and  the  signs  of  an  encysted  collection  of  fluid,  may  all 
mislead  ;  but  percussion  of  the  upper  abdomen  shows  a  more  or  less 
V-shaped  area  of  resonance,  the  point  of  the  V  downwards  ;  whereas, 
in  a  cyst,  the  convexity  of  the  resonant  area  points  upwards. 

In   cases   of  enormous   distention,   the   absence   of  dullness   and 

*  If  a  tumour  is  present  as  well  as  free  fluid,  the  intestines  may  be 
held  back  in  the  flanks  and  the  percussion  note  is  tympanitic. 
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presence  of  a  tympanitic  note  all  over  are  the  best  evidence  that  the 
swelling  is  due  to  excessive  gas  in  the  intestines. 

Auscultation  is  of  less  value  in  abdominal  dm.u'imsis  than  any  of 
the  other  methods  mentioned,  but  it  cannot  be  neglected  with 
impunity.  One  of  the  most  certain  evidences  of  chronic  intestinal 
obstruction  is  the  presence  of  borborygmi,  which  may  be  loud  enough 
to  be  heard  by  any  one  in  the  same  room  as  the  patient.  Another 
sound,  more  conclusive  still,  is  produced  by  the  passage  of  fluid 
intestinal  contents  through  a  contracted  portion  of  gut,  which  may 
be  heard  with  the  ear  close  to  the  abdominal  wall  or  with  the  stetho- 
scope. A  sound  like  that  produced  by  milk  squirting  into  the  milking- 
pail  is  also  reliable  evidence  of  intestinal  obstruction,  and  patients 
will  frequently  tell  themselves  of  this  sound  attending  the  forcible 
rumblings.  It  is  said  by  reliable  authorities  that  auscultation  offers 
a  useful  means  of  distinguishing  between  cases  of  acute  intestinal 


Fig.  37. — Ovarian  cyst — shape  of  dull  area. 


Fig.  38. — Encysted  ascites — shape  of  dull  area. 


obstruction  and  acute  peritonitis  ;  that  in  the  first,  peristaltic  move- 
ments are  heard,  whilst  in  the  second  they  are  absent.  I  have  not 
found  this  to  be  so  true  as  to  be  helpful. 

There  is  one  condition  in  which  the  importance  of  auscultation  can 
scarcely  be  exaggerated,  and  this  is  in  cases  of  suspected  pregnancy. 
After  four  months,  the  sound  of  the  foetal  heart  may  be  perceptible, 
after  the  fifth  month  it  should  be  heard.  With  this  exception,  there 
is  no  absolutely  certain  evidence  of  pregnancy.  Every  other  sign 
and  symptom  may  be  found  either  real  or  simulated,  hence  the  import- 
ance of  this.  When  grave  issues  hang  on  the  diagnosis  of  pregnancy, 
I  think  it  should  be  the  rule  (a  rule  which  I  always  act  upon)  to  offer 
no  positive  opinion  unless  the  fcetal  heart  can  be  heard.  More  profes- 
sional reputations  have  been  wrecked  upon  this  rock  than  upon  any 
other  I  know  of,  and  it  is  only  by  adhering  strictly  to  the  rule  I  have 
named  that  mistakes  can  always  be  avoided,  as  mistakes  should  be, 
when  reputations  and  lives  may  be  at  stake.  Lest  there  should  be 
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any  misunderstandiijig  as  to  my  meaning,  it  is  necessary  to  explain 
that  in  ordinary  cases,  and  under  the  usual  conditions,  i.e.,  as  a 
practical  guide  to  action,  the  symptoms  and  signs  of  pregnancy  are 
so  straightforward  and  definite  that  careful  examination,  any  time 
after  the  sixth  week,  will  enable  a  skilled  observer  to  offer  an  opinion, 
which  is  seldom  wrong,  as  to  the  existence  or  otherwise  of  pregnancy. 
At  a  matter  of  scientific  evidence,  the  foetal  heart-sounds  only  are 
to  be  thought  of. 

The  statement  is  often  made  that  gall-stones  have  been  heard 
and  felt  grating  against  each  other  in  the  gall-bladder,  but  I  have 
not  personally  heard  or  felt  them  do  so,  though  I  have  often  tried. 
The  pathological  condition  of  a  gall-bladder  filled  by  stones  adds  to 
my  doubt  of  this  possibility  ;  and  the  frequency  with  which  the 
ninth  costal  cartilage  can  be  so  manipulated  as  to  produce  rough 
friction,  suggests  a  possible  source  of  error. 

Auscultatory  percussion  is  a  valuable  aid  in  marking  the  outline 
of  a  dilated  stomach.  A  bimanual  stethoscope  with  the  ear-piece 
over  the  stomach  can  distinguish  by  the  loudness  of  the  sound  when 
a  flicking  finger,  starting  at  a  distance  from  and  gradually  approaching, 
has  reached  the  stomach.  By  marking  this  spot  and  others  in  the  same 
way,  the  area  occupied  by  the  stomach  may  be  clearly  mapped  out. 

A  systolic  murmur  may  be  heard  over  many  tumours  near  the 
abdominal  aorta  which  are  not  aneurysms ;  in  some  abdominal 
aneurysms  no  murmur  is  to  be  heard,  so  that  no  conclusion  must  be 
based  on  the  presence  of  this  sign  alone. 

Instrumental  Aids. — The  use  of  special  instruments  as  aids  to 
diagnosis  is,  in  the  great  majority  of  cases,  unnecessary ;  and  fortu- 
nately so,  because  some  of  them  require  considerable  practice,  opportu- 
nity, and  skill  for  their  satisfactory  handling,  and  their  application  may 
not  be  devoid  of  risk.  Nevertheless,  Rontgen  rays,  the  cystoscope, 
stomach  tubes,  and  the  various  specula,  are  essentials  for  the  diagnosis 
and  proper  treatment  of  some  abdominal  and  pelvic  diseases. 

Examination  of  the  Blood. — Recent  developments  in  the  examina- 
tion of  the  blood  and  the  urine  promise  to  be  of  value  in  the  diagnosis 
and  prognosis  of  abdominal  disease,  and  to  afford  guidance  as  to  the 
propriety,  or  otherwise,  of  undertaking  serious  operations. 

The  most  useful  and  definite  information  we  have  so  far  derived 
from  these  examinations  is,  that  leucocytosis  is  strong  evidence  in 
favour  of  the  presence  of  pus. 

Aspiration. — I  have  so  often  had  to  deplore  disasters  following 
the  use  of  exploring  syringes,  aspirators,  and  trocars,  that  I  almost 
share  the  strong  feeling  of  condemnation  of  them  all  expressed  by 
many  recent  authorities  on  abdominal  surgery,  who  would  entirely 
prohibit  their  use.  Except  as  immediately  preliminary  to  a  possible 
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operation,  this  would  probably  be  a  good  rule  ;  but  in  the  pelvis 
especially,  needle  puncture  of  a  suspected  pus  collection  through  the 
rectum  or  the  vagina  before  incision  may  give  valuable  aid,  and  may 
prevent  a  useless  operation  from  being  carried  out. 

Exploratory  Incision. — "  To  explore  in  all  cases  where  a  diagnosis 
cannot  at  once  be  made,  is  undoubtedly  a  defect  in  the  pivsrni 
system,  because  it  leads  to  insufficient  training  of  the  diagnostic 
powers,  and  I  think  that,  unless  there  is  some  important  reason 
demanding  immediate  diagnosis  and  treatment,  one  should  not  explore 
till  other  means  of  diagnosis  have  been  exhausted.  An  exploratory 
laparotomy  is  not  always  the  harmless  procedure  that  is  generally 
supposed.  Accidents  may  happen  in  the  aseptic  technique  and  in 
other  parts  of  the  operation  ;  as  for  example,  in  the  separation  of 
existing  adhesions,  adhesions  may  form  subsequently  and  give  much 
trouble  ;  and  patients  who  are  suffering  from  debilitating  diseases 
are  often  the  worse  for  the  exploration,  unless  some  remedial  procedure 
can  be  carried  out  at  the  same  time.  For  example,  a  patient  with 
inoperable  cancer  is  decidedly  not  benefited  by  an  exploratory 
laparotomy.  The  operation  must  lead  in  any  case  to  a  certain  amount 
of  general  disturbance,  varying  in  different  cases,  partly  as  the  result 
of  the  anaesthetic,  partly  as  the  result  of  the  intestinal  disturbance, 
partly  as  the  result  of  confinement  to  bed,  etc.  As  a  consequence, 
the  patient's  condition  may  be  seriously  altered  for  the  worse,  and, 
especially  in  the  case  of  a  patient  who  has  been  going  steadily  down- 
hill, is  very  emaciated,  and  has  only  a  short  time  to  live,  this  may  be  a 
very  serious  matter,  and  may  shorten  his  life  to  a  considerable  extent. 

"  I  do  not  wish  it  to  be  thought  that  I  am  in  any  way  against 
exploratory  operations,  but  I  do  think  they  ought  to  be  employed 
with  great  judgement,  and  not  as  a  mere  matter  of  routine.  There 
are  many  cases  in  which,  if  the  diagnosis  is  doubtful,  it  is  essential 
to  make  it  certain  as  soon  as  possible  ;  in  cases,  for  example,  of  sus- 
pected malignant  disease,  it  is  important  to  have  an  early  diagnosis 
from  the  point  of  view  of  an  early  radical  operation.  The  rule  that 
I  should  lay  down  as  regards  exploratory  operations  is,  that  they 
should  only  be  undertaken  where  there  is  a  reasonable  probability 
that  some  remedial  procedure  can  be  forthwith  carried  out — such 
procedures,  for  instance,  as  the  removal  of  growths,  the  separation 
of  adhesions,  the  performance  of  intestinal  anastomosis,  and  so  on. 
The  object  of  an  exploratory  laparotomy  should  not  merely  be  a 
question  of  diagnosis  ;  it  should  be  a  question  of  diagnosis  in  a  case 
where  there  is  a  probability  of  following  up  the  diagnosis  immediately 
by  treatment  that  is  likely  to  benefit  the  patient."  * 

1  Watson  Cheyne,  Clin.  Jour.,  London,  November,  1903.  This  extract  entirely 
expresses  my  own  views,  and  the  weighty  opinion  of  such  an  authority  as  Professor 
Cheyne  may  help  to  check  the  tendency  to  indiscriminate  exploratory  incisions. 
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SELECTION    OF    CASES    FOR    OPERATION. 

No  surgical  question  appears  to  me  to  be  of  such  importance  as 
that  of  the  selection  of  cases  which  require  operation — a  question 
which  includes  also  a  consideration  of  the  time  at  which  operation 
should  be  performed,  and  of  the  form  of  operation  to  be  done. 

The  question  is  perhaps  of  greatest  importance  in  cases  compli- 
cated by  acute  sepsis  ;  and  of  this  we  have  a  striking  example  in  the 
discussions  still  carried  on  as  to  "  when  to  operate  in  cases  of  appendi- 
citis." No  one  now  doubts  that  the  recurrent  and  least  dangerous 
cases  should  be  operated  upon  by  choice  in  an  interval  between 
attacks  ;  the  discussion  centres  on  the  treatment  of  acute  cases,  i.e., 
those  complicated  by  the  presence  of  septic  infection.  Every  surgeon 
knows  that  an  operation  in  such  conditions  may  be  followed  by  an 
acute  general  infection  and  speedy  death,  and  this  in  spite  of  all  the 
means  known  to  him,  and  usually  successfully  employed  to  avert  it. 
Until  these  exceptional  cases  can  be  recognized,  the  doubts  and  the 
disputes  may  be  expected  to  continue.  Meanwhile,  we  are  reduced 
to  the  gross  method  of  judging  from  personal  experience  and  from 
statistics.  To  be  able  to  answer  the  question  satisfactorily  for 
appendicitis,  would  lead  us  far  on  the  road  to  knowing  what  to  do 
in  other  conditions,  in  which  the  doubt  is  of  equal  importance.  In 
acute  gall-stone  attacks,  and  in  the  acute  forms  of  pelvic  peritonitis 
in  women,  death  may  result  from  the  severity  of  the  illness  ;  but  many 
more  cases  will  recover  from  the  acute  attack,  if  not  operated  upon, 
than  will  die.  It  is  certain  that  some  of  the  acute  cases  that  died 
would  have  recovered  after  a  complete  operation,  while  more  would 
have  recovered  after  an  incomplete  operation  done  for  the  sole  purpose 
of  drainage.  But  it  is  even  more  certain  that  some  of  the  cases  which 
have  recovered  would  have  died  with  tragic  rapidity  if  operated  upon  ; 
and  the  worst  feature  of  this  knowledge  is,  that  it  is  impossible  in 
many  instances,  with  our  present  information,  to  say  which  result 
is  likely  to  follow  any  given  surgical  operation.  All  we  do  know, 
and  the  importance  of  knowing  it  is  slowly  becoming  appreciated,  is, 
that  if  the  focus  from  which  infection  spreads  can  be  removed  early 
enough,  the  patient  will  probably  recover.  The  difficulty  is  in  coming 
to  a  conclusion  before  the  time  allowance  of  "  early  enough  "  has 
been  exceeded.  After  twenty-four  hours,  most  septic  infections 
cannot  be  arrested  ;  and  in  the  abdomen,  after  this  time,  they  may 
terminate  as  favourably  without  operation  as  with  it,  e.g.,  general 
peritonitis  of  more  than  twenty-four  hours'  duration,  the  result  of 
perforated  appendix,  is  unlikely  to  be  benefited  by  operation,  and 
very  few  of  the  patients  operated  upon  recover.  Our  experience  has 
satisfied  us  that  without  operation  a  larger  percentage  can  get  well. 
The  records  of  operations  undertaken  for  the  treatment  of  gastric 
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and  duodenal  ulcers,  which  have  perforated  for  more  than  twenty- 
four  hours,  suggests  that  nothing  might  be  lost  by  leaving  them  alone. 
In  cases  of  intestinal  obstruction  the  same  difficulty  is  felt.  If  the 
patient  is  seen,  and  if  a  diagnosis  can  be  made,  within  a  few  hours  of 
the  commencement  of  the  attack,  operation  offers  an  excellent  chance 
of  recovery ;  and  early  operation  is  the  treatment  of  all  acute  cases. 
Later,  when  distention  of  the  abdomen  has  occurred,  and  if  the 
obstruction  be  acute  and  situated  in  the  small  intestine,  I  am  satisfied 
that  a  complete  operation  for  the  radical  cure  of  the  obstruction  does 
not  offer  the  best  chance  of  recovery.  The  patient  may  be  so  well 
generally,  and  the  chances  of  spontaneous  recovery  so  fair,  that  it 
seems  inadvisable  to  suggest  the  palliative  operation  of  enterostomy, 
and  it  may  be  safe  to  delay  this  operation  for  draining  the  intestine 
till  a  further  chance  has  been  given  to  more  medical  methods. 

In  cases  of  haematemesis,  though  it  would  appear  to  be  good 
surgery  and  a  rule  of  the  greatest  value  to  cut  down  upon  and  secure 
the  bleeding  point,  my  experience  has  convinced  me  that  it  may  be 
bad  treatment  because  impossible  of  attainment,  and  that  a  careful 
selection  must  be  made  if  operative  treatment  is  not  to  do  more  harm 
than  good.  Bleeding  from  the  stomach  cannot  be  judged  by  surgical 
canons,  and  further  knowledge  of  it  is  required  before  useful  laws 
can  be  laid  down  for  its  operative  treatment.* 

It  has,  I  think,  been  too  often  assumed  that  the  abdominal  com- 
plaint made  by  a  patient  is  necessarily  associated  with  any  abnor- 
mality which  may  be  discovered.  An  ovarian  cyst  the  size  of  a 
Tangerine  orange,  free  from  adhesions  and  tenderness,  has,  on  more 
than  one  occasion,  been  excised,  because  the  patient  complained  of 
abdominal,  pelvic,  and  other  pains  ;  yet  such  a  cyst  to  my  knowledge 
may  exist  for  years  without  growing  or  causing  any  trouble.  A 
kidney,  loose  enough  to  be  grasped  by  the  hands,  or  even  less  displace- 
able  than  this,  has  been  fixed  for  obscure  abdominal  and  general 
complaints  ;  tucks  have  been  sewn  in  the  sagging  stomach,  the  dislo- 
cated liver  and  spleen  have  been  sutured  to  the  parietes  ;  adhesions 
of  stomach  and  of  ovaries  and  uterus  have  been  separated  ;  and  in 
nine  cases  out  of  ten  no  real  good  has  been  done  to  the  patient,  and 
some  discredit  to  surgery  has  resulted.  No  intelligent  practitioner 
or  physician  will  allow  that  an  organic  cause  is  at  the  bottom  of  every 
abdominal  trouble,  and  still  less,  that  surgery  is  the  only  treatment 
for  every  abdominal  ill ;  and,  in  advancing  claims  without  strong  and 
reasonable  evidence,  there  is  real  danger  that  surgeons  and  their  work 
may  not  continue  to  be  held  in  the  high  esteem  they  now  enjoy. 

*  Recurring  hcemorrhage  or  a  large  hcemorrhage  from  a  patient  with 
old-standing  ulcer  demands  operation. 
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I  have  already  indicated  some  of  the  difficulties  in  the  selection 
of  the  best  time  to  do  an  operation  in  acute  cases  ;  the  same  anxiety 
arises  in  chronic  ones.  My  view  is,  that  palliative  operations  entailing 
discomfort  and  a  departure  from  the  normal  exterior  should  be  as 
long  as  possible  postponed.  Some  years  ago,  following  text-book 
teaching,  I  was  in  the  habit  of  recommending  early  gastrostomy  in 
cesophageal  obstruction,  and  early  colostomy  in  cancer  of  the  rectum. 
A  few  submissive  and  intelligent  persons  may  be  pleased  with  the 
results,  but  the  average  patient  has  serious  objections  to  being  fed 
through  a  hole  in  the  stomach  as  long  as  he  can  swallow,  or  to  defae- 
cating  over  the  iliac  fossa  as  long  as  faeces  can  come  through  the 
rectum  ;  and,  in  my  experience,  he  does  not  hesitate  to  express  disgust 
at  the  result  of  these  operations.  If,  however,  the  cesophageal  obstruc- 
tion is  complete,  and  the  patient  hungry,  or  if  a  rectal  cancer  is 
blocking  the  bowel,  and  symptoms  of  obstruction  are  in  evidence, 
no  operations  will  be  more  appreciated.  The  delay  is  not  good  for 
operation  statistics,  but  surgery  was  made  for  man,  not  man  for 
surgery,  and  it  is  well  to  remember  this  in  these  cases.  On  the  other 
hand,  palliative  operations,  when  no  apparent  defect  is  in  evidence, 
such  as  gastro-enterostomy  and  intestinal  anastomosis,  cannot  be 
too  soon  undertaken  when  the  need  for  their  performance  has  been 
once  recognized. 

The  form  of  operation  to  be  employed  is  a  subject  for  grave 
consideration.  The  natural  desire  of  surgeons  is  to  do  a  complete 
and  radical  operation,  and  it  is  scarcely  necessary  to  emphasize  the 
importance  of  doing  this  when  it  is  possible  with  a  prospect  of  success. 
In  many  cases  of  intestinal  obstruction,  however,  those  especially  in 
which  the  small  intestine  is  distended,  a  radical  operation  offers  so 
small  a  chance  of  recovery  that  the  attempt  to  do  one  should  not  be 
entertained.  Drainage  of  the  distended  intestine,  for  a  time,  offers 
a  chance  of  temporary,  or  even,  in  some  rare  cases,  of  permanent 
recovery  ;  and  at  a  later  date  an  attempt  may  be  made  to  remove 
the  cause  with  a  better  hope  of  success. 

The  complete  removal  of  pancreatic  cysts,  unless  these  be  excep- 
tionally favourably  circumstanced,  has  been  attended  by  a  high  rate 
of  mortality ;  the  suture  of  these  to  the  parietes,  followed  by  pro- 
longed drainage  and  careful  after-treatment,  has  been  followed  by  a 
high  percentage  of  recovery.  A  hopeless  looking  case  of  pyonephrosis 
may  be  improved  by  drainage  to  such  an  extent  as  to  recover  after 
a  secondary  nephrectomy.  Not  only  the  disease,  but  its  accompany- 
ing conditions,  and  the  state  of  the  patient,  require  consideration 
before  a  decision  can  be  arrived  at  as  to  the  best  form  of  operation 
to  adopt  in  any  particular  case.  The  most  fatal  and  disappointing  of 
all  forms  of  operation  are  those  commenced  as  radical  proceedings  and 
terminated,  after  serious  damage  may  have  been  done,  as  incomplete. 
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Preparation  for  Operation. — The  patients  are,  as  a  rule,  admitted 
to  hospital  two  days  before  operation.  A  careful  examination  is 
made  of  the  general  condition  and  of  the  chest  and  heart.  Special 
attention  is  paid  to  the  examination  of  the  urine.  In  addition  to 
the  usual  hot  bath  on  admission,  they  are  submitted  to  the  following 
preparation.  On  the  day  before  operation,  a  dose  of  purgative 
medicine,  usually  castor-oil,  is  administered,  and  next  morning  a 
simple  soap  and  water  enema.  The  skin  of  the  operation  area  is 
prepared  on  the  day  preceding  the  operation.  All  hair  is  shaved  off 
and  the  skin  first  washed  with  water  and  spirit-soap  (made  by  mixing 
together  equal  parts  of  soft  soap  and  methylated  spirit).  The  skin 
is  further  cleansed  with  turpentine,  then  methylated  spirit,  and  finally 
corrosive  sublimate  (1  in  1000  watery  solution).  A  cloth  soaked  in 
the  last-mentioned  solution  and  covered  by  gutta-percha  tissue  is 
bandaged  on  and  remains  until  removed  on  the  operating  table. 

In  the  operating  theatre  the  antiseptic  method  is  the  one  followed. 
Boiling  ruins  instruments,  and,  except  in  septic  cases,  these  are  not 
boiled,  but,  after  thorough  cleaning  with  soft  soap  and  hot  water, 
lie  in  a  1  in  20  carbolic  lotion  for  an  hour  before  use.  Instruments, 
sutures,  and  the  like  are  handed  to  the  surgeon  by  a  nurse  who  has 
this  for  her  sole  duty.  The  carbolic  lotion  covering  the  instruments 
is  diluted  to  1  in  60  before  the  operation  begins. 

The  lotions  used  are,  corrosive  sublimate  1  in  1000  and  1  in  10,000 
aqueous  solution,  and  carbolic  acid,  1  in  20. 

The  site  of  operation  is  isolated  and  surrounded  by  towels  wrung 
out  in  carbolic  lotion,  1  in  20,  on  which  instruments  may  be  placed 
during  the  operation  without  fear  of  contamination.  The  hands  of 
the  surgeon,  assistants,  and  nurses,  are  washed  with  spirit-soap, 
turpentine,  and  methylated  spirit,  and  finally  scrubbed  with  a  nail 
brush  in  1  in  1000  corrosive  sublimate. 

The  patient's  skin  is  washed  first  with  1  in  1000  and  then  with 
1  in  10,000  corrosive  sublimate. 

During  the  course  of  the  operation  1  in  10,000  corrosive  sublimate 
is  used  for  the  hands  of  those  engaged  in  it.  The  assistants  and  the 
nurses  wear  rubber  gloves  throughout  the  operation.*  For  mops, 
gauze  previously  boiled  and  stored  in  1  in  1000  corrosive  sublimate 
lotion  is  employed.  Before  use,  the  mops  are  wrung  out  of  hot  1  in 
10,000  corrosive  solution. 

For  special  cases  nothing  has  been  found  so  satisfactory  as 
sponges,  which  are  kept  in  1  in  20  carbolic  lotion.  These  are  also 
wrung  out  of  1  in  10,000  corrosive  solution  just  before  use.  Any 
which  have  been  in  contact  with  septic  cases  are  purified  by  thorough 

*  See  later  papers  for  improvements  on  this  technique. 

A  36 
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washing  and  then  steeping  for  twenty-four  hours  in  pure  carbolic. 
For  sutures  and  ligatures  catgut  is  nearly  always  used.  The  chromi- 
cized  gut  is  placed  for  twenty-four  hours  in  ether,  and  then  transferred 
to  a  solution  of  corrosive  sublimate  in  methylated  spirit  (1  in  1000) 
for  a  week.*  During  the  operation  it  is  used  direct  from  methylated 
spirit  in  which  it  is  kept.  For  muscles  and  for  the  deep  sutures  of 
hernia  operations,  thick  catgut  is  employed,  size  No.  8,  corresponding 
to  No.  19  standard  wire  gauge,  and  for  the  skin  a  finer  size,  No.  2, 
standard  wire  gauge  No.  25. 

Thick  through  and  through  silk  sutures  are  used  for  the  abdominal 
wall  in  malignant  cases,  as  there  is  in  these  a  special  tendency  to 
rupture  of  the  wound,  and  in  cases  for  which  it  is  desired  to  speedily 
terminate  the  operation. 

Silkworm  gut  is  used  to  suture  the  skin  in  septic  cases. 

For  dressings,  boiled  gauze  kept  in  a  solution  of  corrosive  subli- 
mate in  methylated  spirit  (1  in  1000)  until  use,  is  employed.  This 
is  wrung  out  and  covered  by  pads  of  corrosive  wood-wool,  and  fixed 
by  bandages. 

The  Anesthetic. — The  choice  of  an  anaesthetic  is  left  to  a  skilled 
anaesthetist.  When  I  personally  am  responsible,  my  preference  is  for 
chloroform  until  the  laryngeal  reflex  is  abolished,  then  ether  for  the 
remainder  of  the  operation,  unless  the  respiratory  movements  become 
too  vigorous,  when  a  return  to  chloroform  is  suggested. 

The  proportion  of  nurses  to  patients  in  the  surgical  wards  is 
one  nurse  to  eight  patients  in  the  male,  and  one  nurse  to  six  patients 
in  the  female  wards. 

AFTER-TREATMENT. 

The  after-treatment  of  abdominal  operation  cases  may  be  con- 
sidered under  the  following  headings  : — 

Shock. — A  certain  amount  of  shock  follows  all  abdominal  opera- 
tions. Of  late  years  it  has  been  minimized  by  the  methods  adopted 
for  its  prevention,  the  most  important  of  which  still  is  to  keep  the 
patient  warm.f  Nevertheless,  a  serious  amount  of  shock  may  follow 
severe  operations,  or  operations  done  upon  debilitated  patients. 

A  warm  bed  is  of  the  greatest  importance.  The  entire  bed  should 
be  heated  before  the  patient  is  placed  in  it,  and  the  body-heat  should 
be  maintained  by  carefully-applied  hot  bottles  and  abundant  clothing. 
It  is  necessary  to  lay  stress  upon  the  careful  application  of  hot  bottles, 
for  many  and  grievous  burns  have  been  inflicted  upon  unconscious 
patients  in  the  endeavour  to  restore  their  body-heat  by  the  too  assidu- 

*  All  catgut  must  be  sterilized  by  boiling — tetanus  may  follow  neglect 
of  this. 

t  The  use  of  morphia  previous  to  operation  is  a  valuable  aid. 
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oils  application  of  hot  bottles;  and  so  easily  is  this  done,  that  any 
nurse  \vho  has  not  been  specially  warned  of  the  danger,  and  taught 
in  a  most  emphatic  way  how  it  is  to  be  avoided,  namely,  by  abundant 
woollen  wrapping  round  the  bottles,  will  almost  certainly  sooner  or 
later  come  to  grief.  In  ordinary  cases  this  treatment,  namely,  the 
application  of  warmth  and  quiet,  is  sufficient.  For  worse  cases, 
or  for  debilitated  people,  the  foot  of  the  bed  is  raised  ;  the  face  is 
rubbed  with  a  dry  hot  towel ;  the  mouth  and  pharynx  are  swabbed 
with  a  sponge  on  forceps,  wrung  out  of  brandy;  and  an  enema  of 
10  oz.  of'  coffee  and  a  teaspoonful  of  coarse  brown  sugar  is  ordered, 
with  0*0  gr.  of  strychnine  hypodermically.  For  the  next  degree  in 
which  the  patient  is  seriously  shocked,  one  pint  of  normal  saline 
{1  drachm  of  salt  to  one  pint  of  water),  at  a  temperature  of  105°,  is 
injected  with  an  aspirator  needle  attached  to  a  Higginson's  syringe, 
under  each  pectoral  muscle  ;  and  when  shock  has  assumed  dangerous 
proportions,  and  especially  if  there  has  been  loss  of  blood,  then,  in 
addition  to  the  measures  mentioned,  from  one  to  three  pints  of  normal 
saline  are  transfused  into  a  vein,  usually  the  median  basilic,  and 
the  dose  of  strychnine  is  repeated.* 

Three  symptoms  follow  every  abdominal  section,  namely,  sick- 
ness, pain,  thirst. 

Regarding  these,  I  have  certain  general  rules  which  are  followed, 
except  in  special  instances.  Sickness  is  treated  by  abstinence  from 
mouth-feeding  in  ordinary  cases.  From  twenty-four  to  forty-eight 
hours  after  operation,  I  begin  to  give  the  patients  small  (1  gr.)  doses 
of  calomel,  repeated  from  five  to  ten  times,  one  every  hour.  This, 
if  retained,  aids  the  passage  of  flatus,  and  satisfies  the  natural  craving 
for  some  treatment  to  relieve  the  discomfort  present,  a  feeling  not 
to  be  despised.  If  the  patient  is  comfortable  at  the  termination  of 
the  calomel  dosing,  and  especially  if  some  flatus  has  been  passed, 
we  leave  well  alone  ;  if  not,  a  soap  and  water  enema,  about  one  and  a 
half  pints,  is  ordered.  After  the  colon  has  been  cleaned,  if  sickness 
still  persists,  an  enema  of  2  oz.  of  milk,  2  oz.  of  beef  tea,  and  1  oz.  of 
whisky  every  two  hours,  is  given  through  a  tube  and  funnel.  (The 
intermittent  pumping  action  of  the  Higginson  syringe  irritates  the 
rectum  of  some  patients.)  Up  to  this  time,  moderate  sickness,  even 
though  the  patient  has  vomited,  need  cause  no  anxiety.  Vomiting, 
which  persists  after  this  period,  especially  if  it  increases  on  the  third 
day,  and  if  the  vomited  matter  is  green  and  in  considerable  quantity, 
is  an  anxious  symptom  ;  for  it  is  often  one  of  the  early  indications  of 
commencing  septic  peritonitis,  which,  though  now  rare  as  a  sequel  of 


*  During  operation,  if  the  pulse  rises  over  100  and  the  blood-pressure 
falls  below  100,  we  transfuse.     Strychnine  is  no  longer  used. 
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operation,  is  still  a  possibility.  A  tumblerful  of  hot  water,  as  hot 
as  it  can  be  drunk,  with  a  small  teaspoonful  of  soda  bicarbonate  in  itr 
is  my  favourite  prescription  for  an  obstinate  but  not  serious  vomiting  ; 
or,  if  the  bowels  have  not  moved  with  the  enema,  a  seidlitz  powder 
instead  of  the  soda.  For  serious  vomiting,  only  one  remedy  is  of 
any  avail,  and  that  is,  washing  the  stomach  out  through  a  tube.  It 
is  surprising  to  any  one  unacquainted  with  this  method  how  much 
relief  may  follow  the  thorough  cleansing  of  the  stomach  effected  by 
it  in  favourable  cases.  Some  patients,  however,  are  intolerant  of 
the  tube,  and  the  washing  out  is  therefore  incomplete  and  unsatis- 
factory ;  and  to  persevere  in  these  cases  means  doing  more  harm  than 
good.  A  fair  substitute  may  be  found  by  ordering  every  four  hours 
a  large  drink  such  as  previously  suggested,  or  one  of  weak  hot  tea,  or 
whisky  and  potash  water  ;  or  even,  if  the  craving  for  it  is  strong,  a 
glass  of  beer  may  be  allowed.  After  the  third  day,  some  nervous 
patients  continue  to  retch  and  bring  up  mouthfuls  of  what  they  have 
swallowed.  A  glass  of  champagne  with  a  little  food,  such  as  a  small 
raw  meat  sandwich,  will  sometimes  put  an  end  to  the  trouble  ;  if 
not,  a  small  hypodermic  injection  of  morphia  (gr.  J)  if  the  bowels  have 
been  well  moved,  or  if  not,  1  oz.  of  castor-oil  may  be  administered. 

Thirst. — The  most  distressing  symptom  after  the  majority  of 
abdominal  operations  is  thirst,  for  it  is  the  most  difficult  to  relieve. 
No  explanation  of  it,  so  far  as  I  know,  is  satisfactory,  and  none  of  the 
many  treatments  proposed  prevent  or  cure  it.  It  may  be  relieved 
by  rectal  enemata  of  warm  water,  by  transfusion  or  infusion  of  normal 
saline,  or  by  leaving  saline  solution  in  the  peritoneal  cavity  ;  but  it 
is  never  entirely  prevented  or  completely  relieved.  Water,  as  hot 
as  can  be  borne,  in  teaspoonful  doses,  frequently  repeated,  is  allowed 
from  the  first  in  all  my  cases.  Ice  makes  the  tongue  sore  and  dry,, 
increases  the  flatulence  already  present,  and,  melting  in  the  stomach^ 
dissolves  and  promotes  vomiting.  Nothing  is  so  useful  in  relieving 
the  thirst  as  a  dose  of  morphia,  the  administration  of  which  requires 
so  much  careful  consideration  that  I  shall  deal  with  it  specially  after 
the  consideration  of  the  third  svmptom  mentioned. 

Pain. — It  may  be  taken  for  granted  that  the  pain  following 
abdominal  section  is  greater  than  is  experienced  in  the  ordinary  or 
in  most  of  the  extraordinary  illnesses  of  life  ;  and,  in  my  opinion, 
it  is  more  than  patients  should  be  required  to  bear,  unless  the  strongest 
possible  reasons  can  be  offered  to  the  contrary.  Following  the  lead 
given  by  Lawson  Tait  for  several  years,  I  refused  morphia,  only  giving 
it  in  the  worst  cases.  Now  my  rule  is  gr.  J  of  morphia  hypodermically 
the  first  -night,  but  never  after. 

Morphia. — There  can  be  no  doubt  that  patients  who  have  been 
treated  for  a  few  days  by  repeated  doses  of  morphia  are  in  every 
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respect  damaged,  and  great  difficulty  will  be  found  in  estimating  the 
extent  of  the  damage,  or  in  forming  a  reasonable  opinion  as  to  their 
progress.  The  4  sudden  bad  turn  '  is  most  frequently  seen  in  them. 
A  more  definite  and  grave  objection  to  the  repeated  use  of  morphia  is, 
that  a  free  action  of  the  bowels  is  difficult  to  obtain  when  the  patient 
is  under  its  influence ;  and  it  requires  no  long  experience  in  abdo- 
minal work  to  convince  any  one  of  the  paramount  importance  of  this. 
A  single  strong  dose  the  first  night,  however,  secures  rest  and  relieves 
all  symptoms,  and,  so  far  as  I  can  judge  after  several  years'  trial  of  it, 
its  advantages  exceed  any  possible  disadvantages  from  its  use.* 

Condition  of  the  Bowels. — The  pain  complained  of  is  chiefly  of  a 
griping  character,  and  is  much  relieved  by  the  free  passage  of  flatus. 
It  depends,  I  believe,  upon  severe  but  irregular  and  therefore  inefficient 
contraction  of  the  muscular  coats  of  the  intestines.  At  an  early  hour 
a  rectal  tube  is  introduced  to  aid  the  passage  of  flatus  ;  and  this  the 
calomel  prescribed  generally  secures  before  the  evening  of  the  second 
day  after  the  operation.  If  not,  a  soap  and  water  enema  is  likely  to 
produce  the  desired  result,  and  this  may  be  made  more  effective  by 
the  addition  of  turpentine.  My  usual  prescription  is  to  administer 
first  1  oz.  of  turpentine  suspended  in  a  tumbler  of  barley  water,  then 
one  pint  of  soap  and  water.  This  may  be  repeated  every  two  hours 
till  flatus  is  freely  passed.  However  freely  the  bowels  have  acted 
after  these  measures,  patients  usually  complain  of  some  abdominal 
discomfort,  look  depressed,  and  have  no  appetite  for  food  until  after 
the  fourth  day.  Quite  seldom  do  they  get  rid  of  these  symptoms  till 
after  they  have  had  the  usual  dose  on  the  third  or  fourth  day  of  1  oz. 
of  castor-oil.  After  trying  everything  less  nauseous  known  to  me, 
I  find  that  I  always  return  to  this  Nothing  has  proved  so  effective 
in  removing  every  discomfort.  Occasionally  diarrhoea  follows  the 
operation  instead  of  the  usual  constipation.  In  a  moderate  degree, 
this  may  be  beneficial,  and  requires  no  treatment.  If  the  stools  are 
offensive,  J  oz.  of  castor-oil  with  5  min.  of  tincture  of  opium  is  my 
routine  prescription  ;  if  not,  5  gr.  of  pulv.  ipecac,  co.,  5  gr.  bismuth 
trisnit.,  and  1  gr.  of  hydrarg.  c.  creta. 

Diet. — My  general  rule  is  to  allow  nothing  but  sips  of  hot  water 
by  the  mouth  until  flatus  has  been  passed,  i.e.,  during  the  first  thirty- 
six  hours  or  thereabouts.  Weakly  patients  get  during  this  time  2  oz. 
of  milk,  2  oz.  salt  beef  tea,  and  A  oz.  whisky  per  rectum,  and  in  the 
same  way  if  the  water  swallowed  is  not  retained,  a  tumblerful  of  hot 
water  night  and  morning.  As  soon  as  flatus  has  passed,  a  cup  of 
tea,  with  cream  and  sugar  if  desired,  and  following  that  small  and 
gradually  increasing  allowances  of  milk  and  barley  water  are  given. 

*  This  is  now  a  general  belief. 
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During  the  first  four  days  fluid  diet,  and  by  the  end  of  a  week  ordinary 
food  is  the  rule. 

Bladder. — If  patients  can  pass  urine  unaided,  as  a  general  rule 
they  are  allowed  to  do  so.  The  catheter  is  then  unnecessary,  and 
may  be  harmful.  If,  however,  everything  does  not  seem  to  be  right, 
it  is  important  to  make  inquiry  as  to  urination,  and  to  examine  the 
hypogastrium,  for  it  is  astonishing  how  distended  a  bladder  may  be 
without  causing  definite  complaint,  in  cases  where  it  is  only  partially 
emptied,  and  this  is  especially  true  of  old  people  and  of  women. 

The  Nurse. — Certain  nurses  have  a  c  knack  '  of  doing  well  with 
abdominal  cases,  and  both  patient  and  surgeon  are  lucky  if  they  get 
hold  of  such  an  one.  To  be  raised  comfortably  and  packed  up  skil- 
fully with  pillows  at  the  back  and  under  the  knees  into  a  half -sitting 
posture  for  a  time,  even  on  the  second  day,  is  a  great  relief  to  most 
patients.  Rolling  over  occasionally  from  the  back  to  one  side,  then 
to  the  other  and  back  again,  if  it  can  be  done  without  great  trouble 
(as  it  can  be  by  a  skilful  nurse),  is  a  change  that  most  patients  are 
grateful  for.  A  little  drink,  a  little  well-timed  sympathy  and  encour- 
agement, even  perhaps  a  gentle  reproof  on  occasion,  are  things  certain 
to  make  the  difference  between  a  happy  and  an  unhappy  patient, 
and  I,  for  my  part,  believe  that  in  the  worst  cases  the  skilled  attention 
of  an  intelligent  sympathetic  nurse  can  and  does  account  for  the 
continuance  of  life  and  for  escape  from  death. 

It  is  safe  to  say  in  the  great  majority  of  cases,  that  the  prognosis 
may  be  given  before  the  patient  leaves  the  operation  table,  but  it  is 
still  more  safe  to  say  that  seldom  anything  goes  wrong  with  a  patient 
who  has  got  over  the  fourth  day  without  untoward  symptoms.  The 
fourth  day  is  the  critical  one  after  abdominal  operations.  Sepsis, 
haemorrhage,  and  shock  are  at  the  present  day  dangers  of  the  opera- 
tion rather  than  complications  after  it. 

COMPLICATIONS  FOLLOWING  ABDOMINAL  OPERATIONS. 
Peritonitis. — Though  antiseptics  and  increased  skill  in  the  tech- 
nique of  operations  have  almost  abolished  septic  peritonitis,  they  have 
not  entirely  done  so.  A  septic  focus  which  is  already  present,  and 
which  has  successfully  resisted  attempts  to  deal  with  it,  may  be  the 
centre  of  a  spreading  infection  and  the  cause  of  general  peritonitis.  In 
such  instances,  from  the  first  it  may  be  possible  to  see  that  the  patient 
is  unlikely  to  do  well,  but  the  more  usual  course  is  that  nothing  extra- 
ordinary is  noted  till  the  end  of  the  second  or  third  day.  The  pulse 
steadily  increases  in  rapidity,  a  sign  of  the  greatest  value  in  prognosis  ; 
sickness  and  mental  depression  are  present,  and  some  distention  of 
the  abdomen,  first  noticed  in  the  epigastrium,  with  inability  to  pass 
flatus,  are  the  first  warnings  of  the  much-dreaded  peritonitis.  From 
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definite  general  septic  peritonitis  following  abdominal  operations, 
recovery  is  rare,  whatever  is  left  undone  or  whatever  may  be  done. 
My  views  as  to  what  should  be  left  undone  are  decided  and  may  be 
useful  to  some  one,  as  they  are  based  upon  a  not  inconsiderable  experi- 
ence of  such  cases.  At  one  time  I  held  very  strongly,  on  pathological 
grounds,  the  view  that  no  one  could  recover  from  such  a  condition 
except  by  the  help  of  surgery,  and  that  some  might  recover  if  operation 
could  be  carried  far  enough.  The  consequence  of  this  belief  was  that 
I  left  nothing  in  the  way  of  cleansing  and  irrigation  and  drainage 
undone  ;  but  the  result  invariably  was  that,  the  more  completely 
the  operation  was  performed,  the  sooner  the  patient  died.  I  believe 
now  that  the  question  of  operation  should  not  be  entertained  in  these 
cases,  and  that  a  small  percentage  of  them  do  get  better  if  gently 
helped  to  do  it.  The  measures  I  suggest  are  in  the  main,  treatment 
of  the  symptoms,  and  so  long  as  the  abdomen,  even  though  not 
distended,  is  not  tense,  I  entertain  some  hope.  A  tense  distended 
abdomen  is  wholly  unfavourable. 

The  first  step  is  to  stop  all  nourishment  and  drinks  by  the  mouth, 
and  to  cease  the  .administration  of  purgatives.  The  next,  to  wash 
out  the  stomach  with  abundance  of  hot  water,  and  then  to  administer 
a  small  hypodermic  injection  (say  gr.  J)  of  morphia. 

Nutriment  is  to  be  given  by  the  rectum.  Thirst  is  to  be  relieved 
by  venous  transfusion  of  normal  saline  or  continuous  hypodermic 
infusion  of  the  same,  and  marked  pain  and  restlessness  by  small 
repeated  doses  of  morphia.*  The  body-heat  is,  so  far  as  possible,  to  be 
maintained  by  artificial  heat,  and  the  action  of  the  heart  by  strychnine 
given  hypodermicaily  (^V  gr-  every  six  or  eight  hours).  Every  day 
that  the  victim  of  general  peritonitis  lives  increases  the  chance  of 
ultimate  recovery.  During  the  whole  later  part  of  the  illness,  it  is 
needful  to  keep  a  careful  look  out  for  localized  collections  of  pus  in 
the  abdomen,  for  evacuation  of  these  is  to  be  strongly  recommended. 

Pneumonia. — The  prolonged  administration  of  anaesthetics, 
especially  of  ether,  necessary  for  abdominal  operations,  and  the 
inability  to  cough  afterwards,  owing  to  the  pain  of  the  abdominal 
wound,  predispose  to  collections  of  mucus  in  the  lungs,  and  to  pneu- 
monia. One  type  of  this  commences  with  the  operation,  and  on  the 
following  day  the  patient  will  have  an  elevated  temperature,  a  quick 
pulse,  more  or  less  cyanosis,  and  difficulty  in  breathing,  with  moist 
rales  all  over  the  chest.  Treatment  of  this  condition,  if  vigorous  and 
undertaken  at  once,  may  put  a  sudden  end  to  the  whole  trouble.  The 
patient  must  be  raised  up  in  bed,  and  held  in  this  position  by  some 
one  supporting  the  back  ;  and,  whilst  the  abdominal  wound  is  sup- 
ported by  strong  hands  on  either  side,  an  honest  and,  if  necessary, 

*  Water  by  the  rectum,  in  10-o;.  doses  every  tivo  hours,  is  valuable. 


568  RUTHERFORD     MORISON 

prolonged  attempt  must  be  made  by  coughing  to  get  rid  of  the 
accumulated  mucus.* 

In  the  more  ordinary  type,  a  high  temperature,  cough  with  rusty 
sputum,  and  the  physical  chest-signs  of  pneumonia,  are  found  usually 
during  the  first  week  after  operation. 

My  impression  is,  that  pneumonia  following  operation  in 
Newcastle  Infirmary  is  much  more  common  than  elsewhere  (it  occurs 
in  about  10  per  cent  of  my  cases)  ;  but,  so  far  as  I  can  judge,  it  is  the 
only  serious  illness  dependent  on  our  overcrowded  and  insanitary 
building.  Fortunately,  the  mortality  from  it  is  very  low,  and  is 
almost  limited  to  stomach  cases  ;  also,  the  healing  of  the  wounds  of 
persons  attacked  appears  not  to  be  interfered  with  by  it. 

Cystitis. — Several  years  ago,  when  it  was  the  custom  to  pass 
catheters  after  every  abdominal  operation,  cystitis  was  one  of  the 
dreaded  complications  of  after-treatment,  for  it  occurred  in  a  consider- 
able percentage  of  cases,  and  often  recovered  only  after  a  painful  and 
prolonged  convalescence.  During  the  last  five  years  I  cannot  recall 
a  single  instance  of  catheter  cystitis  in  a  hospital  patient.  This 
change  is  attributable,  I  think,  to  two  things  :  first,  to  the  fact  that 
catheters  are  used  with  much  less  frequency  ;  and  second,  to  my 
teaching  that  cystitis  means  a  dirty  nurse. 

Intestinal  Obstruction. — After  every  abdominal  operation  there 
is  a  possibility  of  intestinal  obstruction.  It  is  described  in  all  books 
as  arising  on  occasion  from  the  inclusion  of  a  loop  of  intestine  in  the 
sutures  used  to  close  the  abdominal  wall ;  but  this  is  a  rare  and  avoid- 
able cause.  In  nearly  every  case  it  arises  from  adhesions  and  closure 
by  kinking  of  the  adherent  gut,  and  is  most  commonly  met  with  after 
operations  for  appendicitis,  or  for  the  removal  of  ovarian  tumours 
with  twisted  pedicle  and  peritonitis.  Fortunately,  too,  for  diagnostic 
purposes,  it  seldom  occurs  during  the  first  week,  but  commonly  during 
the  second  and  third  weeks,  when  convalescence  seems  to  be  assured. 
If  the  pain  has  been  severe  and  paroxysmal,  and  has  been  attended 
by  vomiting  and  wind-rumblings,  and  visible  or  palpable  peristaltic 
movements  of  the  intestine,  making  the  diagnosis  definite,  immediate 
operation  is  my  rule.  If,  however,  the  diagnosis  has  been  less  certain, 
i  gr.  of  morphia,  injected  hypodermically,  is  ordered.  If  the  sym- 
ptoms are  removed  by  this,  and  do  not  reappear  after  eight  hours, 
the  condition  is  probably  due  to  nothing  serious  ;  but  whether  or  not, 
a  dose  of  castor-oil  and  an  enema  are  given  to  clear  up  the  remain- 
ing difficulty.  If  the  case  is  one  of  intestinal  obstruction,  acute 
symptoms  are  produced,  and  operation  is  undertaken  at  once.  The 
results  of  this  plan  of  dealing  with  these  serious  cases  has  been  so 

*  This  condition  is  now  described  as  massive  collapse  oj  the  lung 
(Pasteur). 
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satisfactory  (see  Lancet,  London,  January  31,  1903)  as  to  surpass  our 
highest  expectations. 

Phlebitis. — Tin-  pathology  of  femoral  phlebitis  following  abdo- 
minal operations  is  ill  understood;  to  some  extent,  presumably, 
because  few  of  the  patients  die.  Many,  however,  are  so  ill  from  the 
attack,  and  suffer  such  prolonged  incapacity  in  consequence,  that 
tlu'  subject  is  worthy  of  further  serious  consideration  and  pathological 
study.  My  colleague,  Mr.  W.  G.  Richardson,  has  specially  interested 
himself  in  its  onset,  and  has  found  that  with  remarkable  frequency 
it  appears  about  the  tenth  day  after  operation.  It  occurs  in  both 
men  and  women,  and  after  every  variety  of  abdominal  and  pelvic 
operation,  but  selects  with  very  decided  preference  those  suffering 
from  anaemia.  As  a  consequence,  the  operations  most  likely  to  be 
followed  by  it  are  those  of  hysterectomy,  either  for  fibroids  or  cancer. 

Treatment,  once  the  condition  has  developed,  is  unsatisfactory  ; 
and  beyond  complete  rest  in  bed,  I  know  of  nothing  to  hasten 
recovery.  I  believe,  however,  that  the  onset  may  be  prevented. 
During  the  last  three  years,  every  hospital  patient  of  mine  likely  to 
develop  this  affection  has,  at  the  end  of  the  first  week  of  convalescence, 
had  the  legs  well  rubbed  from  below  upwards  twice  a  day.*  It  is 
surely  safe  to  regard  the  fact  that  no  patient  has  developed  phlebitis 
since  this  treatment  was  commenced  as  more  than  a  coincidence. 

Parotiditis. — This,  although  a  less  common  complication  than 
phlebitis,  still  occurs  too  frequently.  After  stomach  lesions,  especi- 
ally ulcer,  it  might  be  expected.  Without  discussing  the  pathology, 
of  which  I  know  nothing,  I  will  merely  state,  that  since  using  frequent 
gargles  and  directing  the  nurse  to  keep  her  patient's  mouth  frequently 
swabbed  with  glycerin  and  borax,  it  seems  to  have  disappeared. 

Ventral  Hernia. — In  a  certain  percentage  of  cases,  ventral  hernia 
is  inevitable,  and  the  evidence  of  the  surgeon  who  says  he  never  sees 
it  may  safely  be  put  aside,  for  he  does  not  care  for  the  after-history 
of  his  patients.  The  percentage  should,  however,  be  very  small,  and 
attributable  to  some  special  cause,  such  as  unavoidable  infection  of 
the  wound,  or  serious  illness  of  the  patient,  necessitating  rapid  and 
unsatisfactory  suture.  It  occurs  most  frequently  in  very  fat  and 
very  thin  persons.  The  use  of  a  belt  for  a  year  after  operation  is 
recommended  by  most  authorities,  but  I  doubt  its  usefulness.  To 
avoid  strains  and  sudden  jerks  during  the  first  weeks  of  convalescence 
is  of  more  importance.  There  is  no  belt  or  appliance  which  will  retain 
a  ventral  hernia  or  prevent  it  from  becoming  larger  ;  so  that,  if  the 
patient  is  in  fair  health,  operation  for  its  cure  should  be  advised. 

[The  full  statistics  for  this  paper  were  never  obtainable  on  account 
of  pressure  of  work.] 

*  They  also  are  induced  to  exercise  the  legs  in  bed  several  times  daily. 
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HERNIA.  * 

(Edinburgh  Medical  Journal,  April,  1904.) 

Inguinal. — 75  cases,  radical  cure — all  recovered.    Youngest,  10  months  ; 

oldest,  80  years. 

Inguinal  strangulated. — 6  cases — 5  recovered,  1  died. 
Femoral. — 10  cases,  radical  cure — all  recovered. 
Femoral  strangulated. — 2  cases — 1  recovered,  1  died. 
Umbilical. — 2  cases,  radical  cure — recovered. 
Ventral. — 8  cases,  radical  cure — recovered. 
The  inguinal  herniae  include — 3  recurrences,  1   interstitial,  1  Littre. 

The  present  paper  is  concerned  only  with  abdominal  hernia,  and 
with  that  form  of  it  which  appears  externally. 

In  every  1000  of  the  population,  at  least  five  suffer  from  hernia, 
and  males  in  the  proportion  of  three  to  one  of  females. 

Generations  of  surgeons  have  been  attracted  to  the  study  of  a 
disorder  so  common,  and  entailing  such  an  immense  total  amount  of 
suffering,  disability,  and  danger  ;  but  only  during  the  last  ten  years 
has  any  substantial  advance  been  made  in  its  treatment.  Operation 
for  the  radical  cure  of  hernia  obtained  professional  recognition  in  this 
country  chiefly  by  means  of  the  pioneer  work  of  Sir  William  Mitchell 
Banks.  Operation  can  now  be  undertaken  with  excellent  prospect  of 
success  ;  but  even  at  the  present  time  it  is  still  necessary  to  draw 
attention  to  the  importance  of  the  results  thus  obtained. 

The  most  common  varieties  of  hernia  are,  in  the  order  of  their 
frequency — inguinal,  femoral,  and  umbilical.  All  of  them  occur  at 
naturally  weak  areas  of  the  abdominal  wall,  appearing  where  blood- 
vessels or  other  structures  normally  pass  out.  Thus  inguinal  herniae 
accompany  the  spermatic  cord  or  round  ligament ;  femoral  and 
umbilical,  the  corresponding  blood-vessels  ;  and  the  same  holds  good 
for  the  rarer  varieties — obturator,  sciatic,  and  lumbar  ;  whilst  the 
scar  herniae  are  generally  found  in  the  mid-line  below  the  umbilicus, 
because  yielding  scars  are  most  frequently  found  there. 

Hernise  are  described  as  congenital  when  they  make  their  escape 
through  openings  which  are  normal  in  foetal  life,  but  abnormal  when 
persisting  at  a  later  stage  ;  traumatic,  when  they  result  from  injury  ; 
and  acquired,  if  otherwise  inexplicable. 

Congenital  Hernia  is  satisfactorily  explained  by  the  presence  of 
developmental  defects  in  the  inguinal  and  umbilical  regions,  in  the 
linea  alba,  and  in  the  diaphragm. 

Traumatic  Hernia,  resulting  from  the  stretching  of  a  scar  in  the 
abdominal  wall,  the  result  of  operation,  or  of  subcutaneous  rupture 

1  Statistics  supplied  by  G.  Grey  Turner,  Surgical  Registrar,  Royal  Infirmary, 
Newcastle-on-Tyne,  of  herniae  operated  upon  by  Mr.  Morison  during  1903  in  the 
Infirmary  and  private  hospital. 
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of  the  muscles,  or  following  suppuration  of  the  abdominal  wall,  is 
also  readily  understood  ;  and  no  question  as  to  its  cause  is  likely  to 
arise'.  The  part  played  by  traumatism  in  others  is  not  so  clear,  but 
it  may  be  safely  said  that  the  sac  of  an  acquired  hernia  cannot  be 
formed  suddenly  ;  it  must  develop  by  a  slow  and  gradual  distention 
of  the  peritoneum. 

Acquired  Hernia. — The  fact  is  universally  recognized,  that  in  the 
majority  of  individuals  all  the  known  predisposing  and  exciting  causes 
acting  together  would  not  produce  a  hernia  ;  which  amounts  to  admis- 
sion that  of  its  real  cause  we  are  ignorant.  The  suggested  "  inherent 
weakness  of  the  abdominal  walls,"  "  too  patent  rings,"  "  too  long 
or  too  lax  a  mesentery,"  are  attempts  to  offer  more  definite  meaning 
to  the  recognized  lax  fibre  and  hernia  belly  generally  associated  with 
subjects  predisposed  to  hernia.  Certain  circumstances  are,  however, 
well  known  to  favour  the  development  of  an  acquired  hernia.  The 
most  important  are  such  as  frequently,  suddenly,  and  intermittently 
cause  marked  increase  of  the  intra-abdominal  tension,  and  certain 
kinds  of  laborious  work  occupy  the  chief  place.  This  explains  the 
large  number  of  our  operations  for  radical  cure,  the  majority  being 
performed  for  miners,  whose  work,  in  addition  to  being  laborious, 
has  often  to  be  carried  on  in  cramped  and  unfavourable  postures. 
Chronic  cough,  severe,  long-continued  constipation,  and  difficulty  in 
micturition,  are  other  ordinary  predisposing  causes.  Less  frequently, 
repeated  pregnancies,  obesity  followed  by  emaciation,  ascites — any- 
thing which  causes  stretching  of  the  abdominal  walls  and  a  consequent 
lack  of  abdominal  support — can  help  the  formation  of  a  hernia. 

The  ordinary  coverings  of  a  hernia,  though  possessed  of  some 
anatomical  interest,  are  of  little  or  no  surgical  importance,  for  they 
are  seldom  recognizable  during  the  course  of  an  operation.  It  may 
be,  however,  of  the  greatest  importance  to  distinguish  the  sub- 
peritoneal  fat  from  omentum,  and  to  recognize  the  peritoneum  forming 
the  sac. 

The  subperitoneal  fat  possesses  occasional  pathological  import- 
ance and  interest,  and  so  deserves  special  consideration.  A  localized 
hypertrophy  of  the  subperitoneal  fat,  or  the  development  of  a  tumour 
from  it,  results  in  a  swelling  described  as  a  subperitoneal  lipoma. 
These  growths  are  most  commonly  found  in  or  near  the  liiiea  alba, 
above  the  umbilicus,  where  the  meshes  of  fibrous  tissue  closing  the 
abdominal  wall  are  normally  wide.  They  are  frequently  seen  in  the 
femoral  region,  and  more  rarely  at  the  umbilical  and  inguinal  sites. 

The  Ring. — The  opening  through  which  a  hernia  protrudes  is 
called  the  ring,  and  the  position  of  this  gives  its  name  to  the  hernia. 

The  Sac  may  be  absent  in  traumatic  hernia,  when  the  peritoneum 
has  been  torn  ;  or  may  be  only  partial,  in  the  case  of  the  prolapse 
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of  an  organ  with  a  limited  peritoneal  covering,  such  as  the  bladder 
or  the  caecum  or  sigmoid  flexures. 

It  is  usually  a  simple  pouch  of  parietal  peritoneum,  pushed  before 
the  protruding  viscera  ;  but  it  may  have  a  more  complicated  construc- 
tion, resembling  an  hour-glass  or  other  fanciful  shape,  and  possessing 
diverticula  extending  from  it. 

Hydrocele  of  a  hernial  sac,  mentioned  in  every  text-book,  is 
so  rare  as  never  to  have  been  seen  by  the  majority  of  surgeons. 

Contents  of  the  Sac. — The  most  frequent  are  the  small  intestine 
(enterocele),  and  of  this  the  lower  end  of  the  ileum,  and  omentum 
(epiplocele),  because  these  are  the  most  movable  of  the  abdominal 
viscera  :  but  every  other  abdominal  organ  (pancreas  excepted),  even 
the  pregnant  uterus,  has  been  recorded  as  found  in  a  hernial  sac.  The 
bladder  is  said  to  be  met  with  infrequently  as  the  occupant  of  a  hernial 
sac,  and  this  is  so  ;  but  the  importance  and  the  frequency  of  its  occur- 
rence in  this  position  have  been  vastly  under-estimated,  for  I  have 
had  the  dangerous  experience  of  opening  it  more  than  once  in  both 
inguinal  and  femoral  herniae. 

Diagnosis. — A  reducible  enterocele  has  a  marked  expansile  im- 
pulse on  coughing,  and  is  tympanitic  on  percussion  ;  it  disappears 
with  a  gurgle,  and  the  last  portion  abruptly,  when  the  patient  lies 
down  or  when  taxis  is  employed.  A  reducible  epiplocele  has  an 
expansile  impulse  on  coughing,  it  is  dull  on  percussion,  and  the  mass 
of  lobulated  fat  can  often  be  felt ;  it  is  not  so  readily  reducible  as 
the  intestine,  and  disappears  more  slowly  and  without  a  gurgle.  Both 
are  free  from  pain  or  tenderness,  and  are  soft. 

On  reduction  of  either,  a  finger,  conveying  before  it  the  skin 
covering  the  sac,  can  be  introduced  into  the  ring,  to  verify  the 
diagnosis  and  estimate  the  size  of  the  opening.  If  the  hernia  is  irre- 
ducible, diagnosis  may  be  more  difficult.  Irreducibility  usually 
depends  on  the  presence  of  omentum  in  the  sac  ;  for,  from  its  liability 
to  injury  and  inflammation  when  in  this  position,  it  frequently  con- 
tracts adhesions  to  the  walls  of  the  sac,  or  becomes  thickened  and 
indurated,  forming  an  irreducible  lump.  If  the  fat  lobules  of  the 
omentum  can  be  palpated,  and  if  a  history  can  be  obtained  that  at  an 
earlier  stage  the  swelling  went  back  at  night,  there  can  be  little  doubt 
as  to  the  diagnosis.  A  subperitoneal  lipoma  is  the  most  difficult 
tumour  to  distinguish  from  hernia.  It  is  met  with  rarely  in  the 
inguinal  region,  most  frequently  in  the  linea  alba,  and  not  very  rarely 
at  the  site  of  a  femoral  hernia.  This  fact,  the  history,  and  the  absence 
of  an  expansile  impulse,  though  a  forward  one  can  be  felt,  are  the 
chief  aids  in  forming  a  diagnosis  Every  hernia  has  a  pedicle,  and 
this  serves  to  distinguish  it  from  the  majority  of  other  tumours  of 
the  abdominal  wall. 
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Treatment. — This  may  be  palliative  or  radical.  In  children 
there  is  a  natural  tendency  to  cure  by  the  obliteration  of  congenital 
openings.  In  adults,  cure  may  result  from  adhesions  blocking  the 
neck  of  the  sac,  especially  after  long  wearing  of  a  truss,  or  by  adherent 
omentum  in  the  neck  of  the  sac.  In  one  patient,  the  subject  of 
inguinal  hernia  for  many  years,  in  whom  spontaneous  cure  occurred 
about  middle  life,  I  found,  on  post-mortem  examination,  the  neck 
of  the  sac  so  tightly  corked  with  adherent  indurated  omentum,  that 
it  appeared  to  be  impossible  for  a  hernia  ever  to  have  appeared  there 
again. 

The  tendency  to  spontaneous  cure  may  be  aided  by  the  applica- 
tion of  a  truss,  and  in  children  two-thirds  of  cures  follow  faithful 
and  intelligent  truss  treatment.  It  is  a  mistake  to  think  that  palli- 
ative treatment  necessarily  means  a  truss,  and  radical  treatment  an 
operation  ;  for  the  truss  may  cure,  and  operation  may  only  palliate. 
Herniae,  incurable  by  a  truss,  are  cases  for  operation.  The  first 
requirement  for  the  satisfactory  application  of  a  truss  is  that  the- hernia 
shall  be  reducible.  If  it  is  irreducible,  a  cup-shaped  pad  or  suspensory 
bandage  has  to  be  substituted  for  the  ordinary  support,  and  these 
are  always  more  or  less  unsatisfactory.  The  sooner  truss  treatment 
is  commenced  the  better.  A  child  is  never  too  young  to  wear  one 
if  proper  care  be  taken  in  the  application  of  the  truss  and  in  its  after- 
treatment.  The  celluloid  and  vulcanite  trusses  made  for  children 
have  overcome  all  the  objections  to  the  use  of  instruments  at  an  early 
age.  Elaborate  directions  are  given  in  every  book  on  hernia  for  the 
measurements  and  fitting  of  trusses.  Few  medical  men  pay  any 
attention  to  them.  The  patient  has  to  be  sent  to  a  trustworthy 
instrument  maker,  with  directions  to  get  a  truss  fitted,  and  must 
return  for  examination  when  he  gets  what  is  considered  suitable.  A 
good  truss  should  keep  the  hernia  reduced  in  every  position  of  the 
body  and  under  severe  strain,  and  should  be  comfortable.  It  will  be 
comfortable  if  the  spring  is  not  too  strong,  and  the  pad  not  too  small, 
and  if  it  fits  properly.  The  pressure  of  the  pad  can  seldom  be  tolerated 
all  day  at  first,  and  directions  are  given  that  the  truss  be  removed 
at  convenient  times  till  tolerance  is  established.  Some  skin  irritation 
usually  follows  the  pressure  and  friction  of  the  truss  in  the  early  days. 
This  may  be  relieved  by  bathing  the  skin  with  methylated  spirit, 
and  drying  and  dusting  the  surface  of  it  under  the  pad  with  a  powder 
consisting  of  four  parts  of  starch  and  one  part  of  boracic  acid. 

The  operation  for  radical  cure  has  now,  at  least  in  inguinal  and 
femoral  hernia,  been  so  perfected,  that  it  is  no  longer  regarded 
as  a  course  to  be  reserved  for  exceptional  cases.  The  contra-indica- 
tions  to  operation  are  few.  They  are  in  adults  chiefly  those  opposed 
to  any  operative  interference,  such  as  serious  organic  disease  of  the 
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heart  or  lungs,  diabetes,  kidney  disease,  feeble  old  age,  chronic 
bronchitis  or  asthma,  and  extreme  obesity.  Enormous  size  of  the 
hernia,  with  impossibility  of  its  total  reduction  on  account  of 
diminished  capacity  of  the  abdominal  cavity,  is  the  chief  local  obstacle 
to  operation  In  children  under  puberty,  disease  and  the  probability 
of  satisfactory  truss  treatment  centra-indicate  operation 

The  principles  of  the  operation  are  simple  They  are,  to  remove 
the  entire  sac,  and  to  firmly  close  the  orifice  through  which  the  hernia 
made  its  exit.  The  risks  of  the  operation  are  small,  except  in  the 
case  of  difficult  umbilical  hernise  and  enormous  inguinal  ones.  Except- 
ing these,  statistics  give  a  mortality  of  something  like  0*5  per  cent. 
In  several  hundred  inguinal  cases  of  my  own,  there  has  been  but  one 
death,  and  that  occurred  from  an  avoidable  surgical  calamity— 
wound  of  the  bladder.1  The  permanent  results  of  later  years  have 
steadily  improved  ;  and  at  the  present  time,  without  selection  of 
cases  further  than  above  indicated,  it  would  be  fair  to  say  that  the 
number  of  cases  in  which  recurrence  wrill  take  place  is  not  more  than 
5  per  cent. 

INGUINAL  HERNIA. — The  probability  is  that  all  cases  in  females 
are  congenital,  and  due  to  non-obliteration  of  the  canal  of  Nuck,  a 
peritoneal  diverticulum  accompanying  the  round  ligament.  In  males, 
the  only  certain  evidence  of  a  congenital  origin  is  the  presence  of  a 
testicle  in  the  sac.  But  the  probabilities  are  in  favour  of  a  congenital 
origin  if  operation  shows  that  the  elements  of  the  cord  are  spread 
out  on  the  back  and  sides  of  the  sac  and  are  adherent  to  it,  from  an 
unusually  scanty  supply  of  subperitoneal  fat.  The  same  may  be  said 
regarding  the  history,  not  uncommon,  of  the  sudden  appearance  of 
a  scrotal  hernia  which  suggests  the  presence  of  a  preformed  sac. 

Acquired  inguinal  hernia  occurs  in  three  forms — oblique  or 
external,  direct  or  internal,  and  interstitial,  which  is  probably  more 
closely  related  to  the  congenital  than  the  acquired  variety. 

Diagnosis. — The  most  singular  case  of  mistaken  diagnosis  which 
I  ever  met  with  was  the  following.  I  was  asked  to  assist  a  surgeon 
to  do  an  operation  for  the  radical  cure  of  a  femoral  hernia  in  an  elderly 
female.  The  swelling  turned  out  to  be  inguinal,  not  femoral ;  on 
opening  the  sac,  it  was  found  to  be  a  hydrocele,  not  a  hernia.  A  small 
body  which  was  taken  to  be  an  ovary  was  removed  from  it,  and  found 
to  have  a  vas  and  an  epididymis  ;  physical  examination  revealed  the 
fact  that  there  was  only  a  rudimentary  vagina,  and  that  the  patient 
was  not  a  female  but  a  male. 

When  the  signs  of  a  hernia  are  quite  definite,  the  first  point  is 
to  ascertain  whether  it  is  inguinal  or  femoral.  This  is  not  always 


1  Northumberland  and  Durham  Medical  Journal,  January,  1900,  p.  107. 
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easy,  and  if  llu  patient  is  <»l>ese  and  the  hernia  irreducible,  it  may  be 
impossible.  Ii'  the  swelling  is  reducible,  and  if  the  orifice  of  the  hernia 
lies  above  Poupart's  ligament,  it  is  inguinal.  In  fat  patients 
Poupart's  ligament  may  be  difficult  to  define,  but  the  pubic  spine 
is  always  an  available  landmark.  An  inguinal  hernia  lies  above  a 
finger  placed  on  the  pubic  spine.  A  scrotal  hernia  may  reach  such 
an  enormous  size  as  to  bury  the  penis  and  occupy  the  whole  furrow 
between  the  thighs  (Plate  XIII).  It  may  then  be  difficult,  without 
careful  examination,  to  say  to  which  side  the  hernia  belongs  ;  but 
this  can  be  ascertained  by  discovering  a  normal  cord  and  testicle 
on  the  sound  side. 

The  direct  variety  is  much  less  common  than  the  oblique,  and 
only  occurs  in  patients  beyond  the  prime  of  life.  The  direct  is 
globular,  the  oblique  pear-shaped.  The  direct  seldom  reaches  into 
the  scrotum  or  attains  enormous  size.  In  thin,  flaccid  subjects  the 
deep  epigastric  artery  can  be  felt  pulsating  on  the  outer  side  of  the 
orifice  of  exit  of  the  direct,  and  on  the  inner  side  of  that  of  the  oblique 
variety  ;  and  the  finger  goes  direct  into  the  abdomen,  or  takes  the 
oblique  course  of  the  inguinal  canal.  During  operation  the  sac  of 
the  direct  variety  is  often  found  to  be  loaded  with  an  excess  of  sub- 
peritoneal  fat,  and  it  has  never  the  same  intimate  relation  with  the 
spermatic  cord  that  the  oblique  hernia  has.  The  conjoined  tendon 
is  likewise  stretched  or  thinned  so  as  to  be  useless  as  a  support,  and 
possibly  inefficient  for  the  radical  cure. 

If  the  signs  of  hernia  are  not  straightforward,  the  diagnosis 
requires  further  consideration. 

A  bubonocele,  or  hernia  limited  to  the  inguinal  canal,  may  be  mis- 
taken for  any  of  the  following  :— 

1.  Undescended  Testicle. — Confusion  with  this  will  not  occur  if 
a  rule  be  made  to  examine  the  scrotum  in  every  case.     It  must,  how- 
ever, be  borne  in  mind  that  a  hernial  sac  is  a  frequent  accompaniment 
of  an  undescended  testicle. 

2.  Encysted  Hydrocele   of  the  Cord. — This   is  more  rounded  than 
a  hernia,   and  is  translucent.     It  either  feels   hard  from  tension  of 
fluid  in  the  sac,  or  it  fluctuates.     It  cannot  be  entirely  reduced,  and 
moves  with  the  spermatic  cord  to  which  it  is  fixed.     In  cases  of  this 
kind,  the  patients  are  frequently  brought  by  their  parents  with  the 
story  that  they  have  a  third  testicle,  which  indeed  the  swelling  often 
closely  resembles. 

3.  Swollen  Inguinal  Glands. — These  have  no  impulse,  are  totally 
irreducible,    and   feel   like   a    conglomerate   mass.     A   primary    focus 
of  infection  may  be  found  on  the  foot,  the  leg,  or  genitals,  or  anus. 
The  skin  over  them  may  be  red  or  cedematous,  which  is  decidedly 
unusual  in  hernia. 
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4.  Subperitoneal  Lipoma. — This  is  rare  in  this  situation,  has  no 
expansile  impulse,  is  totally  irreducible,  and  possesses  no  neck. 
A  scrotal  hernia  has  to  be  distinguished  from  the  following  : — 

1.  Hydrocele  of  the  Tunica  Vaginalis. — The  distinguishing  char- 
acteristic of  this,  and  of  every  other  tumour  of  the  testicle,  is  the 
possibility  of  feeling  the  spermatic  cord  above  at  the  root  of  the 
scrotum.     If  this  can  be  done,  the  tumour  is  not  a  scrotal  hernia.     An 
ordinary  hydrocele  is  translucent  and  irreducible,  fluctuation  is  present 
in  it,  and  it  is  dull  on  percussion.     In  several  of  our  cases  both  hernia 
and  hydrocele  existed. 

2.  A  Congenital  Hydrocele  or  Fluid  from  an  Ascitic  Abdomen. — This 
disappears  when  the  patient  lies  down,  but,  unlike  a  hernia,  reappears 
in  the  erect  posture  in  spite  of  finger  pressure,  and  possesses  all  the 
other  characters  of  hydrocele.     In  women  a  hydrocele  of  the  canal  of 
Nuck  closely  resembles  a  hernia. 

3.  An  Iliac  or  Psoas  Abscess. — This,  if  it  has  burrowed  into  the 
inguinal  canal  and  scrotum,  somewhat  resembles  a  hernia,  and  seldom 
a  month  passes  without  a  patient  coming  to  my  wards  wearing  a  truss 
on  an  abscess.     Both  have  an  impulse  on  coughing ;    both  may  be 
reducible.     In  abscess  the  impulse  is  that  of  fluid  ;   there  is  fluctuation 
to  be  felt  between  the  inguinal  swelling,   and  a  mass  discoverable 
by  making  deep  pressure  from  above  on  the  posterior  pelvic  wall ; 
and  the  cause  of  abscess  is  generally  to  be  found  in  the  spine. 

4.  Varicocele. — This  has  an  impulse  on  coughing,  and  is  reducible. 
The  impulse  is  fluid  ;    the  swelling  feels  like  "  a  bag  of  worms  "  ; 
reduction  is  only  possible  in  the  horizontal  posture,   and  moderate 
pressure  over  the  external  ring  does  not  prevent  return  of  the  swelling 
when  the  patient  stands  up,  as  it  would  do  in  the  case  of  hernia. 

5.  Hour-glass  Hydrocele. — This  condition  was  found  in  the  case 
of  a  middle-aged  man,  wearing  a  truss,  who  was  admitted  to  my  wards 
with   a    large   reducible    scrotal    swelling,    which    showed    a   marked 
impulse    on    coughing.     The    scrotal    swelling    was    translucent ;     it 
fluctuated,  a  fluid  impulse  being  felt  in  it  on  pressure  from  above  into 
the  pelvis  ;    and  it  was  dull  on  .percussion.     Operation  showed  an 
enormous  sacculated  collection  of  fluid  in  the  pelvis,  and  from  this  a 
narrow  opening  through  the  external  ring  into  the  distended  tunica 
vaginalis. 

Interstitial  Hernia. — This  is  frequently  associated  with  non- 
descent  of  the  testicle.  It  occurs  in  three  forms.  The  sac  may 
develop  :  (1)  Between  the  peritoneum  and  the  trans versalis  fascia 
(pro-peritoneal)  ;  (2)  Between  the  internal  and  external  oblique 
muscles  ;  or  (3)  Between  the  aponeurosis  of  the  external  oblique  and 
the  skin.  Two  of  these  varieties  may  be  combined,  and  a  double 
sac  then  exists. 
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In  addition  to  its  pathological  importance,  interstitial  hernia 
possesses  considerable  surgical  interest ;  for  a  strangulated  hernia 
may  be  present  without  any  external  swelling,  or  a  strangulated  loop 
of  intestine  may  be  reduced  from  one  sac  to  another  with  the  strangu- 
lation unrelieved.  In  performing  the  operation  for  radical  cure,  it 
happened  to  me,  owing  to  the  altered  anatomical  relations  of  the  deep 
epigastric  artery,  to  wound  this  vessel,  and  thus  to  convert  what 
should  have  been  a  safe  and  easy  operation  into  a  serious  and  difficult 
one. 

Infantile  Hernia. — If,  in  operating,  a  large  sac  be  opened,  which 
contains  the  testicle  below  and  is  closed  above,  some  confusion  may 
arise.  Further  search  will  show  the  evidence  of  a  second  sac,  the 
hernial  sac.  It  is  separate  from  the  first,  and  is  placed  in  front  of 
it ;  or  it  may  surround  it,  or  bear  some  other  relation  to  it.  It  is 
now  recognized  that  the  condition  to  be  dealt  with  is  the  so-called 
infantile  hernia. 

The  Operation  for  Radical  Cure. — It  is  unnecessary  to  say  more 
concerning  the  wound  than  this — that  it  is  entirely  unjustifiable  for 
any  operator  to  undertake  the  treatment  of  these  cases  if  he  has  not 
the  confidence,  begotten  of  knowledge,  that  his  methods  will  prevent 
septic  infection  of  the  wound.  The  great  majority  of  failures,  and 
nearly  all  of  the  deaths  following  operation,  have  resulted  from  septic 
infection,  so  that  it  is  scarcely  possible  to  attach  too  great  importance 
to  the  prevention  of  this.  Any  wound  infections  that  we  have 
experienced  during  the  year  have  been  limited  to  the  skin,  and  have 
occurred  in  connection  with  sutures.  In  no  single  instance  has  the 
whole  wound  suppurated,  and  the  moderate  infection  mentioned  has 
not  happened  in  more  than  eight  cases.  Neglect  of  the  means  now 
universally  known  to  be  essential  to  safe  wound  healing,  amounts  to 
criminal  ignorance  or  culpable  incapacity. 

The  operation  I  perform  is  for  the  most  part  a  combination  of 
selections  from  the  methods  of  Halsted,  Bassini,  and  Kocher,  and 
is  done  as  follows  : — 

1.  The  skin  incision  is  oblique  in  direction,  above  and  parallel 
to  Poupart's  ligament,  in  a  line  drawn  from  the  pubic  to  the  anterior 
superior  iliac  spine  ;    it  starts  at  the  pubic  spine  internally,  and  ends 
externally  at  about  the  junction  of  the  outer  one-third  with  the  inner 
two-thirds  of  this  line.     The  fat  and  fascia  are  completely  divided, 
and  the  external  oblique  aponeurosis  is  exposed.     At  the  inner  end 
of  the  wound  the  superficial  pudic  vessels  are  divided  and  clamped  ; 
near    the    centre    of   Poupart's    ligament,    the    superficial    epigastric 
vessels  are  similarly  treated. 

2.  The  boundaries  of  the  external  ring  are  exposed,  and  defined 
by  dividing  anteriorly  its  fascial  extension  on  to  the  spermatic  cord. 

A  37 
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3.  A  director  is  passed  into  the  external  ring  and  up  the  inguinal 
canal,   immediately  under  the   external   oblique  aponeurosis   (taking 
care  to  catch  none  of  the  underlying  internal  oblique  muscle),  as  far 
as  an  inch  external  to  the  middle  of  Poupart's  ligament.     The  point 
of  the  director  is  pushed  through  the  external  oblique  at  this  point, 
and  the  aponeurosis  is  split  up  the  whole  length  of  the  inguinal  canal. 

4.  Above,  the  cut  edges  of  the  external  oblique  are  caught  in 
tenaculum  forceps  and  separated  from  the  underlying  muscles  below  ; 
the   inner   edge   and   surface   of  Poupart's   ligament   are   thoroughly 
denned.     Having  done  this,  the  arched  fibres  of  the  internal  oblique 
and  conjoined  tendon  are  cleared  above.     Lying  on  them  or  adhering 
to  the  external  oblique,  the  ilio-inguinal  nerve  will  be  seen,  and  this 
must  be  preserved.* 

5.  The  coverings  of  the  spermatic  cord  and  of  the  sac  are  drawn 
forwards  and  from  below  out  of  the  scrotum,  between  two  pairs  of 
clip  forceps,  and  divided  layer  by  layer.     The  sac,  easily  known  if  it 
has  contents,   will  often  have  to  be  recognized  by  its  pearly-white 
colour,  or  by  its  convex  lower  edge  appearing  outlined  amongst  the 
fascial  coverings.     The  spermatic  cord  with  the  vas  lies  behind  the 
sac,  the  vessels  of  the  cord  and  the  vas  apart  from  each  other,  so  that, 
if  the  cord  is  reached,  the  sac  may  be  known  to  have  been  missed, 
and   search  must  be  made  to   one   or  other   side.     An   experienced 
operator  may  encounter  real  difficulties  in  finding  the  sac,  and  I  can 
remember  seeing  such  an  one,  puzzled  to  find  it,  adopt  the  following 
ingenious  expedient :    Letting  the  patient  come  partially  round  from 
the  anaesthetic,  he  induced  retching  by  tickling  the  pharynx,  when 
the   straining  so   caused   clearly   demonstrated   the   sac   by   shooting 
intestine  forcibly  into  it.     When  the  sigmoid  flexure  or  caecum  are 
in  the  sac,  and  form  part  of  its  wall,  they  may  be  inadvertently  opened 
in  consequence  of  failure  to  realize  that  an  exceptionally  thick  and 
vascular  sac  might  be  one  of  this  character.     I  did  it  this  year  (see 
Case  7),  and  I  have  seen  it  done  before.     In  other  instances  the  bowel 
has  been  so  damaged,  from  interference  with  its  vascular  supply,  that 
gangrene  or  sloughing  of  it  followed  the  operation.     On  other  occa- 
sions, and  more  than  once,  I  have  seen  no  sac  found,  because  there 
was  none  there.     If  a  rule  I  insist  upon,  that  the  side  with  the  hernia 
shall  be  marked  with  indelible  ink  the  night  before  the  operation, 
has  been  carried  out,  the  wrong  side  cannot  be  operated  upon. 

6.  As  soon  as  the  sac  is  clearly  exposed,  it  is  opened,  and  the 

*  The  coverings  should  be  divided  longitudinally,  and  with  care  to 
avoid  damage  to  the  genital  branch  of  the  genito-crural  nerve,  which 
supplies  the  cremaster  muscle.  Division  of  it  causes  dropped  testicle,  and 
the  patient  has  difficulties,  especially  in  riding  a  horse  or  a  bicycle. 
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cut  edges  of  it  are  caught  in  catch  forceps.  If  it  has  contents,  they 
are  reduced,  but  so  far  as  possible  this  should  have  been  done  before 
the  operation.  Intestine  may  be  quite  difficult  to  reduce  with  the 
sac  open,  and  the  shock  and  danger  of  the  operation  are  increased  by 
manipulation  and  chilling  of  the  exposed  intestine.  There  is  no 
excuse  for  cutting  off  omentum,  unless  it  is  so  damaged  or  so  hard 
as  to  be  irreducible.  Every  bleeding  point  on  it  should  be  ligatured  ; 
and  if  masses  of  it  have  to  be  tied,  the  portions  included  in  the  liga- 
tures should  be  transfixed,  and  very  small  portions  taken  in  the 
ligature  bite.  Slipped  ligatures  and  haemorrhage  from  the  omentum 
have  caused  a  number  of  deaths.  The  difficulties  of  returning 
omentum  ligatured  in  large  masses  have  necessitated  division  of  the 
hernial  orifice,  and  have  thus  increased  the  chance  of  septic  infection 
of  the  stump,  adding  thereby  to  the  risk  of  failure,  and  in  addition 
to  the  percentage  mortality  of  the  operation.  With  a  finger  in  the 
sac  as  a  guide,  the  sac,  and  it  alone,  is  peeled  out  of  its  coverings. 
This  can  be  done  most  readily  with  a  pair  of  good  dissecting  forceps. 
A  mistake  can  arise  here,  from  trying  to  take  away  more  than  the 
peritoneal  sac.  The  spermatic  cord  lies  next  to  the  peritoneum,  and 
difficulties  arise  in  the  isolation  of  this,  if  the  outside  of  the  sac  is  not 
closely  followed.  This  is  more  especially  true  of  congenital  cases,  in 
which  the  ordinary  layer  of  subperitoneal  fat  is  absent,  and  the 
elements  of  the  cord  are  spread  out ;  in  children,  too,  these  are  very 
delicate.  Under  these  circumstances  it  is  easy  to  tear  through  or 
divide  the  vas  deferens,  and  this  accident  has  occurred  to  the  most 
skilful  operators.  It  can  only  be  avoided  by  bearing  the  danger  in 
remembrance,  and  by  the  exercise  of  great  patience -and  care. 

Another  danger  previously  mentioned  was  particularly  impressed 
upon  me  by  a  calamitous  experience  of  it  (wound  of  the  bladder). 

A  localized  fatty  deposit  on  the  inner  side  of  the  sac  should 
suggest  the  urinary  bladder,  and  it  must  be  remembered  that  a  diver- 
ticulum  of  it  may  be  drawn  out  by  the  sac. 

More  than  once  I  have  seen  a  urinary  fistula  in  the  groin  develop 
after  an  operation  for  the  radical  cure  of  inguinal  hernia,  probably 
owing  to  the  ligation  of  a  portion  of  the  bladder  along  with  the  sac. 
The  fistulous  opening  in  these  cases  has  always  closed  spontaneously, 
but  the  operation  has  failed  to  effect  a  radical  cure  of  the  hernia,  from 
infection  of  the  wound. 

On  one  occasion  also  I  operated  upon  a  middle-aged  man  for 
the  removal  of  a  bladder  stone  by  lithotrity.  Towards  the  termina- 
tion of  the  operation  a  large  mass  jammed  in  the  lithotrite  and 
prevented  the  instrument  from  closing,  nor  could  I  shake  the  body 
out.  On  forcibly  withdrawing  the  clogged  instrument,  I  found  the 
cause  of  the  difficulty  to  be  a  thick  silk  ligature.  The  history  he  gave 
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was  that  fifteen  months  previously  he  had  undergone  an  operation 
for  rupture,  that  blood  had  been  passed  in  the  urine  after  the 
operation,  and  that  some  urinary  trouble  had  existed  since.  His 
rupture  remains  uncured. 

7.  The  spermatic  cord  is  isolated  by  tearing  through  its  posterior 
connections,  and  is  then  looped  up  and  held  forward  on  a  blunt  hook. 

8.  The  sac  is  separated  well  into  the  abdomen,  and  the  finger 
passed  under  the  outer  arched  fibres  and  beneath  the  transversalis 
and  the  internal  and  external  oblique  muscles,   up  in  the  direction 
of  the  anterior  superior  iliac  spine.     A  blunt  hook  drags  the  outer 
angle  of  the  skin  wound  in  the  same  direction,  and  a  pair  of  suitable 
forceps  are  pushed  through  the  muscles  on  to  the  finger.     The  forceps 
are  guided  by  the  finger  down  the  inguinal  canal,  and,   seizing  the 
fundus   of  the  sac,   draw  it  tightly  upwards   through  the  muscular 
opening.     The  neck   so  formed   is   securely  sutured  to  the   external 
oblique  muscle,  and  the  slack  of  the  sac  is  then  cut  off. 

For  some  three  or  four  years  I  did  not  remove  the  sac,  but  laid 
it  over  and  sutured  it  about  the  line  of  incision  in  the  external  oblique. 
In  about  5  per  cent  of  cases  the  sac  sloughed  and  caused  trouble,  and, 
after  recurrence  of  the  hernia  into  the  old  sac  in  two  cases,  I  abandoned 
this  method,  as  also  a  plan  which  I  occasionally  adopted  of  using  the 
sac  as  a  suture  for  the  external  oblique.  In  congenital  cases  the  sac 
is  cut  through  above  the  testicle,  and  the  upper  portion  is  treated  in 
a  similar  way  to  an  ordinary  sac.  The  lower  portion  of  peritoneal  sac 
surrounding  the  testicle  is  left  open,  as  I  found,  in  my  earlier  experi- 
ence, an  occasional  hydrocele  develop  in  cases  where  it  had  been 
closed  by  a  fine  continuous  suture. 

When  the  testicle  is  undescended,  it  is  taken  away  along  with 
the  sac,  if  the  opposite  one  is  a  normal  organ.  If  not,  the  testicle 
is  drawn  down  into  the  scrotum  ;  or,  if  this  cannot  be  done,  reduced 
into  the  abdomen  and  retained  there. 

In  the  case  of  a  middle-aged  man,  with  hernia  complicated  by 
undescended  testicle,  I  ligatured  the  cord  and  the  hernial  sac  together. 
On  visiting  him  two  hours  after  the  operation,  I  found  him  very  ill, 
and  obviously  suffering  from  haemorrhage.  Nothing  was  to  be  seen 
externally,  but  on  opening  the  wound  it  was  clear  that  the  spermatic 
artery  had  slipped  from  the  ligature  and  was  bleeding  still.  His 
abdomen  was  full  of  blood.  With  the  help  of  a  nurse,  who  adminis- 
tered the  anaesthetic,  I  had  to  open  his  abdomen  to  wash  it  out,  and 
to  secure  the  spermatic  artery.  After  an  hour  of  the  hardest  and 
most  anxious  work  I  ever  had,  the  operation  was  completed  to  my 
satisfaction.  My  efforts  were  rewarded  by  the  man's  recovery.  Ever 
since,  the  divided  spermatic  cord  has  received  most  careful  attention 
from  me. 
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9.  The  arched  fibres  of  the  internal  oblique,  and  the  conjoined 
tendon,   are  sutuivd    under  the  cord  to  the  deep  part  of  Poupart's 
ligament.     In  carrying  out  this  part  of  the  operation,  the  proximity 
of  the  external  iliac  vessels  must  be  borne  in  mind.     The  artery  can 
be  felt  beating  close  to  and  under  the  centre  of  the  ligament ;    the 
vein  lies  on  its  inner  side.     To  do  this  part  of  the  operation  safely, 
it  would  be  well  for  the  beginner  to  fix  and  draw  forward  Poupart's 
ligament  with  catch  forceps  before  passing  the  needle  through  it. 

For  the  muscular  sutures  I  always  use  chromicized  No.  8  catgut, 
i.e.,  No.  19  standard  wire  gauge,  and  an  ordinary  Hagedorn  needle, 
or  one  of  my  own  pattern  resembling  it.  The  upper  suture  does  not 
pass  under  the  cord,  but  above  it,  leaving  only  a  sufficient  muscular 
opening  for  the  cord  to  pass  through.  In  direct  hernia,  or  in  old- 
standing  cases,  when  the  opening  is  large  and  the  conjoined  tendon 
too  much  displaced  or  inefficient,  the  inner  half  of  the  canal  is  closed 
by  transplantation  of  the  rectus  muscle,  the  outer  portion  of  the 
sheath  of  this  muscle  being  opened  and  the  muscle  drawn  down  to 
Poupart's  ligament  by  sutures  replacing  or  strengthening  the  con- 
joined tendon.  The  inguinal  canal  is  thus  entirely  closed  except 
where  the  cord  emerges,  and  the  cord  itself  rests  on  the  muscular 
floor  so  formed.  The  ilio-inguinal  nerve  is  displaced  either  upwards 
upon,  or  under,  the  muscles  previous  to  their  suture. 

10.  The  incision  in  the  external  oblique  muscle  and  aponeurosis 
is  closed  over  the  cord,  leaving  an  external  ring  only  large  enough 
for  its  exit  by  interrupted  sutures  of  No.  4  chromicized  catgut,  i.e., 
No.  23  standard  wire  gauge,  the  cord  being  drawn  down  by  dragging 
on  the  testicle  through  the  scrotum. 

11.  The  subcutaneous  fat  and  deep  layers  of  the  skin  are  tacked 
down  by  three  or  four  sutures  to  the  external  oblique. 

12.  A  subcuticular  suture  of  fine  catgut  closes  the  skin  wound. 
During  the  operation  all  bleeding  points  are  carefully  picked  up 

and  secured  by  torsion  or  by  a  fine  catgut  ligature. 

On  the  day  following,  an  elastic  spica,  or  St.  Andrew's  cross 
bandage,  is  carefully  applied  over  the  dressing,  which  is  then  left 
unchanged  for  ten  days.  The  patient  should  be  kept  in  bed  for  three 
weeks,  and  from  heavy  exertion  for  three  months.  No  special  after- 
treatment  is  required,  though  occasionally  retention  of  urine  may 
necessitate  the  use  of  the  catheter. 

In  the  female  the  steps  of  the  operation  are  similar,  except  that 
the  round  ligament  is  left  undisturbed,  and  the  internal  oblique  and 
conjoined  tendons  are  sutured  over  instead  of  under  it.  In  children 
the  cord  is  not  displaced,  and  is  treated  in  the  same  way  as  the  round 
ligament  in  the  female,  i.e.,  placed  under  the  muscle.  We  have  found 
that  it  is  not  sufficient  in  them  to  remove  the  sac  only. 
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FEMORAL  HERNIA. — (A)  Diagnosis. — It  is  rarely  met  with  in 
children,  and  is  not  common  in  men.  The  swelling  is  seldom  large, 
rarely  exceeding  a  Tangerine  orange  in  size. 

It  may  be  confounded  with  the  following  :— 

1.  Subperitoneal  Lipoma. — This,  with  which  a  hernial  sac  is  here 
often  associated,  closely  simulates  femoral  hernia,  but  the  impulse  on 
coughing  is   absent,   and  it  is   irreducible.      The   same  is  true  of   a 
hernia    containing   adherent  omentum ;    but   the   pedicle,    absent   in 
lipoma,  can  be  traced  into  the  femoral  ring. 

2.  Enlarged  Glands. — These  are  firmer  than  a  hernia,  and  if  they 
can  be  raised  up  are  found  to  have  no  pedicle.     A  primary  infective 
focus  may  be  discoverable.     If  a  femoral  hernia  suppurates — a  rare 
event — diagnosis  from  inflamed  glands  may  be  impossible. 

3.  Psoas  Abscess. — This   often   resembles  very  closely  a   femoral 
hernia.     It  may  be  traced  back  under  the  femoral  vessels  to  their 
outer  side  ;   it  fluctuates  from  the  abdomen  to  the  thigh,  and  its  spinal 
origin  may  be  evident. 

4.  Femoral  or  Saphenous  Varix. — During  the  last  quarter  of  the 
year  I  saw  a  patient  who  had  worn  a  truss  eleven  years  for  saphenous 
varix,  and  the  diagnosis  had  not  been  questioned  till  the  time  of  my 
visit,  when  the  varix  had  become  thrombosed.     The  impulse  in  varix 
is  a  fluid  thrill,  and  though  the  swelling  disappears  on  assuming  the 
horizontal  posture,   unlike   a  hernia,   it  reappears  when  the  patient 
stands,  in  spite  of  a  restraining  finger  over  the  femoral  canal. 

(B)  Treatment. — A  satisfactory  truss  is  more  difficult  to  obtain 
for  this  than  for  inguinal  hernia  ;  the  risks  of  strangulation  in  conse- 
quence of  this  and  of  the  narrow,  rigid  opening  through  which  the 
bowel  passes,  are  greater,  and  the  probabilities  of  cure  by  truss  treat- 
ment are  very  small.  Unless  there  are  good  reasons  against  it,  opera- 
tion should  therefore  be  advised. 

The  operation  I  have  adopted  in  ordinary  cases  is  as  follows  : — 

1.  An  oblique  incision  below  and  parallel  to  Poupart's  ligament, 
exposing  the  sac. 

2.  The   sac   is   opened,    and   its   contents,   if  any,    are   returned. 
Rarely  an  ovary,  or  the  caecum  and  appendix,  and  still  more  rarely 
the  bladder,  may  be  found. 

3.  The  cut  edges  of  the  sac  are  caught  in  clip  forceps,  and,  with 
a  finger  in  the  sac,  it  is  stripped  out  by  a  pair  of  dissecting  forceps 
until  the  neck  of  the  sac  is  drawn  well  out  of  the  canal. 

4.  The  sac  above  its  neck  is  transfixed  by  sinus  forceps,  and  tied 
with  thick  catgut  and  a  Staffordshire  knot. 

5.  The  femoral  ring  is  closed  by  catgut  sutures  through  Poupart's 
ligament  in  front  and  Cooper's  ligament  behind.     If  the  needle  passes 
down  to  the  pubic  bone  behind,  Cooper's  ligament  cannot  be  missed. 
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The  ring  is  closed  by  tying  these  sutures  as  firmly  as  possible  without 
damage  to  the  femoral  vein,  which  lies  immediately  to  the  outer  side 
of  the  last  suture. 

The  most  curious  case  that  has  come  under  my  care  for  radical 
cure  was  that  of  a  healthy  woman,  sent  by  Dr.  Thomson,  of  Gateshead. 
The  history  she  gave  was  one  of  strangulated  hernia,  followed  after 
a  serious  illness  by  spontaneous  relief  and  discharge  of  faecal  fluid 
through  the  groin.  A  partial  enterocele  had  become  gangrenous,  an 
abscess  had  formed  and  burst,  and  her  life  was  saved  by  the  formation 
of  a  faecal  fistula.  This  is  more  likely  to  occur  in  the  femoral  region 
than  elsewhere,  because  it  is  chiefly  here  that  small  portions  of  the 
bowel  wall  only  are  likely  to  become  strangulated.  When  I  first 
saw  her,  the  appearances  were  remarkable.  Hanging  from  her  groin 
was  a  long  sausage-shaped  swelling,  reaching  well  down  the  thigh, 
and  this  was  in  constant  movement.  It  was  a  coil  of  intestine,  pro- 
lapsed and  turned  inside  out  through  an  intestinal  opening  adherent 
to  the  skin,  covering  a  large  femoral  hernia.  An  operation  for  the 
repair  of  the  fistula,  and  radical  cure  of  the  hernia,  was,  and  continues 
to  be,  entirely  successful,  ten  years  later.1 

In  unsatisfactory  subjects,  such  as  those  possessed  of  the  hernia 
conformation  of  Lockwood,  or  in  whom  the  hernial  orifice  is  of  large 
size,  the  simple  operation  described  above  may  be  replaced  by  one 
more  complicated.  In  them  I  perform  the  operation  described  by 
Mr.  Parry,  of  Glasgow,  the  principle  of  which  is  similar  to  that 
described  for  inguinal  hernia.  The  conjoined  tendon  and  arched 
fibres  of  the  internal  oblique,  after  being  exposed  in  the  inguinal  canal, 
are  drawn  down  from  above  and  sutured  to  Gimbernat's  and  Cooper's 
ligaments  below,  thus  closing  entirely  and  from  above  the  femoral 
canal.  The  principle  of  this  operation  is  so  good  that  failure  is  im- 
probable, but  a  sufficient  time  has  not  yet  elapsed  since  the  operation 
was  published  for  me  to  offer  statistics  as  to  permanent  results. 

UMBILICAL  HERNIA. — Three  varieties  of  this  form  of  hernia  are 
recognized — (1)  Congenital  hernia  ;  (2)  Children's  hernia  ;  (3)  Adultst 
hernia. 

1.  Congenital  Hernia. — This  is  rare,  and  is  improperly  described 
as  a  hernia,  for  it  depends  on  arrest  of  development  and  imperfect 
closure  of  the  anterior  abdominal  walls  over  the  abdominal  contents, 
which  escape  through  the  opening  left.  It  may  vary  in  size  from  a 
slight  thickening  at  the  umbilical  attachment  of  the  cord,  to  a  swelling 
which  includes  the  liver,  spleen,  and  other  viscera.  The  coverings 
are  translucent,  and  the  contents  of  the  swelling  may  be  seen  through 
them.  If  a  small  defect  only  is  present,  it  may  be  overlooked  and 

1  Northumberland  and  Durham  Medical  Journal,  January  1,  1903,  p.  121. 
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regarded  merely  as  a  thickening  of  the  cord,  the  intestine  lying  in  the 
substance  of  the  umbilical  cord  without  any  peritoneal  sac.  In  such 
a  case,  portions  of  the  intestine  have  been  tied  in  the  ligature  applied 
to  the  cord,  and  the  true  condition  has  only  been  realized  when  death 
from  septic  peritonitis  followed  natural  separation  of  the  cord. 

For  the  more  formidable  conditions  nothing  can  be  done,  and 
the  babies  all  die.  For  the  remainder  it  is  important  to  remember 
that  immediate  operation  has  given  good  results,  which  cannot  be 
said  of  any  other  treatment,  except  in  the  smallest  examples.  Only 
these  are  capable  of  cure  without  operation,  and  they  can  be  treated 
after  reduction  by  ligaturing  and  cutting  off  as  much  of  the  cord  as 
is  safely  possible,  dusting  the  stump  with  an  antiseptic  powder,  and 
dressing  with  a  pad  of  dry  boracic  lint  strapped  on  by  sticking-plaster, 
which  must  be  worn  continuously. 

The  steps  of  the  radical  operation  are — first  to  reduce  the  viscera 
into  the  abdominal  cavity,  then  to  excise  the  swelling  and  the  attach- 
ment of  the  cord,  and  finally  to  suture  the  opening  left. 

2.  Umbilical  Hernia  in  Children. — In  a  normal  child  the  umbilical 
ring  is  just  of  sufficient  size  to  allow  of  the  passage  of  the  vessels  of 
the  cord.     When  the  cord  drops  off,  if  the  intra-abdominal  tension 
is  increased,   as  so  frequently  occurs  in  children  improperly  fed  or 
with  digestive  disturbances,  the  umbilical  cicatrix  may  bulge,  and  a 
hernia  may  develop.     The  swelling  appears  about  the  sixth  month, 
and  has  a  conical  shape  ;   it  seldom  reaches  a  large  size,  strangulation 
in  it  is  very  rare,  and  spontaneous  cure  of  it  usually  occurs  before 
the  fourth  year.     I  have,  however,  had  to  operate  on  two  children, 
age   seven,    members   of  one   family,  whose   hernia,   in   spite   of  the 
greatest   care,  refused   to   get   well  with   pads    and  trusses   of   every 
conceivable  variety. 

The  treatment  is  simple,  and  no  complicated  apparatus  is  so 
good  as  the  simple  old-fashioned  pad  and  strapping.  The  pad  can 
be  made  of  a  round  flat  cork,  covered  by  lint,  large  enough  to  reach 
well  beyond  the  edges  of  the  umbilical  ring,  and  fixed  by  a  broad  strap 
of  india-rubber  or  other  non-irritating  waterproof  plaster,  passed  round 
the  body  and  worn  continuously.  Attention  must  be  devoted  to 
the  feeding  of  the  child  and  the  condition  of  its  bowels,  and  to  coughs 
or  difficulty  in  micturition,  or  anything  else  likely  to  cause  abdominal 
distention  or  straining.  As  a  rule,  one  year  of  such  treatment 
suffices  for  a  cure  ;  if  not,  operation  is  necessary.  The  operation 
is  removal  of  the  sac,  and  suture  of  the  ring. 

3.  Umbilical  Hernia  in  Adults. — This   occurs  most  frequently  in 
stout  women,  mothers  of  large  families,  obesity  and  pregnancy  both 
acting  as  predisposing  causes,  by  stretching  the  umbilical  cicatrix. 

The  size  of  the  swellings  may  vary  from  that  of  a  walnut  to  that 


SURGICAL     CONTRIBUTIONS— ABDOMINAL  585 

of  an  adult  head.  Owing  to  their  exposed  situation,  they  are  liable 
to  attacks  of  inflammation,  and  from  this  result  adhesions,  omental 
frequently  and  intestinal  occasionally.  The  covering  is  thin  and  ill- 
nourished,  and  ulceration  of  the  exposed  and  irritated  surface  is  not 
uncommon  in  neglected  individuals. 

Some  years  ago  I  attended  a  woman  who  had  been  suffering 
from  such  a  neglected  ulcer  on  the  coverings  of  a  large  umbilical 
luTiiia.  During  a  fit  of  coughing  the  hernial  coverings  tore  through 
the  ulcerated  area,  the  greater  part  of  her  small  intestines  were 
extruded  through  the  opening,  and  when  I  saw  her  she  was  sitting 
in  a  chair  nursing  her  intestines,  which  were  covered  only  by  a  dirty 
towel.  Death  from  septic  peritonitis  was  the  result  of  this  accident. 

The  sac,  as  it  gradually  grows,  tends  to  become  loculated,  and 
in  old-standing  cases  many  loculi  are  found,  some  filled  with  adherent 
omentum,  some  with  intestine.  Occasionally,  the  whole  sac  is  lined 
with  omentum,  and  the  herniated  intestine,  frequently  transverse  colon, 
has  for  its  coverings  an  omental  as  well  as  the  ordinary  peritoneal  sac. 

Strangulation  of  the  contents  is  far  from  uncommon,  and  the 
operation  for  its  relief  is,  in  consequence  of  the  difficulties  met  with, 
followed  by  a  high  mortality. 

The  treatment  is  palliative  or  radical.  Palliative  treatment, 
by  pads  and  bandages  or  trusses,  may  be  the  only  justifiable  course, 
the  variety  of  these  articles  recommended  being  eloquent  testimony 
to  the  difficulties  encountered.  If  the  hernia  is  reducible,  the  most 
generally  satisfactory  appliance  is  a  strong  and  simple  abdominal 
bandage  with  a  big  flat  pad  ;  if  it  is  irreducible,  the  best  that  can  be 
done  is  to  try  to  prevent  an  increase  of  its  size  by  a  cup-shaped  pad 
and  suitable  belt. 

Treatment  by  operation  should  be  more  frequently  undertaken 
than  it  is,  and  it  should  be  done  when  the  hernia  is  small  and  reducible. 
No  other  method  will  cure  it ;  the  difficulties  of  restraining  it  are 
great ;  strangulation  is  to  be  dreaded  ;  and  the  rule  should  be  that 
every  such  hernia  in  a  healthy  person  should  be  treated  by  operation.* 
The  operation  is  also  to  be  strongly  advised  in  cases  liable  to  strangu- 
lation, when  the  swelling  is  painful  and  irreducible,  and  when  the 
skin  covering  is  extensively  ulcerated. 

The  operation  is  performed  in  the  following  steps  :  (1)  The  skin 
incision — long,  transverse,  enclosing  the  stretched  skin  in  an  ellipse. 
(2)  Opening  the  sac  and  reducing  the  contents.  Adherent  omentum 
and  intestine  are  separated,  taking  care  not  to  tear  the  bowel,  and 
all  bleeding  points  on  either  are  tied  with  fine  catgut.  To  reduce 
the  contents  easily  and  without  bruising,  it  is  usually  necessary  and 

*  This  truth,  though  not  even  yet  generally  recognized,  is  of  great 
importance. 


586  RUTHERFORD     MORISON 

advantageous  to  enlarge  the  opening  downwards  in  the  linea  alba. 
(3)  Excision  of  the  whole  sac.  (4)  Suture  of  the  opening  by  catgut 
through  the  cut  peritoneum  and  fibrous  edges.  (5)  Inversion  of  the 
sutured  ring,  and  careful  broad  apposition  of  the  bared  anterior  sheath 
of  the  rectus  over  it,  making  a  keel  towards  the  abdominal  cavity.* 
(6)  Suture  of  the  subcutaneous  fat  and  deep  layers  of  the  skin  to  the 
aponeurosis,  and  suture  of  the  skin  after  the  formation  of  a  button-hole 
opening  in  the  upper  or  lower  flap,  for  the  introduction  of  a  drainage 
tube  into  the  depths  of  the  wound. 

I  have  long  since  ceased  to  carry  out  the  more  elaborate 
operations  described  in  surgical  works.  It  seems  a  reasonable  sugges- 
tion, from  an  arm-chair,  to  open  the  sheath  of  the  recti  and  bring  the 
muscles  together  over  the  opening  in  the  middle  line.  The  attempt 
to  do  so  on  the  operating  table  is  generally  worse  than  useless,  for 
the  muscles  are  often  so  far  apart  that  they  cannot  be  drawn  together 
when  found  ;  and,  in  the  fat  subjects  of  umbilical  hernia,  are  so  brittle 
as  not  to  be  worth  bringing  into  apposition  when  they  are  found.  The 
result  of  such  an  operation  is  to  weaken  and  damage  the  abdominal  wall. 

The  operation  for  a  large  irreducible  umbilical  hernia  is  always 
serious,  sometimes  attended  with  very  grave  difficulties.  The  latter 
are  all  overcome  by  patience  and  care,  and,  considering  the  suffering 
and  danger  occasioned  by  such  herniae,  I  advise  operative  treatment 
much  more  frequently  than  is  allowed  to  be  justifiable  in  works  on 
the  subject.  Though  a  radical  cure  cannot  be  promised,  the  patient 
can  be  made  comfortable,  and  may,  by  continually  wearing  an  easy 
belt,  live  without  risk  of  strangulation. 

Perhaps  one  of  the  greatest  dangers  of  the  operation  concerns 
the  administration  of  the  anaesthetic.  A  patient  on  whom  I  had 
completed  the  operation,  only  the  wound  dressing  remaining,  began 
to  retch  and  tried  to  vomit.  No  one,  who  has  not  experienced  the 
power  of  the  diaphragm  in  these  stout  patients,  can  form  any  fair 
estimate  of  its  capacity.  This  case  supported  my  belief  that  the 
diaphragm  can  burst  any  ordinary  thing  in  the  way  of  sutures  or 
dressings,  for,  in  the  act  of  retching,  the  sutures  tore  through,  and 
before  anything  could  be  done,  nearly  all  the  small  intestines  were 
shot  out  on  to  the  surrounding  towels.  After  the  patient  had  been 
put  deeply  under  the  anaesthetic,  the  abdominal  contents  were 
replaced,  and  the  wound  was  examined.  Some  of  the  sutures  were 
found  to  have  torn  through  the  tissues,  others  had  yielded  at  their 
knots,  and  others  were  cracked  and  broken.  The  sutures  were  re- 
placed, and  the  patient  was  kept  deeply  anaesthetized  till  the  dressing 

*  It  is  best  to  insert  the  sutures  for  making  the  keel  before  closing  the 
ring.  A  finger  inside  protects  the  peritoneum  whilst  mattress  sutures  take 
a  good  bite  of  the  rectus  and  its  sheath. 
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s  completed.  She  suffered  from  shock,  but  recovered.  Another 
patient,  subject  to  attacks  of  bronchitis,  developed  pneumonia 
immediately  after  the  operation.  At  the  end  of  the  first  week,  during 
a  violent  fit  of  coughing,  her  intestines  were  extruded.  They  were 
washed  in  warm  saline  and  replaced.  The  deep  wound  was  brought 
together  by  strong  silver- wire  sutures,  passed  through  the  whole 
thickness  of  the  abdominal  wall,  and  included  the  inner  half  of  the 
two  recti  muscles.  The  skin  wound  was  closed  independently.  She 
died  from  pneumonia  a  few  days  later.  Post-mortem  examination 
showed  that  the  deep  parts  of  the  wound  were  open,  and  the  intestines 
were  lying  under  the  skin.  The  silver-wire  sutures  were  loose,  having 
cut  through  the  peritoneum  and  fibrous  and  muscular  structures  of 
the  abdominal  wall.  The  sutures  I  ordinarily  use  are  of  catgut ; 
silk  and  wire  diminish  the  risk  mentioned  little,  if  at  all,  and  there  are 
serious  objections  to  both.  After  the  application  of  a  dressing,  the 
wound  is  supported  by  long,  broad  strips  of  strong  adhesive  strapping, 
and  these  are  applied  in  a  special  manner.  The  first  strap  passes 
from  the  lower  ribs  behind  over  the  centre  of  the  abdomen  to  the 
back  of  the  pelvis  on  the  opposite  side;  the  second,  from  the  pelvis 
to  the  back  of  the  ribs  on  the  opposite  side,  one  crossing  the  other 
at  the  dressings  over  the  wound  ;  and  a  third  is  carried  transversely 
over  the  umbilical  site,  from  the  back  of  one  ileo-costal  space  to  the 
other.  These  straps  I  call  after  the  respective  muscles  they  represent 
— the  external  oblique,  internal  oblique,  and  transversalis.  They  are 
a  strong  support,  and,  unlike  simple  transverse  straps,  allow  for  some 
tympanitic  distention  in  the  parts  of  the  abdomen  uncovered  by  them. 
A  narrow,  firm,  many-tailed  bandage  completes  the  dressing.  As 
soon  as  the  patient  has  recovered  from  the  effects  of  the  anaesthetic, 
the  head  and  shoulders  should  be  raised,  and  the  knees  supported  on 
pillows,  to  relax  the  anterior  abdominal  wall. 

VENTRAL  HERNIA. — Spontaneous  forms  appear  most  frequently 
above  the  umbilicus,  where  the  linea  alba  is  broadest,  and  normally 
has  a  less  loose  structure  than  elsewhere.  In  the  middle  line  and 
above  the  umbilicus  a  special  interest  attaches  to  them,  because  they 
are  frequently  associated  with  dyspeptic  symptoms,  said  to  be  due  to 
dragging  on  the  omentum.  Before  concluding  that  stomach  sym- 
ptoms are  the  result  of  an  epigastric  hernia,  it  is  wise  to  exclude  every 
other  known  cause ;  and  even  when  this  has  been  done,  it  is  not  safe 
to  promise  that  cure  of  the  hernia  will  be  followed  by  disappearance 
of  dyspepsia.  Herniae  of  this  kind  seldom  reach  a  large  size.  The 
bulk  of  the  swelling  consists  of  subperitoneal  fat,  in  which  is  found 
a  small  sac,  and  this  may  or  may  not  have  adherent  omentum  in  it. 

The  most  frequent  cause  of  ventral  hernia  is  traumatism  ;  and 
of  late  years  abdominal  operations,  followed  by  unsatisfactory  closure 
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of  the  abdominal  walls,  have  produced  an  abundant  crop  of  hernise 
through  the  scar.  The  majority  occur  below  the  umbilicus,  because 
this  has  been  the  most  favoured  operative  site.  The  larger  are,  like 
umbilical  herniae,  only  to  be  cured  by  difficult  and  serious  operations ; 
when  small  and  reducible,  operation  is  safe,  and  the  result  satisfactory. 

Treatment. — Some  of  the  larger  varieties  are  most  safely  dealt 
with  by  a  supporting  bandage. 

Operation  should  be  performed  on  all  others  in  persons  of  fair 
health  and  not  of  too  advanced  age.  In  each  situation  the  details 
of  the  operation  differ,  but  the  principles  in  all  are  to  remove  scar 
tissue,  and  to  close  the  opening  in  the  abdomen  by  layer  sutures  of 
healthy  to  healthy  tissues,  leaving  a  barrier  as  thick  as  possible  against 
recurrence.  Besides  hernia  from  open  wounds,  traumatism  may 
result  in  hernise  from  subcutaneous  rupture  of  muscles,  and  these  are 
most  frequently  found  in  the  neighbourhood  of  the  rectus  and  as 
lumbar  hernias.  The  treatment  of  them  is  similar  to  that  of  the  last 
variety,  namely,  to  remove  scar  tissue  and  to  close  the  abdominal 
opening  in  layers  by  the  broad  apposition  of  healthy  structures. 

THE  ACCIDENTS  OF  HERNIA. — 1.  Strangulation. — Strangulation  of 
a  hernia  is  perhaps  the  most  serious  and  most  important  of  surgical 
emergencies.  So  serious  is  it,  that  death  is  practically  certain  if  it 
be  overlooked  or  neglected  ;  so  important,  that  if  recognized  and 
properly  treated,  recovery  is  practically  assured. 

(A)  Diagnosis. — If  a  hernial  swelling  which  has  been  soft,  pain- 
less, tympanitic,  and  reducible,  suddenly  becomes  hard,  tender,  dull 
on  percussion  and  irreducible,  strangulation  in    it  has    occurred.     A 
hard  swelling  at  any  of  the  hernial  sites,  accompanied  by  symptoms 
of  intestinal  obstruction,  is  not  likely  to  be  an  inflamed  lymphatic 
gland   or   irritated   undescended   testicle,   but   a   strangulated   hernia 
requiring    immediate     reduction.     Many     fatal    mistakes     could     be 
avoided  if  students  were  taught  that  in  every  case  of  abdominal  pain 
and  vomiting  it  was  their  first  duty  to  examine  the  hernial  sites. 
Intestinal  obstruction  symptoms,  with  absence  of  a  testicle  on  one 
side  of  the  scrotum,   suggests,   even  in  the  absence  of  an  external 
swelling,  that  strangulated  hernia  may  be  the  cause.     After  a  large 
dose  of  opium,  and  after  gangrene  of  the  gut,  the  urgent  symptoms 
may  all  disappear,  and  this  has  to  be  remembered  in  making  a  dia- 
gnosis.    The  personal  factor,  too,  must  be  borne  in  mind  as  influencing 
the  symptoms.     A  strong-willed  powerful  man  may  walk  into  hospital 
with  gangrene  of  the  gut,  but  present  little  evidence  of  so  serious  a 
lesion,  except  the  cessation  of  previous  symptoms. 

(B)  Treatment. — There   is    only   one   treatment   for   strangulated 
hernia,  and  that  is  immediate  reduction  of  the  hernia.     This  may  be 
accomplished  by  either  taxis  or  operation  ;     and  there  is  no  excuse 
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for  a  medical  man  who  leaves  his  patient  with  the  hernia  unreduced 
for  any  longer  than  is  necessary  to  make  arrangements  for  the  proper 
performance  of  the  operation.  I  confess  to  a  fear  of  taxis,  from 
having  seen  calamities  follow  it  that  would  certainly  have  been  avoided 
by  herniotomy.  More  than  once  I  have  observed  reduction  en  masse 
follow  what  appeared  to  be  gentle  and  satisfactory  manipulation  by 
skilled  hands.  It  is  time  that  the  mention  of  taxis,  as  the  ordinary 
treatment  for  strangulated  hernia,  should  be  expunged  from  surgical 
text-books.  It  should  only  be  borne  in  mind  as  a  special  resource 
for  very  early  and  exceptionally  situated  cases,  and  as  an  inducement 
to  patients  too  timid  to  face  straightly  the  inevitable. 

The  operation  is  performed  in  the  same  manner  as  that  for  the 
radical  cure  of  hernia,  as  previously  described.  Only  the  points 
special  to  the  operation  for  strangulated  hernia  need  be  dealt  with 
here.  In  inguinal  cases  the  ordinary  incision  should  be  prolonged 
downwards  into  the  scrotum,  to  give  free  access.*  The  sac  is  exposed 
by  division  of  the  layers  covering  it  between  two  pairs  of  clip  forceps, 
by  which  they  are  nipped  up  and  drawn  forwards.  The  sac  is  opened 
and  washed  with  hot  salt  water  (1  drachm  to  a  pint)  ;  the  constriction 
is  relieved,  the  contents  drawn  down  and  carefully  examined,  and  the 
operation  completed  by  performing  a  radical  cure  in  all  early  cases. 

The  ordinary  operation  is,  as  a  rule,  easy,  though  difficulties  of 
the  most  confusing  kind  are  occasionally  met  with.  The  most 
important  difficulty  in  ordinary  cases  is  that  of  recognizing  when  the 
sac  is  opened  and  the  gut  exposed.  The  operation  should  be  done 
steadily  and  systematically  as  soon  as  the  neighbourhood  of  the  sac 
is  reached.  It  is  an  excellent  plan  to  nip  up  the  coverings  transversely 
to  the  swelling,  between  the  thumb  and  the  finger,  by  which  an 
estimate  of  their  thickness  may  be  formed,  and  satisfactory  proof 
established  that  they  move  freely  over  the  underlying  gut.  This 
point  settled,  the  same  fold  is  caught  on  either  side  by  haemostatic 
forceps,  between  which  it  is  held  forward  and  divided.  A  fresh  grasp 
is  to  be  taken  on  either  side  in  a  similar  way,  after  the  division  of 
the  first  layers,  until  the  sac  drawn  forwards  away  from  the  bowel  is 
safely  opened.  There  is  no  known  anatomical  or  other  guide  which 
tells  with  certainty  that  bowel  has  been  reached,  but  the  escape  of 
fluid  usually  makes  this  plain  ;  and  it  should  be  regarded  as  an 
aphorism  that,  if  there  is  any  doubt,  the  sac  is  not  opened.  Intestine, 
if  fairly  exposed,  can  scarcely  fail  to  be  recognized  as  such,  and  what 
looks  like  bowel  is  usually  sac  distended  by  fluid.  If  the  fluid  is  dark 
and  bloody,  the  resemblance  to  bowel  is  so  close  that  it  requires  a 
courageous  belief  in  the  probability  of  the  above  statement  to  make 
the  necessary  incision.  In  one  case  I  made  a  post-mortem  in  which 

*  This  is  unnecessary  and  may  be  harmful. 
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hernia  and  sac  were  reduced  en  masse,  from  failure  to  recognize  that 
the  sac  was  unopened  ;  and  I  have  been  called  upon  to  perform 
laparotomy  after  an  operation  for  hernia,  unsuccessful  from  the  same 
cause.  On  the  other  hand,  I  have  only  once  opened  the  bowel  by 
mistake,  and  that  in  a  femoral  hernia  where  the  inflamed  intestine 
was  adherent  to  the  sac  wall.  Careful  cleansing,  followed  by  a  con- 
tinuous suture  through  all  coats  close  to  the  cut  margin,  and  a  few 
Lembert  sutures  outside  of  this,  goes  far  towards  making  the  accident 
inconvenient  rather  than  dangerous.  The  strangulated  contents 
being  certainly  exposed,  the  constricting  part  should  be  fairly  divided 
and  dilated,  and  the  contents  of  the  sac  gently  drawn  down  for 
examination  of  the  strictured  portion,  because  that  is  the  place  where 
damage  is  most  likely  to  have  been  inflicted.  Additional  care  must 
be  taken  in  handling  the  intestine  of  old  people,  for  at  times  (though 
apparently  normal)  it  is  so  brittle  as  to  tear  like  tissue-paper.  If  the 
gut  is  to  be  returned,  this  should  be  accomplished  without  force,  and 
its  presence  in  the  abdominal  cavity  must  be  certified  by  the  intro- 
duction of  a  finger  after  it.  If  omentum  has  to  be  ligatured  and  cut 
off,  and  this  is  only  to  be  done  when  it  is  damaged,  half  an  inch  of 
stump  should  be  left  beyond  the  ligature,  which  is  to  be  tightly  secured 
by  at  all  events  one  transfixion.  Care  must  be  taken  in  reducing 
the  stump  not  to  disarrange  the  ligature,  for  I  have  seen  a  case  in 
which,  at  the  moment  of  somewhat  forcible  reduction  of  the  omental 
stump,  the  ligature  slipped,  haemorrhage  followed,  and  the  wounded 
omentum  was  with  difficulty  recovered  by  forceps  pushed  into  the 
abdomen.  The  patient  died  of  peritonitis,  it  may  fairly  be  said  in  con- 
sequence of  this  accident,  for  the  case  was  otherwise  a  favourable  one. 

As  a  rule  the  sac  may  be  easily  separated  from  its  connections 
by  drawing  on  it  and  teasing  it  out  with  the  fingers  and  dissecting 
forceps.  It  should  then  be  isolated  up  to  a  point  within  the  ring, 
tied  firmly  round  its  neck  with  strong  catgut  and  a  Staffordshire  knot, 
and  cut  off  half  an  inch  outside  of  this.  The  proper  removal  of 
the  sac  is  the  most  important  item  in  the  radical  cure  of  hernia,  as 
ordinarily  performed,  for  by  it  the  peritoneal  dimple  within  the  ring 
is  obliterated,  and  a  month's  rest  with  careful  bandaging  suffices  to 
cure  a  fair  percentage  of  cases. 

For  femoral  hernia  the  incision  I  employ  is  oblique  below  and 
in  the  line  of  Poupart's  ligament.  After  the  sac  has  been  opened 
and  cleansed,  it  is  separated  on  the  inner  side  up  to  Gimbernat's  liga- 
ment. A  hernia  director  is  then  pushed  through  between  the  sac 
and  Gimbernat's  ligament,  and  so  outside  of  the  former.  Gimbernat's 
ligament  is  notched.  The  sac  is  then  further  separated  and  drawn 
down,  and  its  neck  is  divided  from  below  upwards  by  blunt-pointed 
scissors  so  far  as  is  required  to  relieve  the  constriction.  The  object 
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of  this  manoeuvre  is  to  prevent  that  high  notching  of  the  sac  produced 
by  the  usual  cut  made  with  a  bistoury  from  its  inside,  which  prevents 
the  satisfactory  subsequent  closure  of  it  by  ligature. 

The  intestine  may  be  so  much  damaged  as  to  make  its  recovery 
doubtful.  When  it  is  of  a  reddish-brown  or  a  plum  colour,  and  the 
colour  does  not  rapidly  disappear  when  the  constriction  is  relieved, 
or  when  it  is  incapable  of  contracting  if  squeezed  between  the  finger 
and  thumb,  then  one  of  two  courses  may  be  followed — (1)  Immediate 
resection  ;  or  (2)  A  long  suture  should  be  attached  to  the  mesentery, 
the  constriction  should  be  divided,  and  the  bowel  should  be  returned 
into  the  abdominal  cavity,  but  retained  near  the  ring  by  the  mesenteric 
suture  ;  a  full-sized  glass  drainage  tube  is  left  beside  it,  keeping  the 
canal  patent  and  allowing  of  the  escape  of  intestinal  contents,  should 
rupture  occur.  No  sutures,  or  few,  should  be  used  for  the  wound,  and 
the  sac  should  be  left  open,  lightly  packed  with  antiseptic  gauze.  I 
prefer  the  former  of  these  methods  as  being  safer  when  the  circum- 
stances favour  it.  When  gangrene  of  the  gut  has  occurred,  if  it  be 
limited  to  the  constricted  ring,  this  may  be  infolded  by  Lembert's 
sutures  and  returned  to  the  belly.  When  gangrenous  spots  appear 
on  the  convexity  of  the  intestine,  it  should  be  treated  as  if  totally 
gangrenous  already,  for  if  returned  into  the  abdomen,  it  soon  becomes 
so  from  thrombosis  of  the  mesenteric  vessels.  A  portion  of  bowel 
which  is  torn  beyond  repair  during  the  operative  manipulation,  or 
the  mesentery  of  which  is  seriously  damaged,  should  be  resected. 

If  the  intestine  is  already  gangrenous,  there  is  great  difference 
of  opinion  amongst  surgeons  as  to  the  method  of  treatment  to  be 
adopted.  I  wrill  shortly  describe  my  own  practice.  If  the  patient 
is  in  fair  condition,  and  the  abdomen  is  not  distended,  I  perform 
resection  of  the  gangrenous  gut,  taking  care  to  go  wide,  fully  1  inch,* 
of  the  constricted  area,  and  then  make  an  anastomosis.  For  this 
purpose  I  prefer  suture  without  any  mechanical  aid,  and  a  lateral 
anastomosis  after  closure  of  the  ends  ;  but  in  cases  done  with  little 
assistance,  or  in  which  the  operation  has  to  be  performed  hurriedly, 
the  Murphy  button  is  as  excellent  as  it  is  ingenious  (or  my  own  bone 
button  does  well).  If  the  abdomen  is  much  distended,  however  good 
the  condition  of  the  patient  may  be,  I  drain  the  intestine,  leaving  a 
faecal  fistula.  On  opening  the  gangrenous  intestine,  one  of  two  things 
may  happen.  Frequently  the  discharge  is  very  small  in  amount. 
In  that  case  the  opening  must  be  clamped,  the  constriction  must  be 
freely  divided,  a  healthy  portion  of  gut  must  be  draw  down,  and  a 
glass  tube  tied  in  it  for  purposes  of  drainage  ;  if  the  patient  recovers, 
at  a  subsequent  date  resection  of  the  faecal  fistula  is  performed,  and 
anastomosis  made.  Again,  when  the  gangrenous  gut  is  opened, 

*  It  should  be  at  least  half  a  foot. 
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there  may  be  a  free  discharge  of  the  intestinal  contents  following 
the  opening.  In  this  case,  if  the  patient  is  very  feeble,  it  is  as  well 
to  do  nothing  more,  thus  leaving  the  adhesions  round  the  strictured 
bowel  undisturbed  ;  the  faecal  fistula  resulting  may  be  closed  by  a 
subsequent  operation  if  the  patient  recovers,  and  if  it  does  not  do  so 
spontaneously. 

2.  Accumulation  of  Faces  in  the  Prolapsed  Intestine. — This  compli- 
cation is  mentioned  in  all  books  on  the  subject,  and  has  consequently 
received   more   consideration   than   its   importance   demands.     Grave 
errors  have  arisen,  from  information  concerning  this  matter  conveyed 
without   duly   emphasizing   essential   qualifications.     Arrest   of  faeces 
in  herniated  intestine  is  rare.     It  never,  so  far  as  I  know,  occurs  in 
connection    with   the    small    intestine    unless    there   is    strangulation, 
and  the  evidence  of  it  must  be  overwhelming  before  it  can  be  accepted 
in  any  given  case  as  having  occurred  in  the  large  intestine.     Active 
symptoms  may  safely  be  regarded   as   due  to   strangulation  ;     faecal 
obstruction  can  produce  nothing  more  than  constipation.     More  than 
once  I  have  felt  and  reduced  considerable  masses  of  solid  faeces  from 
a  herniated  colon  ;    but  if  obstruction  symptoms  were  present,  the 
hernial  swelling  was  always  tender  ;    and  this  I  attributed  to  com- 
mencing strangulation,  for  if  the  whole  swelling  could  be  reduced  by 
taxis,  the  symptoms  disappeared  at  once. 

In  old  irreducible  hernise  it  is  possible  to  avoid  operation  by 
the  use  of  large  enemata  and  massage  of  the  swelling,  but  immediate 
operation  should  be  advised,  if,  after  a  fair  trial,  these  remedies  fail. 

3.  Inflammation  of  the  Hernia  is  another  of  the  text-book  compli- 
cations which  has  given  rise  to  serious  mistakes.     That  this  accident 
can  occur  is  undoubted,  but  it  also  is  very  rare.     The  great  majority 
of  cases  so  diagnosed  turn  out  to  be  strangulated,  and  innumerable 
lives  have  been  lost  through  delay  occupied  in  treatment  by  poultices, 
leeches,    and   ice-bags,    to   reduce    a    supposed   inflammation.     Apart 
from  strangulation,   injury  and  the  firm  pressure  of   a  truss  are  the 
most  common  causes  of  inflammation  in  a  hernia,  and  the  intestine 
is  rarely  if  ever  affected. 

It  may  consequently  be  stated  as  an  aphorism,  that  if  there  is 
disturbance  of  the  gastro-intestinal  tract,  the  hernia  must  be  regarded 
as  strangulated  ;  for  inflammation  of  it  causes  only  symptoms  and 
signs  limited  to  the  hernial  swelling. 

Whilst  the  possibility  of  inflammation  involving  the  non-strangu- 
lated bowel  may  be  doubted,  there  can  be  no  question  that  the 
omentum  in  a  hernial  sac  frequently  becomes  inflamed.  This,  with 
consequent  adhesion  of  the  prolapsed  omentum,  is  the  most  common 
cause  of  irreducible  hernia.  Whilst  mentioning  the  omentum,  I 
should  state  my  belief  that  it  has  not  yet  obtained  the  attention  due 
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to  il  from  abdominal  surgeons;  like  all  structures  with  unknown 
functions,  it  has  been  assumed  to  be  useless  or  even  worse,  judging 
by  the  advice  given  to  excise  it  with  or  without  sufficient  excuse. 

I  hope  again  to  show  the  important  part  it  plays  in  many  other 
abdominal  conditions,  but  just  now  I  must  limit  my  remarks  to  some 
matters  of  interest  in  connection  with  its  relations  to  hernia. 

Occasionally  I  have  observed  in  young  boys  a  hard,  tender,  solid 
nodule  in  connection  with  the  spermatic  cord,  somewhere  between 
the  testicle  and  the  external  abdominal  ring.  Exploration  of  this 
nodule  has  shown  it  to  be  tuberculous  omentum  in  a  hernial  sac. 
(More  rarely  the  nodule  has  been  in  the  sac  wall  itself.) 

In  some  of  these  cases  the  escape  of  fluid  from  the  abdomen  in 
quantity  above  normal,  and  an  appearance  of  delicacy,  together  with 
the  history  obtained  on  subsequent  inquiry,  have  suggested  that  the 
tuberculosis  in  the  omentum  was  secondary  to  general  peritoneal 
infection  ;  but  in  other  cases  no  such  evidence  was  forthcoming,  and 
the  condition  appeared  to  be  due  to  primary  tuberculosis  of  herniated 
omentum. 

A  rare,  and  so  far  as  I  know  unique,  case  of  omental  hernia,  in 
which  the  greater  part  of  the  omentum  had  become  gangrenous,  was 
sent  to  me  for  operation  as  a  case  of  acutely  strangulated  inguinal 
hernia.  An  irreducible  hernia  had  been  in  existence  previously, 
when  suddenly  urgent  illness  developed  in  association  with  it.  There 
was  a  large,  tense,  tender  tumour  in  the  scrotum,  and  the  abdomen 
presented  all  the  signs  of  acute  general  peritonitis.  On  opening  the 
hernial  sac,  the  omentum  present  was  found  to  be  gangrenous,  and 
adherent  to  the  fundus  of  the  sac  by  a  narrow  attachment.  On 
drawing  down  the  gangrenous  omentum,  I  was  surprised  to  find  that 
an  enormous  mass,  involving  nearly  the  whole  of  it,  could  be  with- 
drawn from  the  abdomen,  and  with  it  escaped  a  quantity  of  blood- 
stained fluid. 

Close  to  the  transverse  colon  the  explanation  of  the  condition 
was  found  ;  the  omentum  was  twisted  into  a  tight  cord,  through 
which  no  circulation  could  take  place.  Further  examination  showed 
that  the  omentum,  fixed  in  the  hernial  sac  by  adhesions  below,  and 
fixed  above  by  its  normal  attachments,  had  undergone  such  torsion 
as  to  arrest  the  flow  of  blood  through  its  vessels  of  supply. 

The  exact  conditions  can  be  illustrated  by  taking  hold  of  a  towel 
by  two  corners  and  rotating  the  central  free  portion.1 

Another  condition  of  the  omentum,  though  usually  consequent 
on  operation,  deserves  mention.  After  an  open  operation  for  hernia, 
or  its  reduction  by  taxis,  not  infrequently  a  hard,  tender  lump  may 

1  Northumberland  and  Durham  Medical  Journal,  April,  1903,  p.  211. 
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be  discovered  some  time  later  in  the  abdomen.  In  the  mildest  and 
most  frequent  cases,  beyond  some  tenderness  of  the  swelling,  no 
symptoms  may  be  present,  and  the  swelling  and  tenderness  gradually 
disappear.  In  more  serious  conditions,  health  is  not  recovered  after 
the  operation  ;  the  swelling  continues  to  be  tender  and  increases  in 
volume,  a  hectic  temperature  may  develop,  and  the  signs  of  intra- 
abdominal  suppuration  make  their  appearance. 

In  such  a  case,1  some  weeks  after  an  operation  for  the  radical 
cure  of  an  inguinal  hernia  performed  elsewhere,  I  operated,  by  abdo- 
minal section,  for  the  relief  of  this  condition.  The  operation  was  a 
most  serious  one,  for  it  involved  the  separation  of  a  large  mass  of 
densely  adherent  infiltrated  and  suppurating  omentum  ;  and  in  the 
purulent  focus,  silk  ligatures  which  had  been  used  at  the  previous 
operation  were  discovered.  The  position  of  the  swelling  in  these 
cases  may  give  rise  to  difficulties  in  diagnosis  if  it  be  forgotten  that 
it  is  not  necessarily  found  in  the  neighbourhood  of  the  hernia.  Especi- 
ally after  operation  the  ligated  omentum  may  retract,  and  the  tumour, 
if  one  forms,  may  be  found  at  any  part  of  the  abdomen.  The  only 
note  of  this  inflammatory  tumour  that  I  have  seen  occurred  in  an 
abstract  from  German  literature ;  and  the  author,  whose  name  I 
have  forgotten,  describes  it  as  an  epiploitis. 

In  addition  to  these  somewhat  rare  omental  conditions,  the  use 
of  the  omentum  in  hernia  cases  must  be  mentioned.  The  physiological 
function  of  the  omentum  appears  to  be  that  of  an  abdominal  police- 
man. 

All  sources  of  irritation  in  the  abdomen  are  likely  to  be  taken 
into  its  custody,  and  doubtless  many  hernia  cases  owe  their  lives 
to  the  fact  that  a  portion  of  damaged  bowel,  returned  into  the 
abdomen,  has  been  prevented  from  perforating  by  omentum  wrapped 
round  it,  or  that  portions  have  been  saved  from  gangrene  by  the  extra 
vascular  supply  derived  from  a  piece  of  adherent  omentum. 

ILLUSTRATIVE  CASES. 

CASE  1. — Littre's  hernia  and  removal  of  Meeker s  diverticulum — 
Radical  cure,  f  (Inf.  Bk.,  109,  p.  559.) 

J.  D.  O.,  age  16,  miner,  was  admitted  to  the  Royal  Infirmary,  March  16, 
1903.  A  month  before,  the  hernia  suddenly  appeared  in  the  right  groin, 
and  caused  him  great  pain  till  he  got  it  reduced.  He  then  got  a  truss,  but 
it  never  kept  the  swelling  properly  up. 

On  Admission. — Over  the  situation  of  the  external  ring  there  was  a 
slight  abrasion  (said  to  have  been  caused  by  the  truss).  The  spermatic 
cord  at  the  upper  part  of  the  scrotum  appeared  to  be  normal.  At  the 
external  ring,  and  projecting  from  it,  a  small,  soft,  reducible  swelling,  like  an 


1  Northumberland  and  Durham  Medical  Journal,  January,  1903,  p.  103. 


PLATE    XIV. 


\ 


INTERSTITIAL    HERNIA. 
No  testicle  in  the  scrotum  on  left  side. 


Abdominal  Suryery.—Facimj  payc  595 


SURGICAL     CONTRIBUTIONS— ABDOMINAL  595 

omental  tag,  was  felt,  which  returned  when  the  patient  stood  up  and  coughed. 
The  external  ring  was  large  and  patulous. 

Operation,  March  17,  1903. — On  opening  the  sac  the  testicle  was  not 
exposed.  The  sac  contained  a  piece  of  small  bowel,  like  a  large  vermiform 
appendix,  which  was  recognized  to  be  a  Meckel's  diverticulum.  It  was 
adherent  posteriorly  to  the  sac  wall.  The  diverticulum  was  pulled  down, 
and  its  relation  with  the  small  intestine  was  determined.  It  arose  from  the 
convexity  of  the  intestine,  and  had  no  definite  mesentery,  though  a  large 
vessel  was  seen  running  longitudinally  along  its  posterior  aspect.  The 
diverticulum  was  clamped  about  half  an  inch  from  the  bowel,  a  purse-string 
suture  was  passed,  encircling  its  base  ;  it  was  ligatured  at  the  part  com- 
pressed by  the  clamp,  and  excised  ;  the  stump  was  then  carbolized,  tucked 
into  the  intestine,  and  the  purse-string  suture  was  tightened.  Over  this 
two  catgut  Lembert  sutures  were  inserted  in  the  transverse  axis  of  the  gut. 
Radical  cure. 

The  diverticulum  removed  was  2  in.  long.  (Whilst  in  situ  it  was  at 
least  double  that  length,  but  after  removal  it  contracted  rapidly.)  It  was  a 
typical  specimen  of  Meckel's  diverticulum,  and  contained  some  soft  fluid 
faecal  matter. 

March  27,  1903.— Left  hospital  healed. 

April  25,  1903. — Returned  for  examination.     Perfect. 

CASE  2. — Interstitial  hernia.     (Inf.  Bk.,  108,  p.  552.) 

W.  N.,  age  65,  miner,  was  admitted  to  the  Royal  Infirmary,  February  9, 
1903  (Plate  XIV).  After  an  accident  in  the  pit  in  1864,  the  patient  first 
noticed  a  swelling  in  the  groin,  which  has  gradually  increased  towards  the 
scrotum.  A  week  before,  the  hernia  came  down  and  made  him  sick,  but 
he  succeeded  in  reducing  it.  It  had  remained  painful  since. 
^  On  Admission. — The  patient  looked  a  strong,  healthy  man.  There  was  a 
large  swelling  at  the  lower  part  of  the  abdomen  on  the  right  side,  extending 
into  the  scrotum.  The  swelling  was  soft  and  reducible,  with  a  gurgle.  The 
scrotal  portion  went  back  easily,  the  tipper  part  with  more  difficulty.  It 
all  returned  suddenly  when  the  patient  coughed.  A  small  tender  nodule, 
which  we  supposed  to  be  an  atrophied  testicle,  could  be  felt  at  the  upper 
part  of  the  scrotum.  On  making  the  patient  put  his  abdominal  muscles 
into  action,  it  was  found  that  the  upper  part  of  the  swelling  was  covered  by 
muscle.  The  right  testicle  felt  normal. 

Operation,  Feb.  17,  1903. — A  long  oblique  incision  was  made,  extending 
from  over  the  pubic  spine  internally  to  the  anterior  superior  iliac  spine 
externally.  The  external  oblique  was  found  to  be  stretched  over  the  swelling, 
and  was  thinned.  The  external  ring  was  not  very  large.  The  external 
oblique  was  divided  in  the  line  of  the  skin  incision,  and  in  doing  this  the  sac, 
which  was  closely  adherent  and  thin,  was  opened.  It  contained  a  large 
amount  of  small  intestine,  which  was  reduced.  The  testicle  lay  just  above 
the  cruro-scrotal  fold.  It  was  smaller  than  usual,  had  a  definite  mesorchium, 
and  was  separated  from  the  epididymis,  which  reached  the  upper  portion  of 
the  scrotum,  and  probably  was  the  body  thought  to  be  an  atrophied  testicle. 
The  sac  was  separated,  and  it  was  found  that  the  iliac  portion  lay  over  the 
internal  oblique  muscle,  which  was  well  developed.  The  neck  of  the  sac 
opened  into  the  belly  about  the  normal  position  of  the  internal  ring,  and 
admitted  two  fingers.  The  deep  epigastric  artery  could  be  plainly  seen  as 
it  passed  upwards  on  the  inner  side  of  the  opening.  The  sac  was  very  thin  ; 
it  was  covered  by  no  subperitoneal  fat,  and  the  spread-out  cord  was  firmly 
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adherent  to  it.  The  cord  was  separated  and  carefully  ligatured,  then  the 
sac  was  tied  above  its  neck  with  a  Staffordshire  ligature,  and  the  testicle  and 
the  sac  were  excised.  The  canal  was  entirely  closed  by  suture  of  the  arched 
fibres  of  the  internal  oblique  and  transversalis,  which  were  well  developed, 
and  of  the  conjoined  tendon  above,  to  Poupart's  ligament  below.  The 
external  oblique  was  sutured,  double-breasted  fashion,  with  seven  mattress 
sutures  of  thick  catgut  and  a  continuous  blanket  suture  of  the  same. 
Feb.  24,  1903.— Left  the  Infirmary  all  healed. 

CASE  3. — Recurrence  of  hernia  at  inner  part  of  scar,  and  hydrocele 
of  the  tunica  vaginalis  testis  -on  the  same  side.  (Inf.  Bk.,  108,  p.  549.) 

J.  L.  T.,  age  32,  miner,  was  admitted  to  the  Royal  Infirmary,  May  30, 
1903.  In  February,  1899,  I  had  performed  an  operation  for  the  radical 
cure  of  an  inguinal  hernia  on  the  left  side. 

On  Admission. — The  scar  looked  very  good,  but  when  the  patient  stood 
and  coughed,  a  small  hernia  appeared  at  the  inner  end  of  the  scar,  and  bulged 
into  the  upper  part  of  the  scrotum.  There  was  a  moderate-sized  hydrocele 
of  the  tunica  vaginalis  of  the  testis  of  the  same  side. 

Operation,  June  1,  1903. — The  old  scar  was  excised  in  its  whole  extent. 
It  was  difficult  to  find  any  anatomical  landmarks,  as  the  structures  were 
much  altered  by  scar  tissue.  The  external  oblique  was  slit  up.  A  small 
sac  was  found  at  the  inner  end,  extending  on  to  the  body  of  the  pubis.*  It 
was  separated,  ligatured,  and  cut  away.  The  opening  through  which  it 
had  come  was  closed  by  suturing  the  conjoined  tendon  to  Poupart's  ligament. 
The  external  oblique  was  re-sutured,  and  the  hydrocele  was  opened  and 
the  tunica  vaginalis  turned  inside  out  and  retained  by  sutures.  The  testicles 
appeared  to  be  normal. 

June  13,  1903.— Healed. 

July  17,  1903.— Result  perfect. 

CASE  4. — Hernia  relapsed  into  '  Kochered  '  sac.  (Inf.  Bk.,  108,  p, 
504.) 

W.  G.,  age  24,  was  operated  on  in  January  1899,  by  me,  for  radical  cure 
of  left  inguinal  hernia  (Plate  XV).  Patient  says  that  four  or  five  months 
after  the  first  operation  he  noticed  a  swelling.  It  had  not  troubled  him, 
but  he  came  to  report  himself.  There  was  a  bulging  swelling  in  the  groin 
when  he  stood  up.  On  reducing  the  swelling,  which  was  readily  done,  the 
little  finger  could  be  made  to  follow  it  through  a  small  round  ring  at  the 
outer  end  of  the  scar.  When  he  coughed  the  hernia  appeared  at  the  outer 
end  of  the  scar,  and  extended  along  the  whole  length  to  its  inner  limit. 

Operation,  Feb.  12,  1903. — The  sac  was  found  between  the  skin  and 
the  external  oblique  muscle,  in  the  position  of  a  '  Kochered  '  sac.  It  was 
surrounded  by  cicatricial  tissue,  but  was  easily  separated.  There  was  a 
distinct  depression  on  the  external  oblique  where  the  sac  had  lain.  The 
sac  was  separated  up  to  the  opening  through  the  external  oblique,  the  defect 
in  which  was  quite  evident,  but  the  fibres  of  the  internal  oblique  were  closely 
applied  to  the  neck  of  the  sac.  The  sac  contained  adherent  omentum, 
which  was  separated  and  returned.  The  neck  of  the  sac  easily  admitted  a 
forefinger.  The  sac  was  cut  off  and  its  neck  was  closed  by  catgut  suture. 
The  external  oblique  was  separated  from  the  internal,  and  the  hole  in  the 

*  The  most  important  suture  is  that  close  to  tlie  pubic  spine,  as  recur- 
re  nee  is  most  common  at  that  spot. 


PLATE    XV. 


INTERSTITIAL    HERNIA    INTO    '  KOCHERED  '    SAC. 

The  ill  effects  of  injury  to  the  genital  branch  of  the  ?;enito-crural  nerve,  viz.,  paralysis  of  the 
cremasfer  muscle  and  dropping  of  the  testicle  are  also  apparent. 
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internal  oblique  and  transversalis  was  closed  by  a  purse-string  suture  of 
cutout,  and  over  this  two  catgut  sutures  were  passed  through  the  internal 
oblique  to  bury  the  purse-string.  The  divided  external  oblique  was  closed 
by  interrupted  sutures,  and  the  place  where  the  sac  had  lain  was  strengthened 
by  a  single  mattress  suture  with  a  large  bite. 

Feb.  19,  1903. — Left  hospital  entirely  healed. 

Jan.  11,  1904. — Came  back  to  report  himself.  The  scar  was  perfect ; 
no  signs  of  weakness. 

CASE  5. — Recurrent  hernia. 

A  man,  age  30,  was  admitted  to  the  Royal  Infirmary,  July  6,  1903. 
He  was  a  fireman  on  board  a  steamboat.  Seven  weeks  previously,  he  was 
operated  upon  in  a  hospital  in  New  York  for  a  strangulated  left  inguinal 
hernia,  which  had  been  down  four  or  five  hours.  Through  the  courtesy  of 
his  surgeon  in  New  York,  we  ascertained  that  Bassini's  operation  for 
radical  cure  had  been  done  with  catgut  sutures.  He  was  a  month  in  bed 
and  six  weeks  in  the  hospital,  when  he  was  sent  home  on  a  passenger  ship 
with  the  wound  not  quite  healed.  On  arrival  at  home  he  noticed  a  swelling. 

On  Admission. — He  was  a  big  strong  man,  with  no  cough.  In  the  left 
inguinal  region  there  was  an  oblique  scar,  stretched  and  thin.  Under  the 
outer  part  of  the  scar  there  was  a  hernia  like  a  moderate-sized  bubonocele. 
Radical  cure.  Left  hospital  July  18,  1903,  with  wound  healed. 

CASE  6. — Recurrent  hernia. 

A  feeble-looking  man,  age  24,  was  admitted  to  the  Royal  Infirmary 
on  September  30,  1903.  Eight  years  before,  he  had  been  operated  upon 
in  Sunderland  Infirmary  for  rupture.  He  had  no  trouble  till  a  month  ago, 
when  he  slipped,  and  a  swelling  appeared  in  the  old  position.  There  was  a 
right  inguinal  hernia  extending  into  the  scrotum,  and  a  scar  over  the 
inguinal  canal. 

Operation,  Oct.  1,  1903. — The  sac  was  very  adherent  to  the  scar  tissue. 
It  was  dissected  away  and  ligatured  high  up.  The  elements  of  the  cord 
were  involved  in  the  scar,  and  in  their  separation  the  vas  was  accidentally 
divided.  It  was  sutured  end  to  end  with  a  single  catgut  suture.  Radical 
cure.  All  healed  September  12,  1903,  when  he  left  the  hospital. 

CASE  7. — Left  scrotal  hernia — Boicel  in  sac  wall — Opened  by  mis- 
take— Suture  of  opening — Radical  cure. 

A  boilermaker,  age  34,  was  admitted  to  the  Royal  Infirmary,  November 
28,  1903.  He  first  noticed  a  swelling  about  eight  years  ago,  which  had  gradu- 
ally grown  bigger.  It  had  never  caused  him  severe  pain,  but  when  it  came 
down  much  he  had  to  stop  work  and  reduce  it.  He  wore  a  truss  for  four 
months  at  first,  but  ceased  to  use  it  because  his  skin  became  much  irritated. 

On  Admission. — The  patient  was  recorded  to  be  a  healthy  man  with  a 
considerable  left  scrotal  hernia,  which  was  easily  reducible,  and  a  patent 
external  ring.  The  abdominal  walls  were  in  good  condition. 

Operation,  Nov.  1,  1903. — On  dividing  the  superficial  structures,  the 
inguinal  swelling  looked  like  a  mass  of  fat  resembling  omentum.  The 
sac  was  diligently  sought  for,  but  none  could  be  found.  In  searching  for  a 
sac,  bowel  was  opened.  Through  this  opening  I  introduced  my  finger,  and 
judged  from  the  size  of  the  lumen  that  it  was  large  intestine,  and  from  its 
position  and  mobility  probably  sigmoid  flexure.  The  opening  in  the  bowel 
was  closed  with  a  purse-string  suture,  and  over  this  interrupted  sutures  of 
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catgut.  The  whole  swelling  was  pressed  through  the  inguinal  canal  into 
the  abdomen  ;  the  veins  of  the  spermatic  cord,  which  were  very  large,  were 
removed  ;  and  the  inguinal  canal  was  closed  in  the  usual  way,  except  that 
the  external  oblique  was  sutured  in  double-breasted  fashion.  The  patient 
left  the  hospital  entirely  healed  on  December  18,  1903. 

CASE  8. — Strangulated  hernia — Large  intestine  in  sac — Radical  cure. 

A  labourer,  age  59,  was  admitted  to  the  Royal  Infirmary  on  October  24, 
1903.  Seven  years  ago  the  rupture  first  appeared.  He  wore  a  truss  for  two 
years,  which  was  efficient.  He  then  tired  of  it  and  put  it  aside,  and  had  worn 
nothing  and  had  no  trouble  for  five  years.  The  day  before  admission  he 
worked  all  day,  and  at  7  p.m.,  just  before  leaving  work,  whilst  lifting  a 
weight,  the  hernia  came  straight  down  into  the  scrotum  ;  there  was  Cruel 
pain  all  night.  The  swelling  became  much  larger  and  harder,  and  was  very 
tender.  He  retched  severely,  but  did  not  vomit.  His  bowels,  which  acted 
regularly  before,  did  not  do  so  the  morning  of  admission,  and  he  could  pass 
no  flatus. 

On  Admission. — His  general  condition  was  good,  but  he  looked  pale  and 
pained.  There  was  a  large  tense  right  inguinal  hernia  distending  the  canal 
and  the  scrotum.  It  was  tender  at  the  neck,  hard  and  irreducible. 

The  operation  was  performed  immediately,  sixteen  hours  after  strangu- 
lation. The  sac  contained  3  or  4  oz.  of  blood-stained  fluid,  and  about  8  in. 
of  the  large  intestine  (recognized  by  its  bands)  of  a  dark  plum  colour,  and  no 
omentum.  Radical  cure.  Patient  left  hospital  all  healed,  November  10, 1903. 

CASE  9. — Strangulated  inguinal  hernia  of  three  days'  duration — Line 
of  gangrene  at  point  of  constriction— Suture  of  gut — Recovery. 

A  strong  man,  age  42,  was  admitted  to  the  Royal  Infirmary,  October  19, 
1903  (a  Monday  afternoon).  On  the  previous  Friday  afternoon,  whilst 
ascending  a  ladder  with  a  heavy  plate,  he  felt  pain  in  his  right  groin.  Next 
morning  (Saturday)  at  7  o'clock  he  vomited  three  times.  He  went  to  work, 
and  vomited  again  at  11.30.  At  2.45  he  had  much  pain,  and  vomited  black 
matter.  At  8  p.m.  Dr.  Ingram,  of  Walsend,  saw  him,  and  advised  his 
removal  for  operation  at  once,  but  this  advice  the  patient  refused  to  take. 
He  had  continued  to  be  ill  since,  and  unable  to  get  a  motion.  He  got  out  of 
bed  and  walked  into  the  Infirmary  on  Monday. 

On  Admission. — He  looked  in  fair  condition,  but  was  pale  and  perspiring, 
and  had  a  pulse  of  124.  There  was  a  tense  right  inguinal  hernia,  reaching  to 
the  bottom  of  the  scrotum. 

Operation. — On  opening  the  sac  a  quantity  of  reddish  fluid  spurted  out. 
There  was  a  small  loop  of  very  much  congested  bowel,  tightly  nipped  at  the 
internal  ring.  On  relieving  the  constriction  and  drawing  down  the  bowel, 
a  pallid  ring  was  seen  to  surround  it.  All  the  intestinal  coats,  with  the 
exception  of  the  peritoneal  one,  were  destroyed.  The  gangrenous  line  was 
enfolded,  and  retained  by  Lembert's  sutures.  Radical  cure. 

The  wound  was  all  healed  and  he  was  discharged  November  2,  1903 
(a  fortnight  later). 

CASE  10. — Strangulated  inguinal  hernia  of  three  days'  duration- 
Gangrene  of  gut — Relief  of  strangulation  and  formation  of  faecal  fistula — 
Death.  (Inf.  Bk.  108,  p.  561.) 

H.  J.  M.,  age  35,  miner,  was  admitted  to  the  Royal  Infirmary,  February  2, 
1903.  Three  days  before,  an  old-standing  hernia  became  strangulated. 


PLATE   XVI. 


LARGE    FEMORAL    HKRXIA. 
Skin  covering  sac  ulcerated  and  sloughing.    Cure  by  operation  of  Parry. 
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He  had  been  attended  by  a  doctor  all  the  time,  who  was  said  to  have 
ordered  poultices  and  leeches. 

On  Admission. — He  appeared  to  be  dying,  and  was  cold  and  collapsed  ; 
there  was  a  large  left  inguinal  hernia. 

Operation  was  performed  at  once. — On  opening  the  sac  the  gut  was 
washed  with  normal  saline  and  dried.  All  the  constricting  tissues  were 
divided,  and  the  intestine  was  drawn  down  till  healthy  bowel  appeared. 
The  sac  was  packed  with  gauze,  and  dusted  with  boracic  acid  powder  ;  and 
the  gangrenous  intestine  was  opened  and  a  Paul's  tube  was  tied  in  to  keep 
the  dressing  clean.  The  bowel  drained  well  ;  the  patient  improved  in 
condition,  but  never  was  satisfactory,  and  died  on  the  fifth  day  after  the 
operation.  Post-mortem  examination  showed  that  the  intestines  were 
distended.  There  was  no  peritonitis.  The  gangrenous  loop  was  about  6  ft. 
from  the  duodeno-jejunal  junction.  All  the  other  organs  were  healthy. 

Pathological  Diagnosis. — Death  from  intestinal  toxaemia. 

CASE  11. — Strangulated  hernia  with  undescended  testicle — Torsion 
of  spermatic  cord  simulated. 

An  office-boy,  age  15,  was  admitted  to  the  Royal  Infirmary,  Sept.  29, 
1903.  He  was  always  aware  that  his  right  testicle  was  undescended,  but  had 
never  observed  any  hernial  swelling.  Three  days  ago,  whilst  playing,  he 
noticed  a  painful  swelling  in  the  right  groin  in  the  position  of  his  retained 
testicle.  Whether  it  appeared  suddenly  or  not  he  was  unable  to  say.  He 
felt  sickly  at  the  onset,  but  did  not  vomit.  Since  then  the  swelling  had 
increased,  and  the  tenderness  remained  ;  but  he  had  never  vomited  ;  and 
flatus  had  been  passed  all  the  time,  though  the  bowels  were  not  moved. 

On  Admission. — His  general  condition  was  good  ;  face  flushed,  tongue 
white  and  coated,  but  moist.  The  right  testicle  was  absent  from  the  scrotum. 
There  was  a  considerable  swelling  in  the  position  of  the  inguinal  canal,  con- 
tinuous with  another  in  the  scrotum.  The  upper  swelling  was  hard,  very 
tender  and  dull  on  percussion  ;  the  swelling  in  the  scrotum  was  soft, 
oedematous,  and  translucent.  The  abdomen  was  quite  flaccid,  and  not 
distended  or  tender.  The  diagnosis  lay  between  strangulated  hernia  with 
omentum  in  the  sac,  and  torsion  of  the  testicle. 

Operation,  Sep.  29,  1903. — All  the  tissues  of  the  abdominal  wall  were 
oedematous.  On  opening  the  sac,  some  clear  fluid  escaped  from  below  ; 
the  upper  part  was  apparently  filled  with  blood-clot.  On  clearing  this  out, 
a  portion  of  tightly  strangulated  omentum,  with  haemorrhage  into  it,  was 
found  in  the  congenital  hernial  sac.  The  omentum  was  excised.  The  sac 
was  divided  at  the  middle,  and  its  upper  part  was  separated,  ligatured  high 
up  and  excised,  the  lower  part  surrounding  the  testicle  being  left  open. 
Radical  cure.  No  steps  were  taken  to  fix  the  testicle,  which  was  left  in  the 
upper  part  of  the  scrotum.  He  left  the  infirmary  all  healed,  Oct.  8,  1903. 

CASE  12. — Strangulated  femoral  hernia  of  four  days'  duration- 
Operation — Death. 

A  thin,  feeble  woman,  age  67,  was  admitted  to  the  Royal  Infirmary 
on  November  24,  1903.  Twelve  months  previously  she  first  noticed  a  lump 
in  her  right  groin,  but  paid  no  attention  to  it.  The  lump  suddenly  became 
larger  four  days  before  her  admission  ;  she  had  pain  in  it,  and  pain  and 
rumbling  in  the  bowels,  and  she  vomited.  Her  bowels  could  not  move,  nor 
had  she  passed  wind.  A  doctor  was  called  in,  and  tried  to  reduce  the  hernia, 
but  failed,  and  ordered  ice  for  the  swelling,  which  had  become  hard.  The 
symptoms  gradually  increased,  the  vomit  became  dark  yellow  and  bad 
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smelling,  and,  in  spite  of  enemata  and  purgatives,  her  bowels  could  not  be 
induced  to  act,  and  she  could  not  pass  wind. 

On  Admission. — The  patient  was  in  poor  condition,  and  frequently 
vomited  matter  with  a  feculent  odour.  The  abdomen  was  distended.  There 
was  a  tense  swelling  in  the  right  groin  below  the  pubic  spine,  and  the  skin 
over  it  was  red,  slightly  oedematous,  and  tender  to  touch. 

Operation  took  place  immediately  after  admission. — On  opening  the 
sac,  some  blood-stained  fluid  escaped.  The  sac  was  washed  out  with  hot 
normal  saline.  It  contained  some  gangrenous  omentum,  in  the  centre  of 
which  was  a  plum-coloured  knuckle  of  intestine.  The  intestine  had  not 
entirely  lost  its  glisten,  and  could  be  seen  to  contract  when  pinched.  Gim- 
bernat's  ligament  and  the  neck  of  the  sac  were  divided,  and  the  omentum 
was  ligatured  and  excised.  The  gut  was  drawn  down,  and  the  constricted 
portion  was  examined.  This,  though  darker  than  the  rest,  did  not  appear 
to  be  gangrenous,  and  was  returned  into  the  belly.  Radical  cure. 

After -progress. — For  the  first  four  days  everything  appeared  to  be 
satisfactory.  All  the  symptoms  were  relieved,  her  bowels  acted  freely. 
Then  she  began  to  go  down-hill,  refused  food,  became  delirious  and  finally 
comatose,  and  died  on  December  7  (fourteen  days  after  the  operation). 
Urine  was  passed  normally  till  the  last. 

Post-mortem  Examination. — The  wound  was  entirely  healed,  and  the 
peritoneum  normal.  The  loop  of  gut  which  had  been  strangulated  was  still 
dark-coloured,  but  there  was  no  peritonitis  over  it,  and  no  perforation. 
Both  kidneys  were  markedly  granular  and  cystic.  Heart  enlarged.  Death 
from  uraemia. 

CASE  13. — Umbilical  hernia. 

In  one  case  this  was  complicated  by  an  ovarian  tumour  with  twisted 
pedicle.  A  radical  cure  was  performed  at  the  same  time  as  ovariotomy. 
Recovered. 

Ventral  hernia. 

The  cases  were  operated  upon  for  the  following  conditions  : — 

1.  Following  ovariotomy,  performed  fourteen  years  previously  in  Leeds. 

2.  Following  the  radical  cure  of  an  umbilical  hernia,  four  years  pre- 
viously.    This  operation  was  done  to  relieve  chronic  intestinal  obstruction 
due  to  omental  bands  and  adhesions.     There  was  a  small  ventral  hernia. 

3.  Following  hysterectomy   for  fibroids   and  pyosalpinx,  done   in  No- 
vember, 1901.     The  wound  was  infected  and  gaped,  and  hernia  appeared 
shortly  after  the  patient  got  up. 

4.  Following  ovariotomy,  six  years  ago.     Broncho-pneumonia  developed 
after  operation,  the  wound  gave  way  from  coughing,  and  was  never  strong. 

5.  Following  closure  of  colotomy  wound,  made  for  specific  ulceration 
and  stricture  of  syphilitic  rectum. 

6.  Following  operation  two  years  previously  for  pyosalpinx.     Wound 
suppurated  profusely.     Ventral  hernia  where  drainage  tube  had  been. 

7.  Operation  of  ventro-fixation,  etc.,  for  prolapse  of  uterus,  November, 
1901.     Wound   suppurated.     Six   months   after   operation   abdominal    scar 
bulged.     Swelling  increased.     No  return  of  old  trouble. 

8.  Private  Hospital. — Following  operation,  December  4,  1901.    Removal 
of  appendix,  double  ovariotomy,  and  supravaginal  hysterectomy  at  the  same 
time  for  pelvic  abscess.     Suppuration  in  wound  and  sinus  for  some  time. 
Re-admitted  October  2t),   1903,  with  hernia  of  two  weeks'   duration. 

All  these  cases  recovered. 
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INTESTINAL    OBSTRUCTION.1 
(Edinburgh   Mcd/cfil  Journal,  .Inly  and  August,   1004.) 

Complete  Operations. — 3  cases — 2  recovered,  1  died. 
Ktiterostomy. — 3  cases — 1  recovered,  2  died. 
Ccecostomy. — 6  cases — 5  recovered,  1  died. 
Left  Inguinal  Colostomy. — 4  cases — 3  recovered,  1  died. 
Lateral  Anastomosis. — 8  cases — 7  recovered,  1  died. 
Enterostomy  (Secondary). — 2  cases — 2  recovered. 
Knterotomy. — 2  cases — 2  recovered. 
Resection. — 7  cases — 2  recovered,  5  died. 

TOTAL  35. — Recoveries  24,  Deaths  11. 

There  is  no  problem  in  the  diagnosis  of  abdominal  lesions  more 
difficult  to  solve  than  that  afforded  by  some,  occasional  cases  of  intes- 
tinal obstruction. 

The  majority  of  acute  abdominal  lesions  are  ushered  in  by 
similar  symptoms  ;  for  example,  perforation  of  any  of  the  viscera, 
attacks  from  gall  or  kidney  stones,  cholera,  ovarian  cyst  with  twisted 
pedicle,  leaking  ectopic  gestation,  and  certain  kidney  cases. 

The  first  question  requiring  answer  in  all  such  is  therefore — 

1.  Is  THIS  CASE  ONE  OF  INTESTINAL  OBSTRUCTION  ? — If  a  patient, 
previously  in  good  health,  has  been  suddenly  seized  with  abdominal 
pain  which  is  aggravated  by  frequent  griping  paroxysms,  if  vomiting 
is  an  urgent  symptom,  and  if  there  is  entire  inability  to  pass  flatus, 
it  is  safe  to  assume  that  the  case  is  one  of  intestinal  obstruction.  In 
the  case  of  a  strong  man,  inured  to  hardships,  with  strong  will-control 
and  abounding  energy,  the  symptoms  will  be  less  pronounced  than 
in  the  case  of  a  sensitive  woman  or  a  young  person,  and  the  initial 
symptoms  in  the  elderly,  if  serious,  must  have  more  than  usual  weight 
attached  to  them. 

The  next  proceeding  is  to  make  a  complete  examination. 

The  patient  should  lie  in  an  easy  posture,  with  raised  shoulders 
and  with  the  abdomen  fully  exposed  in  a  good  light. 

First  examine  the  hernia  sites.  The  importance  of  this  rule  cannot 
be  overrated,  for  I  still  frequently  see  lives  sacrificed  by  its  neglect.* 
Not  only  the  ordinary,  but  the  extraordinary  hernial  sites  as  well, 
should  be  scrutinized  ;  and  in  the  male  it  is  well  to  observe  if  both 
testicles  are  present  in  the  scrotum,  for  a  strangulated  hernia  in  cases 
of  undescended  testicle  may  be  hidden  in  the  inguinal  canal.  If  a 
hard  tender  swelling  be  found  in  one  or  other  of  the  hernial  sites 


*  This  still  occurs. 


1  Statistics  supplied  by  G.  Grey  Turner,  Surgical  Registrar,  Royal  Infirmary, 
Newcastle-on-Tyne,  of  intestinal  obstruction  operated  upon  by  Mr.  Morison  during 
1903  in  the  Infirmary  and  private  hospital. 
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in  an  obstruction  case,  it  is  necessary  to  believe  that  this  has  every- 
thing to  do  with  the  illness,  until  the  contrary  is  proved  by  operation. 

Exposure  of  the  abdominal  surface  to  the  cool  air  may  cause 
visible  intestinal  movements,  and  these  are  the  most  conclusive 
evidence  of  intestinal  obstruction. 

The  whole  abdomen  must  be  systematically  and  carefully 
inspected,  palpated,  and  percussed,  then  the  examination  will  be 
concluded  by  rectal  examination  (which  should  never,  under  any 
circumstances,  be  omitted),  and  in  women  by  a  vaginal  examination 
when  feasible. 

2.  WHERE  is  THE  BLOCK  ? — This  is  a  much  more  difficult  question 
to  answer  at  the  bedside  than  is  suggested  by  text-book  statements, 
and  in  a  considerable  percentage  of  cases  it  is  impossible  to  give  a 
reasonable  opinion.  It  is  of  the  utmost  importance  to  know  whether 
the  lesion  involves  the  small  or  the  large  intestine.  Acute  obstruc- 
tion is  more  likely  to  be  situated  in  the  small  than  in  the  large 
intestine  ;  but  the  notes  of  my  cases  show  many  exceptions,  which 
prove  that  this  cannot  be  laid  down  as  a  definite  rule. 

The  age  of  the  patient  may  be  a  useful  guide,  for  before  forty  the 
chances  are  in  favour  of  an  obstruction  in  the  small,  after  forty  in  the 
large  intestine.  The  reason  for  this  is  that  malignant  stricture  of 
the  colon  is  one  of  the  most  common  causes  of  obstruction,  and  though 
there  is  no  age  exempt  from  malignant  disease,  it  occurs  infrequently 
before  forty.  It  has  to  be  remembered,  however,  that  apart  from 
this  fact,  age  has  some  relation  to  the  character  of  the  attack.  An 
obstruction  which  would  have  caused  the  most  acute  symptoms  in 
youth,  may  be  attended  by  relatively  mild  symptoms  in  aged  persons. 
Indeed,  a  malignant  stricture  of  the  colon  in  a  young  subject  may  be 
the  cause  of  acute  and  rapidly  fatal  intestinal  obstruction,  for  I 
recently  saw  a  post-mortem  examination  on  a  man  under  thirty  who 
was  admitted  to  the  Infirmary  moribund  from  an  acute  abdominal 
illness  of  five  days'  duration  ;  and  post-mortem  examination  showed 
that  his  death  was  the  result  of  acute  intestinal  obstruction,  due 
to  a  malignant  stricture  at  the  lower  end  of  the  sigmoid  flexure.  In 
most  of  these  cases,  however,  the  rapidity  of  their  course  is  not  due 
to  age,  but  is  best  explained  by  the  fact  that  the  small  intestines  are 
distended.  This,  I  believe,  arises  from  the  anatomical  condition  of 
the  iliocaecal  valve.  If  it  can  resist  the  backward  pressure  of  gas 
and  fluid  faeces,  the  large  intestine  alone  is  distended,  and  the  course 
is  chronic  ;  if,  on  the  other  hand,  the  iliocsecal  valve  is  incompetent, 
the  small  intestines  dilate  and  the  course  is  acute.  A  limited  post- 
mortem experience  supports  this  view,  which  requires  further  con- 
firmation.* 

*  My  further  experience  confirms  it. 
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Localized  pain  may  be  a  guide  to  the  site  of  obstruction,  if 
observation  of  it  be  made  quite  early  in  the  case.  Very  soon  the 
pain  is  referred  to  the  neighbourhood  of  the  umbilicus.  In  chronic 
obstruction  the  patient  may  feel  pain,  which  begins  or  ends  at  one 
spot,  and  the  rumbling  of  flatus  may  be  felt  by  the  patient  to  stop 
tin  re.  Vomiting,  in  the  case  of  obstruction  of  the  small  intestine, 
is  more  obstinate  and  sooner  becomes  faecal  in  character  than  when 
the  obstacle  is  in  the  large  intestine,  when  vomiting  is  often  a  late 
symptom  and  rarely  faecal. 

The  shock  following  acute  obstruction  is  greater  in  the  case  of 
the  small  intestine.  Anuria  occurs  in  some  cases  of  chronic  obstruc- 
tion in  the  small  but  not  in  connection  with  the  large  intestine.  If 
an  enema  of  nearly  a  quart  cannot  be  retained,  this  fact  is  in  favour 
of  an  obstruction  low  down  in  the  large  intestine. 

The  shape  of  the  abdomen  may  be  an  aid  in  forming  an  opinion 
as  to  whether  the  obstruction  is  situated  in  the  small  or  in  the  large 
intestine.  If  the  small  intestine  is  involved  low  down,  abdominal 
distention  is  most  marked  in  the  centre,  giving  the  abdomen  a  similar 
contour  to  that  produced  by  an  ovarian  cyst.  If  the  obstruction  is 
in  the  large  intestine,  the  abdomen  bulges  at  the  sides  as  in  ascites, 
and  may  be  enormously  distended.  A  most  useful  sign  that  the 
large  intestine  is  involved  is  the  fact  that  the  caecum  is  distended  ; 
for  then  it  is  certainly  known  that  the  obstruction  is  below  this  point. 
In  some  cases  the  distention  is  quite  evident.  The  right  side  of  the 
abdomen  may  be  bulging  and  the  left  flat,  or  the  outline  of  the  caecum 
may  be  clearly  mapped  out  through  the  parietes.  If  the  distended 
caecum  can  be  seen  to  swell  up  and  to  contract  intermittently  with 
the  passage  of  a  peristaltic  \vave  upwards  along  the  colon,  and  if  it 
can  be  felt  to  harden  at  the  same  time,  and  if  there  is  splashing  in  it 
on  succussion,  the  evidence  that  there  is  obstruction  somewhere  in 
the  colon  is  complete.  It  is  only  safe  to  say,  somewhere  in  the 
colon ;  for  I  have  learned  that  distention  of  the  caecum  has  but  little 
localizing  value  as  to  the  position  of  the  obstruction.  The  contents 
of  the  whole  colon  are  liable  to  be  emptied  into  and  to  distend  the 
caecum,  leaving  the  rest  of  the  colon  empty,  possibly  contracted  ; 
and  it  may  be  of  the  greatest  practical  importance  to  realize  this 
fact  (see  Case  12). 

On  inspection,  the  ladder-like  arrangement  of  the  distended 
intestines,  described  by  Professor  Wyllie,  may  be  seen  in  some  chronic 
cases,  and  this  is  an  important  aid  to  localization,  for  it  occurs  only 
when  the  small  intestine  is  involved. 

On  palpation,  a  tender  spot  may  indicate  the  site  of  obstruction, 
and  becomes  of  great  importance  if  a  swelling  or  feeling  of  resistance, 
or  a  temporary  tumour,  can  be  felt  there  during  an  attack  of  vigorous 
peristalsis  (see  Case  3). 
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Very  firm  and  painful  contractions,  in  which  the  intestine 
becomes  as  hard  as  the  contracting  uterus,  occur,  so  far  as  I  have 
seen,  only  when  the  small  intestine  is  concerned  ;  the  colon  and  the 
stomach  contract  more  feebly  than  does  the  small  intestine. 

The  sign  to  which  we  attach  greatest  importance  in  the  diagnosis 
of  intestinal  obstruction  is  increased  peristalsis,  which  careful  examina- 
tion will  discover  early  in  all  cases.  Without  visible,  palpable,  or 
audible  increase  of  peristaltic  movements  in  the  intestine,  the  diagnosis 
of  obstruction  is  unlikely  to  be  right ;  when  these  are  present  it  cannot 
be  wrong. 

WHAT  is  THE  NATURE  OF  THE  OBSTRUCTION  ? — In  children, 
intussusception  is  the  cause  in  the  majority  of  instances  ;  in  young 
adults,  adhesions,  most  frequently  the  result  of  tubercle  ;  in  patients 
over  forty,  malignant  stricture  of  the  large  intestine. 

Intussusception. — The  attack  is  often  preceded  by  a  free  intestinal 
evacuation.  There  is  sudden  pain,  continuous  at  first,  becoming 
more  markedly  intermittent  later  on.  Vomiting  is  not  so  severe  or 
so  persistent  as  in  other  acute  cases,  constipation  is  not  likely  to  be 
complete  ;  it  is  usual  to  have  small  loose  motions  with  muco-sanguino- 
lent  discharge  and  marked  rectal  tenesmus.  The  finger  used  for 
examination  of  the  rectum  is  apt  to  be  blood-stained  on  its  removal. 
The  abdomen  is  seldom  much  swollen  ;  indeed,  it  may  be  retracted, 
because  distention  is  prevented  by  the  frequent  escape  of  small 
quantities  of  gas  per  anum.  Examination  of  the  abdomen  may 
discover  in  the  right  iliac  fossa,  or  somewhere  in  the  course  of  the 
colon,  a  rounded  sausage-shaped  tumour  which  hardens  and  relaxes. 
Per  rectum  a  swelling  may  be  discovered  resembling  the  uterine 
cervix,  or  if  the  tumour  is  too  high  for  this,  bimanual  examination 
may  reveal  its  presence.  In  young  children  the  diagnosis  may  be 
rendered  difficult  by  the  apathetic  condition  sometimes  seen  in  them. 
There  may  be  no  striking  abdominal  symptom  except  vomiting,  and 
the  patient  lies  in  an  apparently  anaesthetic  condition,  tolerating 
rectal  and  abdominal  examination  without  complaint.  The  ease  with 
which  the  relaxed  and  anaesthetic  abdomen  then  allows  of  examination 
makes  the  discovery  of  the  tumour  easy. 

Cases  of  strangulation  by  bands,  diverticulum  rings.,  and  internal 
hernia,  are  often  sudden  in  their  onset,  and  produce  very  acute  sym- 
ptoms. A  history  of  previous  peritonitis  suggests  strangulation  by  a 
band  or  by  adhesions  (see  Cases  4,  5,  24).  If  there  is  no  such  history, 
the  possibility  of  a  Meckel's  diverticulum  should  be  borne  in  mind. 

Strictures  are  generally  malignant,  and  are  most  frequently  met 
writh  in  the  sigmoid  flexure  of  patients  past  forty.  Their  usual  history 
is  of  attacks  of  constipation,  at  first  yielding  to  mild  purgatives,  but 
gradually  requiring  stronger  measures.  A  very  suggestive  history  is 
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th;i(  purgatix  cs  caused  so  much  intestinal  commotion  that  any  one 
in  close  proximity  to  the  patient  could  hear  loud  rumblings.  If 
abdominal  examination  does  not.  find  any  tumour  in  the  colon,  rectal 
and  vaginal  examination  may.  A  growth  in  the  slack  of  the  sigmoid 
flexure  makes  it  heavy,  and  it  is  apt  to  drop  down  into  the  recto- 
vesical  or  recto-uterine  pouch.  More  than  once,  in  females,  I  have 
seen  such  a  hard  nodulated  tumour  mistaken  for  a  diseased  and 
prolapsed  ovary  by  gynaecologists,  who  are  not  likely  to  miss  such  a 
tumour  from  want  of  vaginal  examination.  In  the  male,  the  tumour 
may  be  felt  in  the  recto-vesical  pouch,  and  more  readily  when  the 
examination  is  made  with  the  patient  standing  upright.  As  in  cases 
of  intussusception,  so  in  cases  of  malignant  stricture,  blood  may  be 
present  in  the  stools.* 

The  sudden  blocking  of  a  stricture  by  hard  faeces  or  a  foreign 
body  will  cause  urgent  and  acute  symptoms.  It  seems  to  me  as  if 
the  symptoms  and  signs  of  intestinal  obstruction — pain,  disorderly 
peristalsis,  vomiting,  vascular  and  secretory  disturbances,  etc.,  in 
the  intestines  above  the  block — are  the  result  of  nerve  irritation  started 
by  the  stimulus  of  sudden  arrest  of  flatus. 

A  fallacious  belief  in  the  possibility  of  acute  obstruction  arising 
from  impaction  of  faeces  requires  exposure.  Faecal  masses  large 
enough  to  cause  symptoms  are  exceedingly  rare,  except  in  feeble  old 
persons,  hysterical  women,  and  lunatics,  and  they  never  cause  sym- 
ptoms of  acute  obstruction ;  consequently,  whatever  else  may  be 
the  cause  of  an  existing  obstruction,  it  is  not  likely  to  be  impacted 
faeces. 

PROGNOSIS. — The  prognosis  of 'cases  of  intestinal  obstruction  is 
very  serious,  much  more  serious  than  text-books  or  current  literature 
suggest.  Of  acute  cases,  the  great  majority  die  during  the  first  week, 
and  seldom  live  for  more  than  three  days  after  faecal  vomiting  has 
commenced.  It  is  possible,  as  every  experienced  practitioner  knows, 
for  these  cases  to  recover  when  apparently  in  the  most  desperate 
condition  ;  and  these  rare  cases  of  recovery  are  impressed  upon  the 
memory  when  the  ordinary  fatal  result  is  apt  to  be  forgotten.  Early 
death  is  usually  caused  by  toxic  poisoning  from  absorption  of  the 
foul  intestinal  contents  ;  later,  the  fatal  result  is  generally  attributable 
to  peritonitis,  the  result  of  perforation.  The  course  of  more  chronic 
cases  is  steadily  towards  a  fatal  termination,  which  commonly  is 
brought  about  by  the  development  of  an  acute  attack. 

Of  general  conditions  as  aids  in  forming  a  prognosis,  the  appear- 
ance of  the  patient  and  the  condition  of  the  pulse  are  the  safest  guides. 


*The  sigmoidoscope  and  x-ray  examination  after  an  opaque  enema 


are  now  valuable  additional  aids  in  diagnosis. 
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In  the  most  serious  state  the  patient  has  a  pinched,  poisoned  appear- 
ance, and  is  filled  with  anxiety  to  know  what  is  the  cause  of  the  attack, 
and  what  is  to  be  its  outcome.  The  pulse  steadily  increases  in  rate 
with  the  advancing  absorption  of  intestinal  toxins. 

Of  the  local  conditions  I  attach  the  greatest  importance  to  abdo- 
minal distention.  A  patient  with  profuse  and  frequent  vomiting, 
with  severe  of  attacks  of  intermittent  pain,  and  without  marked 
distention,  has  a  fair  chance  of  recovery  ;  for  the  intestines  in  such 
a  case  are  still  active  and  able  to  empty  themselves  ;  but  one  who 
does  not  vomit,  who  has  no  serious  pain,  and  whose  distention  is 
increasing,  is  quite  unlikely  to  get  over  the  illness.  Above  everything 
else,  the  prognosis  depends  upon  early  diagnosis  and  upon  proper 
treatment.  To  emphasize  the  importance  I  attach  to  this  statement, 
and  to  illustrate  my  meaning,  the  following  extract  from  a  recent 
address  of  mine  may  be  useful : — l 

Intestinal  Obstruction  Cases.—  -  '  The  pain  at  first  may  not  be  bad 
enough  to  raise  alarm,  and  its  paroxysmal  character  and  accom- 
panying wind-rumblings  may  be  placed  to  the  credit  of  dyspepsia, 
or  colic,  or  constipation,  or  some  other  more  trifling  trouble.  During 
their  stay  in  my  wards  several  patients  have  developed  symptoms  of 
acute  obstruction  due  to  bands  and  adhesions,  and  I  will  mention 
in  detail  the  treatment  which  we  have  adopted  for  them.  If  the 
pain  has  been  severe  and  paroxysmal,  and  has  been  attended  by 
vomiting  and  wind-rumblings  and  visible  or  palpable  peristaltic 
movements  of  the  intestines,  making  the  diagnosis  definite,  immediate 
operation  has  been  the  rule.  If  the  diagnosis  has  been  less  certain, 
|  gr.  morphia  injected  hypodermically  has  been  ordered.  If  the 
symptoms  are  removed  by  this,  and  do  not  reappear  after  eight  hours, 
the  condition  is  probably  due  to  nothing  serious  ;  but  whether  or 
not,  a  dose  of  castor-oil  and  an  enema  are  given  to  clear  up  the  remain- 
ing difficulty.  If  the  case  is  one  of  intestinal  obstruction,  acute 
symptoms  of  obstruction  are  produced,  and  operation  is  undertaken 
at  once.  The  results  of  this  treatment  will  carry  greater  weight  than 
anything  I  can  say. 

In  the  absence  of  both  of  our  surgical  registrars,  I  am  indebted 
to  Mr.  J.  W.  Heslop  for  examining  the  Hospital  records  from  1900 
up  to  date.  He  has  found  a  note  of  eleven  patients  who  were  attacked 
by  acute  intestinal  obstruction  whilst  under  my  care,  and  suffering 
from  other  conditions.  Of  these,  nine  recovered  and  two  died.  One 
death  occurred  in  a  patient  who  was  not  operated  upon,  from  mistaken 
diagnosis.  Of  ten  patients  operated  upon,  nine  recovered  and  one 
died.  The  patient  who  died  was  a  young  man  whose  appendix  had 
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removed  I  \vo  days  previously,  and  who  developed  a  complicated 
volvulus  involving  the  small  intestine. 

It  cannot  be  held  of  these  cases  that  they  were  easy  from  the 
surgical  point  of  view.  Every  one  required  more  serious  manipulation 
than  the  reduction  of  a  recent  intussusception,  or  the  release  of  bowel 
strangulated  by  a  band,  or  the  reduction  of  a  kinked  or  twisted  loop 
of  intestine  necessitates.  To  prove  this,  I  need  only  read  notes  of 
the  last  case  of  the  sort  that  I  operated  upon,  to  be  quite  fair,  pre- 
facing it  by  the  statement  that  the  patient  was  an  unusually  robust 
young  woman. 

CASE  1. — The  patient,  a  female,  age  35,  was  operated  upon  first  on 
June  10,  1902.  She  was  then  very  ill,  with  an  acute  abdominal  illness 
diagnosed  as  abscess  in  the  pelvis  and  in  connection  with  the  vermiform 
appendix.  Her  abdomen  was  opened  over  the  right  iliac  fossa,  by  an 
incision  extending  from  the  loin  behind.  Some  clear  fluid  escaped  on  open- 
ing the  peritoneum.  The  colon  and  the  caecum  were  adherent  to  the  parietal 
peritoneum  on  the  outer  side,  and  on  gently  separating  them  fetid  pus 
escaped.  The  appendix  was  found  lying  on  the  outer  side  of  the  caecum 
and  colon  with  its  tip  pointing  upwards  to  the  hepatic  pouch,  and  was 
excised.  The  pelvic  brim  was  filled  with  matted  adherent  intestine.  The 
abdominal  wound  was  covered  up,  and  the  patient  was  placed  in  the  lithotomy 
posture,  the  pelvic  abscess,  from  which  a  large  amount — about  one  pint — 
of  foetid  pus  was  evacuated,  being  opened  and  drained  through  an  incision 
in  the  posterior  vaginal  fornix  by  drainage  tubes  sewed  in.  The  vermiform 
appendix  contained  a  stercolith,  and  was  perforated  at  its  centre.  There 
was  a  free  discharge  of  pus,  especially  from  the  vagina,  for  some  days,  but 
the  patient  made  a  good  recovery,  and  was  about  to  leave,  when,  on  the 
night  of  July  14,  one  month  after  the  operation  described,  she  was  suddenly 
seized  with  symptoms  of  acute  obstruction,  and  became  very  ill.  The 
second  operation  was  performed  a  few  hours  later.  The  abdomen  was 
opened  in  the  middle  line.  The  small  intestines  were  congested  and  beginning 
to  distend,  the  distended  loop  leading  to  the  pelvis,  where  the  obstruction 
was  located.  It  was  due  to  adhesions,  many  of  which  were  easily  separated, 
but  those  in  the  depths  of  the  pelvis  became  more  dense.  In  separating  a 
loop  there  a  small  abscess  was  opened  and  pus  escaped.  The  traction  on 
the  inflamed  and  adherent  loop  resulted  in  tearing  the  intestine  almost 
completely  across.  Six  inches  of  torn  and  damaged  intestine  were  excised, 
and  an  end-to-end  approximation  was  made  by  catgut  sutures.  The  abscess 
in  the  pelvis  was  thoroughly  mopped,  and  the  whole  pelvis  was  washed  out 
with  saline  solution.  The  abdomen  was  entirely  closed.  The  patient 
recovered,  and  is  now  in  first-rate  health,  with  firm  scars. 

These  results  have  not  depended  on  any  special  operative  skill 
of  mine,  for  some  have  come  under  the  care  of  my  assistants,  and  their 
cases  have  done  as  well  as  my  own.  As  additional  proof  of  this,  I 
may  state  that  my  results  from  operations  for  acute  intestinal  obstruc- 
tion involving  the  small  intestine,  performed  on  the  third  or  fourth 
day  when  the  small  intestines  are  distended,  have  been  so  bad  that 
I  could  count  the  recoveries  on  my  fingers.  There  is  only  one  explana- 
tion of  these  surprising  results,  and  I  want  to  drive  the  lesson  this 
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experience  has  given  me  as  strongly  home  as  I  can,  and  it  is  that  if 
patients  with  acute  intestinal  obstruction  are  to  have  the  best  chance, 
they  must  submit  to  operation  without  delay.  As  further  bearing  on 
this  point,  I  may  mention  the  results  obtained  at  the  Infirmary  in 
intussusception.  From  the  commencement  of  1900,  twelve  cases  of 
acute  intussusception  have  been  admitted  to  the  surgical  wards  of  the 
Royal  Infirmary  for  operation.  In  four  of  the  cases  the  gut  was  found 
to  be  gangrenous,  and  all  of  the  patients  died.  Of  the  eight  cases  in 
which  the  gut  was  not  gangrenous,  six  patients  recovered  and  two 
died.  One  of  the  deaths  was  caused  by  a  second  intussusception, 
which  was  not  discovered  till  the  post-mortem  examination.  The 
second  death  occurred  in  an  acute  case  of  twenty-four  hours'  duration 
in  a  child  five  months  old." 

TREATMENT. — The  treatment  of  intestinal  obstruction  has  not 
advanced  in  proportion  to  other  progress  made  in  abdominal  surgery  ; 
indeed,  I  think  it  safe  to  say  that  in  regard  to  cases  in  which  the 
obstruction  is  limited  to  the  small  intestine,  excluding  those  of  the 
large  intestine,  the  general  results  are  no  better  now  than  they  were 
twenty-five  years  ago. 

Why  is  this  ?  The  explanation  I  have  to  offer  is  made  clear  in 
the  previous  quotation.  It  is  that  operations  are  not  done  early 
enough.*  To  be  successful  they  must  be  performed  before  the  patient's 
heart  is  weakened  by  toxic  absorption,  and  before  the  intestines  have 
become  paralytic  ;  and  neither  of  these  conditions  take  long  to  develop. 
As  soon  as  physicians  and  practitioners  realize  that  intestinal  obstruc- 
tion arises  only  from  mechanical  obstacles,  and  that  the  sole  rational 
treatment  of  it  is  to  remove  its  cause  at  the  earliest  possible  oppor- 
tunity, then,  but  not  till  then,  will  the  prognosis  of  intestinal  obstruc- 
tion improve.  The  improvement  may  then  perhaps  be  as  striking  as 
that  which  has  occurred  in  the  results  of  strangulated  hernia  since  it 
became  generally  recognized  that  early  operation  was  its  only  satis- 
factory treatment.  My  reported  cases  show  only  too  well  how  little 
is  to  be  expected  from  late  operations. 

The  lines  on  which  I  think  treatment  should  be  conducted 
will  bear  some  repetition. 

Relief  is  demanded  for  the  pain,  and  opium  in  one  or  other  of  its 
forms  is  -the  only  drug  to  be  relied  upon.  If  administered  by  the 
mouth,  it  may  either  be  vomited  or  fail  to  be  absorbed,  so  that  it 
should  be  given  by  the  rectum,  or  preferably  hypodermically.  The 
first  dose  should  be  sufficient  (J  gr.  of  morphia  for  an  adult  by  hypo- 
dermic injection  ;  50  min.  of  tincture  of  opium  in  warm  water  as  a 
rectal  injection),  for  repeated  small  doses  of  opium  are  to  be  con- 

*  This  is  still  deplorably  true. 
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dcmncd  in  all  acute  abdominal  cases.  Administered  in  frequent  small 
doses  the  drug  masks  all  symptoms,  and  so  leads  to  a  false  sense  of 
security  ;  it  paralyzes  tlu  intestines,  and  thereby  favours  toxic  absorp- 
tion :  and  it  produces  a  hypera?sthetic  condition  of  the  patient,  very 
unfavourable  to  recovery  from  an  operation.  Further,  a  reduction  of 
tin-  accustomed  dose  leads  to  physical  and  mental  collapse,  and  patients 
who  have  been  under  its  influence  for  a  few  days  are  predisposed  to 
die  from  shock  after  an  operation.  Though  no  one  who  has  seen  it  can 
doubt  the  marvellous  temporary  improvement  in  the  general  condition 
of  the  patient,  brought  about  by  the  skilful  use  of  opium,  yet  I  doubt 
the  existence  of  the  real  curative  influence  ascribed  to  it  by  generations 
of  authorities. 

Before  the  administration,  careful  examination,  which  should 
never  be  omitted,  may  have  made  it  obvious  that  the  patient  was 
dangerously  and  acutely  ill ;  in  all  such  cases  no  time  should  be  lost 
in  waiting  to  see  what  the  effect  of  the  opiate  may  be.  Operation 
should  be  undertaken  without  further  delay.  Other  cases,  less  defi- 
nitely ill,  should  be  seen  at  short  intervals,  and  closely  watched  as  the 
effect  of  the  opiate  passes  off.  If  the  symptoms  return,  then  an  opera- 
tion should  be  done  ;  if  not,  after  eight  hours'  rest  a  dose  of  castor-oil 
followed  by  an  enema  will  make  it  clear  whether  there  is  obstruction 
or  not. 

If  the  case  is  not  seen  until  the  abdomen  has  become  distended, 
and  if  the  symptoms  have  all  been  rendered  less  aggressive  by  repeated 
doses  of  opium,  the  question  of  operation  has  lost  much  of  its  urgency  ; 
indeed,  immediate  operation  may  not  offer  the  best  chance  of  recovery 
(see  Case  21).  If  a  little  flatus  has  been  passed,  if  occasional  peristaltic 
movements  are  observable  in  the  intestines,  if  the  stomach  contents 
are  expelled  with  vigour,  if  the  distention  is  not  increasing  or  causing 
tension,  and  if  the  pulse  is  retaining  its  vigour  and  is  not  rapid,  the  case 
is  a  favourable  one  for  palliative  treatment. 

The  three  most  material  aids  to  recovery  then  are — 
Stomach  lavage,  abstinence  from  mouth  feeding  (nutriment  to  be 
given  by  enemata),  and  repeated  small  doses  of  opium.  The  tolerance 
of  patients  for  stomach-washing  varies.  Some  experience  so  much 
relief  that  they  ask  for  a  repetition  of  it,  others  clearly  suffer  so  much 
inconvenience  during  its  performance  that  the  possible  benefit  is  more 
than  counterbalanced  by  its  risks  and  disagreeableness.  Occasional 
large  hot  drinks  to  encourage  vomiting  (weak  tea  or  water  are  generally 
liked)  may  then  be  used  as  substitutes.  No  food  by  the  mouth  should 
be  allowed  so  long  as  sickness  is  a  troublesome  symptom.  Food  and 
nutritive  fluids  introduced  into  the  stomach  only  add  to  the  sufferings 
of  the  patient,  and  often  diminish  an  already  small  chance  of  recovery. 
After  cleansing  the  stomach,  sips  of  hot  water  may  be  frequently 
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given  to  relieve  the  intense  thirst,  and  the  mouth  may  be  sluiced  with 
cold  water  as  often  as  desired  by  the  patient,  but  none  of  this  should  be 
swallowed.  Ice  gives  only  temporary  relief,  and  does  permanent 
harm.  It  makes  the  mouth  sore  and  the  tongue  dry ;  it  fills  the 
stomach  with  cold  water,  thus  depressing  the  vitality  ;  and  it  increases 
flatulent  distention.  All  nutriment  should  be  administered  by  the 
colon.  The  best  method  of  doing  this  is  to  give  slowly  through  a  rectal 
tube  and  raised  funnel  one  pint  every  two  or  three  hours  of  the  follow- 
ing mixture  : — fatty  beef-tea  and  milk  in  equal  parts,  with  one  tea- 
spoonful  of  salt  and  half  an  ounce  of  whisky,  at  a  temperature  of 
100°  F.  The  first  two  or  three  pints  are  frequently  retained  when  given 
in  this  way,  whereas  the  intermittent  pumping  action  of  the  ordinary 
enema-syringe,  commonly  used  for  this  purpose,  stimulates  the  bowel 
to  expel  the  injected  fluid.  When  the  enemata  begin  to  come  away, 
it  is,  of  course,  a  favourable  omen  if  some  flatus  is  passed  at  the  same 
time.  Diminution  of  the  abdominal  distention,  as  shown  by  careful 
measurement  round  the  umbilicus,  is  also  a  favourable  sign.  If  the 
enemata  are  retained  for  twenty-four  hours,  it  is  necessary,  as  in  all 
cases  where  food  is  given  by  the  bowel,  to  administer  a  quart  of  salt 
water  to  clear  out  the  offensive  debris.  From  the  use  of  nutrient  sup- 
positories little  good  need  be  expected,  and  if  the  enemata  cannot  be 
retained  their  expulsion  is  a  strong  indication  for  early  operation. 

In  connection  with  enemata,  it  may  be  mentioned  that  their 
use  in  the  treatment  of  intussusception  is  strongly  recommended  by 
nearly  all  authorities.  It  is  agreed  that  they  have  no  value  in  the 
most  acute  cases,  or  in  cases  involving  the  small  intestine.  It  is 
also  agreed  that  there  is  a  certain  amount  of  danger  in  their  use. 
Before  giving  the  enema,  if  this  is  decided  upon,  an  anaesthetic  must 
be  administered  to  assure  complete  muscular  relaxation.  Hot  salt 
water,  a  drachm  to  a  pint,  is  the  least  irritating  injection,  and  as 
much  of  it  should  be  introduced  as  can  be  retained.  The  enema  funnel 
should  not  be  raised  more  than  three  feet  in  the  case  of  children,  who 
may  be  held  up  by  the  feet  during  the  administration.  It  is  usually 
impossible  to  say  when  this  means  is  successful ;  even  if  a  tumour  pre- 
viously distinctly  felt  is  found  to  have  disappeared,  it  is  not  certain 
that  its  reduction  has  been  accomplished,  and  valuable  time  may  be 
lost  in  waiting  to  see  if  the  symptoms  return.  It  is  usually  safe  to 
prophesy  that  they  will  do  so,  and,  except  in  the  more  chronic 
cases,  in  which  a  short  period  may  be  allowed  to  be  wasted  with 
comparative  impunity,  operation  ought  to  be  done  as  early  as 
diagnosis  permits. 

Repeated  small  doses  of  morphia  in  the  favourable  cases  pre- 
viously mentioned  are  often  of  great  service — a  10-min.  dose  of  liq. 
morphia  hydrochlor.,  in  1  dr.  of  peppermint  water,  given  by  the 
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mouth,  when  the  patient  is  restless  or  in  pain,  secures  bodily  and 
mental  rest,  and  has  a  steadying  effeet  on  both  mind  and  body. 

If  nothing  short  of  narcotism  brings  relief,  operation  is  urgently 
indicated. 

In  addition  to  the  use  of  stomach  lavage,  nutrient  and  stimulating 
emmata,  and  morphia,  which  are  the  most  important  means  of  relief, 
there  are  smaller  details  requiring  attention.  A  hot,  moist  poultice, 
large  enough  to  cover  the  whole  abdomen,  kept  on  for  an  hour,  and 
repeated  at  intervals  of  eight  hours  and  replaced  by  warm  cotton-wool, 
is  useful.  A  hospital  bed  and  a  good  nurse  are  great  comforts,  and 
are  important  aids  to  recovery. 

OPERATION  IN  ACUTE  INTESTINAL  OBSTRUCTION. 

During  the  first  twenty-four  to  forty-eight  hours  it  is  possible  as 
a  rule  to  perform  a  radical  operation  which  allows  the  cause  of  the 
obstruction  to  be  dealt  with,  and  which  offers  a  good  prospect  of 
complete  success  (see  Case  3).  The  rule  for  these  cases  should  be  that 
as  soon  as  the  diagnosis  is  made  an  operation  must  follow. 

Preparation  of  the  Patient  for  Operation. — Morphia  will  already 
have  been  given  to  relieve  the  pain,  and  the  skin  of  the  abdomen  is 
prepared  in  the  usual  way.  The  arms  and  legs  and  chest  of  the  patient 
are  to  be  swathed  and  bandaged  in  warmed  cotton-wool,  and  the  room 
in  which  the  operation  is  to  take  place  should  be  heated  up  to  70°  F. 
It  is  also  of  the  greatest  importance,  more  especially  in  the  case  of 
children,  to  maintain  the  body  heat  by  warm  clothing,  hot  bottles, 
and  towels  wrung  out  of  hot  lotion,  for  the  avoidance  of  chilling  is  by 
far  the  most  effective  means  we  possess  for  preventing  shock. 

Special  instruments  (intestinal  clamps  and  buttons  and  Paul's 
tubes),  as  well  as  ordinary  ones,  should  be  ready  for  use,  and  every- 
thing should  be  prepared  to  carry  out  the  operation  with  as  great  expedi- 
tion as  possible  after  the  administration  of  the  anaesthetic. 

If  the  stomach  is  distended,  it  should  be  washed  out,  to  prevent 
its  septic  contents  from  being  drawn  into  the  lungs  of  the  anaesthetized 
patient. 

Chloroform,  in  the  hands  of  a  skilled  administrator,  is  the  best 
anaesthetic  for  general  use  ;*  and  the  previous  dose  of  morphia  aids  its 
action,  making  only  a  small  quantity  necessary.  Before  commencing 
the  operation,  abdominal  palpation  should  be  repeated,  for  a  tumour 
which  has  previously  escaped  observation  may  now  be  discovered, 
and  to  be  able  to  make  the  incision  directly  over  the  site  of  obstruction 
adds  materially  to  the  chances  of  success. 

When  no  clue  as  to  the  neighbourhood  of  the  obstruction  is  avaii- 
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able,  the  incision  is  commenced  1  in.  above  the  umbilicus,  includes 
this  in  an  ellipse,  and  is  prolonged  to  2  in.  below  it.  The  umbilicus 
is  then  excised,  and  in  doing  this  the  abdominal  cavity  is  opened, 
the  opening  being  enlarged  upwards  and  downwards  with  scissors 
on  a  protecting  and  guiding  finger  introduced  through  the  umbilical 
ring. 

The  First  Object  of  the  Operation — to  confirm  the  diagnosis — will 
now  be  realized  ;  for,  from  the  earliest  stage,  obstructed  intestine  is 
distended  and  increased  in  vascularity.  The  absence  of  inflammatory 
peritoneal  exudates  excludes  the  possibility  of  acute  peritonitis,  which, 
in  some  rare  cases,  produces  symptoms  and  signs  so  closely  resembling 
those  of  pure  mechanical  obstruction  as  to  be  indistinguishable  until 
the  peritoneum  is  opened.  Search  is  now  commenced  in  the  neigh- 
bourhood of  the  wound,  which  may  be  opened  up  by  retractors,  the 
greatest  care  being  taken  to  prevent  the  escape  of  intestines  from  the 
abdominal  cavity  by  the  use  of  warm  flat  sponges  or  sterilized  swabs. 
Experience  has  taught  me  that  much  disturbance  of  the  relations  and 
position  of  the  small  intestines,  and  their  exposure,  is  almost  inevitably 
attended  by  a  fatal  result  in  these  cases.  One  occasionally  reads  of 
successful  cases,  in  which  the  intestines  were  taken  out,  enveloped  in 
hot  towels  or  douched  with  saline,  opened,  emptied,  sewed  up,  and 
returned  ;  the  only  explanation  that  can  be  given  of  these  remarkable 
successes  is,  that  some  patients  appear  to  have  a  capacity  for  recovery 
wrhich  has  been  of  exceptional  assistance  to  the  operator. 

The  Second  Object  of  the  Operation— to  ascertain  whether  the 
obstruction  is  in  the  small  or  in  the  large  intestine — will  be  attained 
by  noting  the  position  and  appearance  of  the  distended  and  vascular 
loops,  which  are  always  situated  above  the  obstruction  ;  those  below 
are  contracted  and  pale.  The  large  intestine,  besides  its  position  and 
relation  to  the  omentum,  is  easily  recognizable  by  the  longitudinal 
bands  of  its  muscular  coat. 

The  Third  Object  of  the  Operation — supposing  the  obstruction  to 
be  in  the  small  intestine — will  be  to  find  it  with  as  little  handling  of 
the  distended  and  friable  gut  as  possible.  The  cause  and  site  of 
obstruction  will  be  best  ascertained  by  drawing  forward  the  first  pale 
and  contracted  loop,  by  fixing  this  and  following  it  up  or  down  inch  by 
inch,  putting  each  loop  back  as  it  is  withdrawn,  until  the  block  is  dis- 
covered. If  the  obstruction  cannot  be  found  readily  through  a  small 
incision,  the  original  one  should  be  extended  downwards  towards  the 
pubis,  an  assistant  always  retaining  the  intestine  with  hot  flat  sponges. 
Here,  as  elsewhere  in  surgery,  to  see  what  is  being  done  is  of  first-rate 
importance  ;  and  a  long  incision  which  allows  of  this  is  less  dangerous 
than  one  so  short  as  to  make  it  necessary  to  grope  in  the  dark.  With 
the  long  incision  it  is  easiest  and  quickest  to  examine  the  caecum  first. 
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If  that  is  distended  and  reddened,  the  obstruction  is  in  the  large  intes- 
tine  :  if  it  is  empty  and  pale,  the  obstruction  is  in  the  small  intestine. 

The  end  of  the  ileum  as  it  enters  the  colon  serves  as  a  guide  to  the 
sin  id  I  intestine,  which  should  be  followed  steadily  upwards  to  the  seat 
of  obstruction. 

When  the  caecum  indicates  obstruction  in  the  large  intestine,  the 
next  step  is  to  draw  the  sigmoid  flexure  out  of  the  pelvis.  If  it  is  pale 
and  empty,  the  obstruction  is  above.  By  drawing  down  the  omentum 
and  elevating  it,  the  transverse  colon  is  exposed,  lying  on  its  under 
surface.  If  it  is  empty  and  pale,  the  obstruction  must  be  found  in  the 
ascending  colon,  or  in  the  hepatic  flexure. 

The  cause  of  the  obstruction  has  now  been  found  ;  and  this  should 
not  occupy  any  long  time,  if  the  schematic  method  suggested  is  carried 
out  with  prompt  precision.  Time,  so  important  in  these  operations, 
is  too  frequently  lost  by  a  want  of  well-considered  method  in  their  per- 
formance ;  the  plan  now  suggested,  one  which  has  been  developed  for 
my  own  guidance,  has  stood  the  test  of  experience  ;  I  therefore  hope 
it  may  prove  of  some  use  to  others.* 

In  the  early  cases — and  those  alone  have  entered  into  consideration 
as  yet — a  radical  and  complete  operation  for  the  removal  of  the  cause 
can  be  performed  with  good  prospects  of  success  (see  Case  3). 

Unfortunately  surgeons  seldom  have  as  yet  the  chance  of  treating 
these  cases  early  enough,  and  the  chief  object  of  my  paper  is  to  impress 
the  fact  that  the  present  great  mortality  from  intestinal  obstruction 
is  the  result  of  delay  in  operating.f  The  illustrative  cases  convey  this 
important  lesson  more  emphatically  than  any  words  of  mine  could. 

Patients  with  acute  intestinal  obstruction  are  even  worse  than 
they  look  ;  and  if  the  small  intestines  are  considerably  distended, 
they  seldom  get  well  after  a  complete  or  prolonged  operation,  however 
satisfactory  from  the  operative  surgical  point  of  view. 

The  operation  of  choice  for  such  patients  is  enterostomy.  It  has 
been  my  misfortune  to  perform  this  operation,  and  to  find,  on  subse- 
quent post-mortem  examination,  that  the  intestinal  opening  was 
12  in.  below  an  impacted  gall-stone  lying  immediately  under  the 
anterior  abdominal  wall,  the  intestine  being  red  and  disturbed  from 
commencing  peritonitis  ;  to  discover,  after  an  immediately  successful 
enterostomy,  that  death  on  the  ninth  day  was  due  to  gangrene  of  a  loop 
of  bowel  ensnared  by  a  string-like  adhesion  easily  accessible  ;  and  to 
see  curdled  milk  oozing  through  the  fistulous  opening  soon  after  it  had 
been  swallowed,  showing  that  the  incision  had  been  made  so  high  in 

*  /  still  believe  this  to  be  the  best  method. 
t  This  is  still  true. 
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the  jejunum  that  death  from  starvation  must  shortly  be  expected. 
Against  these  disappointing  results,  which  a  more  thorough  surgical 
procedure  could  have  averted  only  by  the  certain  sacrifice  of  the 
patient's  life,  must  be  placed  the  cases  in  which  enterostomy  has  afforded 
another  chance  of  life,  which  the  more  complete  operation  did  not.  A 
second  operation  is  generally  required  after  enterostomy,  but  it  is  not 
a  unique  experience  (see  Case  22)  to  find  the  symptoms  permanently 
relieved,  and  to  see  the  patient  completely  cured,  with  spontaneous 
healing  of  the  faecal  fistula. 

Enterostomy  may  generally  be  regarded  as  a  protest  against 
delay  ;  but  until  early  operation  becomes  more  frequent,  it  holds  a 
useful  place  in  the  treatment  of  intestinal  obstruction  (see  Cases  4,  5, 
12,  13,  18). 

The  Operation. — A  short  oblique  incision  in  the  right  iliac  fossa, 
which  can  be  made  in  bed  and  under  local  anaesthesia,  opens  the  abdo- 
men and  exposes  the  caecum.  If  this  is  not  distended,  the  nearest  loop 
of  distended  small  intestine  is  drawn  forwards  out  of  the  abdomen, 
packed  round  with  gauze,  and  opened  away  from  the  wound.  Into 
the  opening  a  Paul's  tube  is  firmly  tied  with  silk,  and  the  ligatured 
bowel  is  wrapped  in  iodoform  gauze.*  A  gauze  and  wool  dressing, 
freely  sprinkled  with  powdered  boracic  acid,  is  applied  round  the  tube, 
and  a  firm  many-tailed  bandage,  keeping  the  dressing  in  position 
and  preventing  the  bowel  from  prolapsing,  completes  the  operation. 

STRICTURE  OF  THE  LARGE  INTESTINE. 

These  strictures  form  a  large  percentage  of  the  cases  of  intestinal 
obstruction,  and  are  consequently  of  great  importance  ;t  and  the  same 
rules  are  not  applicable  to  them  as  hold  good  for  obstructions  in  the 
small  intestine.  The  first  fact,  of  such  great  surgical  importance  that 
it  deserves  special  recognition,  is  that  distention,  limited  to  the  large 
intestine,  is  no  barrier  to  satisfactory  exploration,  if  the  general  condi- 
tion of  the  patient  is  sufficiently  good.  Collapse  and  disaster  do  not 
frequently  follow  manipulation  of  the  distended  colon,  as  we  have  seen 
to  be  the  case  when  the  small  intestine  is  in  question.  Consequently, 
if  the  patient  is  vigorous  enough,  the  operation  is  undertaken  with  two 
objects  in  view — (1)  The  remote  one  of  a  radical  cure,  and  (2)  the 
immediate  one  of  giving  relief.  The  first  demonstrates,  for  future 
guidance,  the  exact  situation  of  the  disease  ;  its  character  ;  whether  a 

*  A  more  refined  method  is  to  bury  an  indiarubber  tube  in  the 
opened  bowel  and  suture  the  parietes  round  it. 

f  Their  diagnosis  has  been  made  more  efficient  by  the  sigmoidoscope 
and  opaque  enemata,  with  x-ray  examination. 
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growth  is  fixed  or  movable  ;   and  the  presence  or  otherwise  of  enlarged 
glands  or  secondary  deposits  in  the  peritoneum,  liver,  or  elsewhere.* 

To  attempt  to  remove  a  growth  in  the  colon  in  the  presence  of 
obstruction  is  to  court  disaster  ;  for  the  added  chance  of  sepsis  from 
the  passage  of  foul  intestinal  contents,  the  fact  that  wounds  in  the 
colon  do  not  unite  so  readily  as  those  in  the  small  intestine,  and  later, 
the  passage  of  solid  faeces,  all  combine  against  success. 

In  inoperable  conditions,  left  inguinal  colostomy  is  the  operation 
of  selection  if  the  obstruction  is  too  low  down  to  admit  of  anything  else. 
It  is  preferable  to  a  permanent  opening  elsewhere  in  the  colon,  because 
further  from  the  fluid  contents  of  the  caecum  and  the  small  intestine, 
so  that  the  irritation  and  inconvenience  and  disgust  of  constant  escape 
of  fluid  faeces  are  thus  averted.  If  the  original  exploratory  opening 
has  been  made  in  the  middle  line,  a  second  incision,  1J  in.  in  length, 
should  be  made  in  the  left  iliac  fossa  ;  and  3  in.  of  the  highest  avail- 
able portion  of  the  sigmoid  flexure  should  be  passed  through  it,  and 
fixed  by  clip  forceps  pushed  through  its  mesentery.  The  bowel,  after 
the  incision  in  the  mid-line  has  been  sutured  and  protected,  should 
be  at  once  opened  and  drained  by  a  Paul's  tube  tied  in.  If  a  long 
indiarubber  tube  is  fixed  on  to  the  glass  one,  the  contents  of  the  bowel 
can  be  discharged  into  a  receptacle  under  the  bed,  and  the  wound  and 
the  dressing  may  be  left  untouched  till  the  portion  of  bowel  made  gan- 
grenous by  the  ligature  tied  round  the  tube,  sloughs  and  allows  of  faecal 
leak.  This  occurs  from  the  fourth  to  the  eighth  day.  The  operation 
is  completed  by  transverse  division  of  the  exposed  bowel  on  the  tenth 
day.  This  small  operation  is  often  followed  by  haemorrhage,  some- 
times so  profuse  as  to  be  dangerous,  and  always  difficult  to  arrest  (see 
Case  6)  ;  I  have  therefore  adopted  the  simple  plan  of  securing  the 
division  by  an  elastic  ligature.  This  is  drawn  through  the  hole  in  the 
mesentery  by  the  forceps  left  in  it,  and  tightly  tied  over  the  bowel, 
below  or  over  the  sloughing  hole  left  by  separation  of  the  tube  to  allow 
of  the  escape  of  gas  (see  Case  8,  etc.). 

I  have  previously  expressed  my  belief  as  to  the  indications  for 
permanent  inguinal  colostomy  ;  briefly,  it  is  that  it  should  be  under- 
taken to  save  a  life  threatened  by  intestinal  obstruction  due  to  incurable 
cancer.  In  very  rare  cases  of  rectal  carcinoma  attended  by  severe 
haemorrhage  and  rectal  tenesmus,  or  complicated  by  a  recto-vesical 
fistula,  there  may  be  found  an  excuse  for  it ;  but  there  is  no  excuse  for 
the  wholesale  application  of  it  suggested  by  some  surgical  text-books. 
A  recovery  after  inguinal  colostomy,  unless  performed  as  a  last  resource, 
is  not  by  any  means  a  surgical  triumph  ;  nor  is  it  an  operation  likely 
to  evoke  the  grateful  recognition  of  the  public  for  benefits  received. 

*  This  is  still  my  practice. 
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If  exploration  shows  that  a  removable  growth  is  present,  except 
when  the  growth  is  in  a  freely  movable  portion  of  the  sigmoid  flexure 
or  of  the  transverse  colon,  my  practice  is  to  open  and  drain  the  caecum 
for  the  relief  of  the  obstruction  ;  and  I  do  the  same  if  the  patient's 
general  condition  does  not  allow  of  exploration.  The  pressure  of  the 
intestinal  contents  is  greater  in  the  caecum  than  elsewhere ;  consequently 
patchy  gangrene  of  it  may  occur  wherever  the  obstruction  in  the  colon 
may  be  ;  the  caecum  is  sufficiently  movable  to  be  drawn  forward  with 
ease,  and  a  caecostomy  opening  in  the  right  iliac  fossa  is  well  out  of  the 
way  of  subsequent  incisions :  hence  the  choice  of  this  part  of  the  colon.* 
The  operation  is  performed  through  a  small  oblique  incision  in  the 
right  iliac  fossa ;  through  this  the  caecum  is  drawn  forward,  then 
opened  and  drained  by  a  Paul's  tube.  Two  or  three  harelip  pins  passed 
through  it  and  resting  on  thick  pads  suffice,  with  the  help  of  a  good 
dressing,  to  keep  the  bowel  in  position.  After  the  patient  has  recovered 
and  the  bowel  has  been  thoroughly  cleansed,  the  removal  of  the  growth 
can  be  undertaken  ;  and  the  lumen  of  the  bowel  may  be  restored  by 
an  anastomosis.  Then,  at  a  later  stage,  the  opening  in  the  caecum 
should  be  closed,  if  it  does  not  do  so  spontaneously. 

Entailing,  as  this  programme  does,  a  prolonged  illness  and  three 
distinct  operations,  some  doubt  may  be  felt  as  to  its  wisdom.  I  do 
not  doubt  at  all,  being  convinced  that  this  is  the  only  method  which 
offers  a  fair  chance  of  recovery  in  these  serious  cases.  What  does 
concern  me — and  this,  I  think,  is  a  point  as  yet  unsettled — is  the  ques- 
tion of  the  manner  in  which  the  anastomosis  is  to  be  made.  The  best 
published  results,  so  far  as  I  know  them,  are  those  of  Mr.  Caird  of  Edin- 
burgh, Mr.  Littlewood  of  Leeds,  and  Mr.  Bilton  Pollard  of  London.  It 
is  significant  that  they  all  advocate  end-to-end  anastomosis  with  suture 
alone,  and  have  obtained  their  remarkable  successes  by  this  method. 
Nevertheless  I  am  not  persuaded.  My  own  best  results,  though  they 
cannot  compare  with  those  mentioned,  have  been  obtained  by  lateral 
anastomosis  and  a  large  opening  and  simple  suture,  after  closure  of  the 
divided  bowel  ends.f  The  next  best  results  have  been  obtained  by 
end-to-side  approximation.  Our  worst  have  been  by  end-to-end  junc- 
ture, those  obtained  by  suture  and  button  being  equally  bad.  Up  to 
recent  times  I  have  strongly  advocated  a  simple  suture  ;  but  this  year, 
guided  to  some  extent  by  American  views  and  statistics,  I  have,  as  will 
be  observed,  used  the  button  for  everything  ;  and  I  have  invented 
one  of  decalcified  bone,1  which  possesses,  I  think,  most  of  the 

*  Further  experience  confirms  this. 
f  This  is  still  the  method  of  choice. 

1  I  am  indebted  for  many  of  the  details  of  this  button  to  Mr.  G.  Grey  Turner, 
under  whose  directions  it  has  been  made  by  M' Queen  &  Son,  surgical  instrument 
makers,  Newcastle-on-Tyne. 
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advantages  of  the  ingenious  and  well-known  Murphy,  and  few  of  its 
disadvantages.41 

If  the  growth  is  in  the  slack  of  the  sigmoid  flexure  or  of  the  trans- 
verse colon,  it  should  be  drawn  well  out  of  the  abdomen,  and  fixed 
there  by  forceps  through  the  mesentery,  and  left  till  firm  adhesion 
has  occurred  (ten  to  fourteen  days).f 

The  bowel  above  is  immediately  opened  and  drained.  As  soon 
as  the  patient  has  recovered  (in  perhaps  two  weeks),  and  the  intestine 
has  been  cleansed,  a  second  operation  is  undertaken  for  the  removal 
of  the  growth.  If  care  be  taken  to  prepare  the  skin  and  the  bowel 
for  a  few  days,  resection  of  the  growth,  followed  by  closure  of  both 
divided  ends,  lateral  anastomosis,  and  return  of  the  whole  into  the 
abdomen,  is  a  very  safe  and  satisfactory  operation.  I  feel  confident 
that  one  of  my  recorded  cases  (see  Case  18)  died  in  consequence  of  my 
inability  from  indecision  to  make  sufficient  use  of  the  information  in 
my  possession.  With  the  operation  I  have  described,  the  result  would 
almost  certainly  have  been  success  instead  of  failure. 

A  further  question,  for  which  I  have  no  satisfactory  answer,  con- 
cerns the  use  of  purgatives  after  suture  of  the  colon.  I  am  disposed 
to  think  that  in  my  anxiety  to  keep  the  motions  fluid,  and  so  to  avoid 
strain  on  the  suture  line,  I  have  erred. 

In  a  third  class  of  case  the  cause  of  obstruction  is  found  to  be 
inoperable.  What  should  be  done  ?  The  patient  has  only  a  short 
time  to  live.  Is  it  worth  while  subjecting  him  to  the  inconvenience, 
depression,  and  risk  of  several  operations  to  make  temporary  recovery 
more  certain  ?  I  am  disposed  to  think  not.  My  view  is  that  the  risk 
of  an  immediate  anastomosis  and  complete  closure  of  the  abdomen 
should  be  accepted  (see  Cases  15,  20).  The  position  of  the  obstruction 
and  the  anatomical  conditions  will  determine  where  the  anastomosis 
is  to  be  made.  A  favourite  method  of  mine,  when  the  sigmoid  mesen- 
tery is  long  enough  to  allow  of  it,  is  to  draw  the  omentum  down,  to  pull 
the  sigmoid  flexure  up  over  it,  and  join  it  to  the  caecum,  the  omentum 
lying  underneath  the  junction  and  separating  it  from  the  small  intes- 
tines like  a  pad. 

More  than  once  I  have  seen  the  ileum,  united  to  the  sigmoid 
flexure  in  obstruction,  situated  between  the  caecum  and  sigmoid.  The 
result  has  been  distention,  gangrene,  and  perforation  of  the  caecum, 
and  death  from  peritonitis  a  few  weeks  after  the  operation.  Though 

*  /  now  again  rely  on  suture  alone. 

t  /  regard  this  now  as  a  bad  operation.  It  is  oj  the  greatest  import- 
ance to  remove  sufficient  mesentery  with  its  lymphatics,  and  this  is  only 
possible  with  wide  bowel  excisions. 
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I  have  drawn  attention  to  this  self-evident  fact  before — self-evident  if 
the  usual  competency  of  the  ileocaecal  valve  to  resist  the  escape  of  any 
of  the  caecal  contents  backwards  be  remembered — it  does  not  seem, 
judging  by  recorded  cases,  to  have  met  with  universal  recognition.* 

If  caecostomy  has  been  performed,  transverse  division  of  the  ileum 
and  ileosigmoidostomy  is  a  good  operation,  because  it  saves  a  third 
one  for  the  closure  of  the  caecum  (see  Cases  13  and  14).  Some  patients 
are  so  fastidious  as  to  object  to  the  trifling  prolapse  and  mucous  dis- 
charge which,  under  those  circumstances,  escapes  from  the  caecostomy 
opening.  If  fluid,  introduced  into  the  rectum,  passes  through  the 
colon  and  freely  out  of  this  opening,  it  will  be  safe  to  close  it  completely, 
but  not  otherwise.  In  the  latter  case,  discomfort  may  be  minimized 
by  suturing  the  opening  up  round  a  small  indiarubber  tube,  which 
must  be  worn  permanently,  f 

Mistakes  in  Diagnosis  during  the  Year. — Several  patients  suffer- 
ing from  general  peritonitis  were  sent  in  as  cases  of  intestinal  obstruc- 
tion, in  the  course  of  the  year.  In  some  of  them  symptoms  of  intes- 
tinal obstruction  were  present ;  and  as  post-mortem  examination  has 
proved  that  distended  sticky  kinked  small  intestines  are  indeed 
mechanically  obstructed,  a  correct  diagnosis  may  occasionally  be 
impossible.  The  history  is  sometimes  a  useful  guide.  Intestinal 
obstruction  commences  suddenly  and  without  fever.  The  rupture 
of  the  vermiform  appendix  and  leak  into  the  peritoneum  occurs  sud- 
denly too,  but  the  sudden  attack  has  been  preceded  by  a  day  or  two 
of  considerable  abdominal  trouble.  In  the  early  days  of  peritonitis 
there  is  fever.  The  chief  pain  of  obstruction  occurs  in  severe  paroxysms 
which  are  characteristic.  Vomiting  is  more  troublesome  in  obstruc- 
tion than  in  peritonitis.  Inability  to  pass  flatus  or  faeces  may  be 
present  in  both.  Rigidity  of  the  abdominal  muscles  and  tenderness 
of  the  parietes  are  marked  in  peritonitis,  absent  in  intestinal  obstruc- 
tion. To  see  and  to  feel  increased  peristaltic  movements  and  to  hear 
increased  rumbling  are  the  signs  by  which  cases  of  intestinal  obstruction 
may  be  distinguished  from  other  simulating  conditions. 

The  abdomen  was  uselessly  explored  once,  in  the  belief  that  a 
stricture  of  the  colon  might  be  the  cause  of  serious  symptoms.  The 
patient  was  a  middle-aged  man,  who,  after  an  illness  of  six  weeks' 
duration,  alternating  diarrhoea  and  constipation  being  the  chief  sym- 
ptoms, was  seized  suddenly  with  an  attack  of  complete  intestinal 

*  It  has  not  even  yet  (1915). 

t  The  prognosis  of  operable  colon  cancer  is  now  so  good  after  the 
complete  operation  described  by  Jamieson  and  Dobs  on,  that  it  should 
always  be  done.  It  is  now  criminal  to  do  colostomy  for  operable  cancer 
of  the  colon. 
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obstruction  which  lasted  for  seven  days  and  was  only  relieved  with 
difficulty.  He  had  lost  two  stones  in  weight  since  his  illness  com- 
menced. Careful  examination  was  negative  in  result,  but  it  was 
decided  to  explore  his  abdomen.  No  evidence  of  anything  wrong 
with  his  intestinal  track  was  found.  He  recovered. 

One  case  of  acute  pancreatitis,  as  so  often  happens,  was  sent  in 
as  an  intestinal  obstruction.  A  definite  diagnosis  was  made  in  this 
instance,  as  will  be  reported  in  a  later  paper,  by  palpation  of  the 
enlarged  and  tender  pancreas. 

Kidney  disease  may  cause  attacks  of  abdominal  pain  and  other 
symptoms  so  closely  simulating  intestinal  obstruction  as  to  lead  to 
error  in  diagnosis.  The  following  is  a  good  example  : — J, 

CASE  2. — T.  C.,  male,  age  59,  was  admitted  under  the  care  of  Mr.  Morison 
on  January  6,  1902. 

The  following  is  an  abstract  from  the  clinical  notes  :  Six  months  ago 
the  patient  began  to  suffer  from  paroxysmal  attacks  of  abdominal  pain  with 
chronic  constipation,  borborygmi,  and  difficulty  in  passing  flatus.  With 
these  attacks  vomiting  occurred  at  intervals.  For  three  or  four  months 
he  had  got  rapidly  thinner,  and  had  become  very  weak  and  very  drowsy. 
He  had  sometimes  passed  blood  per  anum  during  stool.  He  was  sent  in  as 
a  case  of  malignant  stricture  of  the  sigmoid  flexure,  causing  chronic  intestinal 
obstruction. 

On  Admission. — He  was  in  poor  general  condition,  had  a  grey,  pinched 
look,  furred  tongue,  and  complained  of  thirst  and  nausea.  The  pupils  were 
contracted.  Temperature  normal.  Pulse  120,  and  radial  artery  athero- 
matous.  Urine,  sp.  gr.  1010  ;  no  albumin.  Nothing  definite  was  made  out 
on  examination  of  the  abdomen  or  the  rectum.  After  careful  observation 
for  some  days  in  hospital,  a  diagnosis  of  granular  kidneys  with  pseudo- 
obstruction  of  the  bowels  was  made.  No  operation  was  consequently 
advised,  and  the  patient  was  sent  home  on  January  16,  1902. 

Jan.  24,  1902. — The  patient  died  at  home.  We  are  indebted  to 
Dr.  Smith,  of  Ryton,  for  a  report  of  the  necropsy.  He  found  marked 
granular  kidneys,  with  hypertrophied  heart.  There  was  no  intestinal 
obstruction,  and  no  other  lesion  to  account  for  the  illness. 

ILLUSTRATIVE  CASES.  2 

CASE  3. — Acute  intestinal  obstruction  due  to  MeckeVs  diverticulum 
— Excision  of  diverticulum — Recovery.  (Private  Hospital.) 

A  girl,  age  7,  was  admitted  on  February  17,  1903.  Four  or  five  weeks 
before  she  had  a  sudden  attack  of  vomiting  during  the  night.  This  was 
succeeded  by  griping  pains  through  the  day.  She  had  her  bowels  moved 
without  aid,  and  was  well  by  the  evening.  Since  then  she  had  had  other 
similar  attacks.  The  present  one  began  at  4  a.m.  on  the  morning  of 

1  See  Northumberland  and  Durham  Medical  Journal,  January  1903,  p.  50. 

2  Statistics  supplied  by  G.  Grey  Turner,  Surgical  Registrar,  Royal  Infirmary, 
Newcastle-on-Tyne,  of  cases  of  intestinal  obstruction  operated  upon  by  Mr.  Morison 
during  1903  in  the  Infirmary  and  private  Hospital. 
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February  16,  she  having  gone  to  bed  well  on  the  previous  night.  She 
vomited  much  ;  and  bad  griping  pains  came  on  at  intervals  of  about  every 
ten  minutes,  making  the  child  cry  out.  The  vomited  matter  was  bilious, 
not  faecal.  There  was  no  tenesmus,  and  no  blood  or  slime  had  been  passed 
from  the  rectum.  Examination  at  noon  on  February  17,  1903.  The  child 
looked  healthy  and  well  nourished.  The  abdomen  was  a  little  distended. 
Nothing  could  be  felt  on  palpation  till  there  was  an  attack  of  pain,  when 
a  sausage-shaped  swelling  could  be  felt  to  form,  harden,  and  disappear  with 
a  gurgle.  Rectal  examination  revealed  nothing.  There  was  no  blood-stain 
on  the  examining  finger. 

Diagnosis. — "  Acute  intussusception." 

Operation,  4.15  p.m.  (thirty-six  hours  after  commencement  of  attack). 
The  abdomen  was  opened  by  an  oblique  incision  in  the  right  iliac  fossa  over 
where  the  lump  had  been  palpated.  Much  clear  fluid  escaped,  and  distended 
red  small  intestine  appeared.  Immediately  under  the  incision  the  cause  of 
obstruction  was  found  to  be  a  Meckel's  diverticulum,  the  tip  of  which  was 
attached  to  the  mesentery  of  the  intestine  close  to  it,  forming  a  loop  which 
constricted  the  underlying  bowel.  There  were  many  adhesions  at  this  spot 
between  the  ileum  and  colon,  and  several  glands  in  the  mesentery  were  as 
large  as  almonds.  The  diverticulum  was  separated,  clamped  at  its  base, 
ligatured,  and  cut  off.  The  stump  was  disinfected  with  pure  carbolic  acid 
and  depressed  by  a  purse-string  suture,  reinforced  by  outside  Lembert 
sutures,  all  of  catgut.  The  abdominal  wound  was  entirely  closed  by  catgut 
sutures  in  layers.  The  diverticulum  removed  presented  all  the  macro-  and 
microscopical  appearances  of  a  Meckel's  diverticulum.  Two  weeks  later, 
when  the  wound  was  dressed  for  the  first  time,  it  had  entirely  healed.  The 
child  was  well. 

CASE  4. — Acute  intestinal  obstruction  due  to  adhesions — Enterostomy 
under  local  anaesthesia — Death.  (Royal  Infirmary,  Book  108,  p.  17.) 

R.  S.,  boy,  age  14,  was  admitted  on  January  23,  1903.  Five  days  before 
admission  he  was  awakened  with  an  acute  attack  of  abdominal  pain  which 
made  him  vomit.  The  vomiting  and  pain  had  been  almost  continuous  since, 
but  came  on  worse  in  paroxysms.  Last  night  the  vomit  had  become  bad 
smelling  (faecal  ?).  No  flatus  had  been  passed  since  the  attack  commenced, 
and  an  enema  brought  away  only  small  hard  faecal  lumps.  He  had  no  rise  of 
temperature  during  the  illness,  and  no  previous  attack. 

On  Admission. — He  looked  very  ill,  had  a  pinched  and  anxious  face, 
and  was  slightly  cyanotic  ;  pulse  72.  On  examining  the  abdomen,  there  was 
no  hernia,  and  the  scrotum  and  testes  were  normal.  Per  rectum,  distended 
intestines  could  be  felt  through  the  anterior  rectal  wall  pushing  down  the 
recto vesical  pouch.  The  abdomen  was  considerably  distended,  especially 
at  the  upper  part.  Intestinal  movements  could  be  seen  and  felt. 

Operation  on  Admission,  Jan.  23,  1903. — A  quarter  of  an  hour  before 
commencing,  }  gr.  of  morphia  was  administered  hypodermically.  Infiltra- 
tion anaesthesia  was  then  obtained  by  means  of  eucaine.  A  short  incision 
was  made  in  the  right  iliac  fossa,  through  which  the  first  distended  loop  of 
small  intestine  was  withdrawn.  The  intestine  was  opened  and  drained  by 
Paul's  tube,  through  which  evacuation  occurred  at  once.  The  operation 
was  well  borne,  and  the  boy  did  not  complain  of  the  slightest  pain. 

Jan.  25,  1903. — Still  looked  ill,  but  had  no  pain,  and  thought  he  was 
much  better.  Pulse  100,  small,  tongue  coated  but  not  dry.  Vomited  once. 
Almost  unaltered  milk  and  bile-stained  fluid  were  escaping  from  the  tube. 
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Jan.  26,  1903. — He  gradually  got  weaker,  and  died  at  9  p.m.  as  if  from 
some  form  of  toxaemia. 

Necropsy. — There  was  no  peritonitis  and  no  fluid  in  the  belly.  The 
enterostomy  opening  was  at  the  junction  of  the  upper  one-third  with  the 
lower  two-thirds  of  the  small  intestine.  The  obstruction  was  caused  by  an 
adhesion  of  the  convexity  of  the  small  intestine  about  the  middle  of  the 
jejunum  to  a  tuberculous  gland  in  its  mesentery.  The  gut  above  was  not 
greatly  distended,  but  the  difference  between  it  and  that  below  the  obstruc- 
tion was  quite  obvious.  Many  other  diseased  glands  in  all  stages  of 
tuberculous  change  were  present.  There  was  no  general  tuberculous 
peritonitis.  Note. — There  was  no  history  obtainable  of  any  previous  illness. 

CASE  5. — Intestinal  obstruction  nearly  two  years  after  operation  for 
appendix  abscess — Enterostomy — Death.  (Book  109,  p.  3.) 

F.  L.,  female,  age  40  ;  admitted  to  Royal  Infirmary,  Newcastle,  on 
December  30,  1902.  She  had  been  operated  upon  in  March,  1900,  for 
appendicitis  with  abscess.  A  second  abscess  which  developed  during  con- 
valescence was  opened  from  the  vagina.  Until  two  weeks  ago  she  had  been 
quite  well.  Two  weeks  ago  she  had  a  sudden  attack  of  pain  in  the  stomach. 
It  was  a  continuous  pain,  and  made  her  vomit.  Her  bowels  had  not  been 
moved  since.  On  December  31,  after  a  dose  of  castor-oil  (1  oz.),  her 
bowels  were  thoroughly  moved.  The  distention  subsided,  but  she  still 
complained  of  pain  in  the  left  hypochondrium. 

Jan.  1. — She  was  fairly  well  till  the  afternoon,  when  pain  commenced 
and  she  began  to  vomit.  At  midnight  there  was  moderate  distention  and 
visible  peristalsis.  The  vomited  matter  was  only  food  she  had  taken. 
After  a  simple  enema  her  bowels  were  well  moved. 

Jan.  2  at  11  a.m.  I  found  as  follows  :  The  patient  looked  ill,  and  com- 
plained greatly  of  griping  intermittent  pains.  Her  hands  and  face  were 
cold,  pulse  128  and  very  soft,  tongue  dry  in  the  centre.  There  was  a  median 
scar  on  the  abdominal  wall  between  the  pubis  and  the  umbilicus.  The 
lower  part  of  the  abdomen  was  slightly  distended.  Intestinal  movements 
were  so  vigorous  as  to  be  obvious.  The  right  hepatic  region  was  tender. 
No  mass  was  felt.  Per  vaginam  the  uterus  was  felt  pushed  back  and  fixed. 

Diagnosis. — "  Subacute  intestinal  obstruction  from  adhesions  due  to  old 
appendicitis." 

Operation,  Jan.  2,  1903. — Immediately  after  the  conclusion  of  the 
examination,  ^  gr.  of  morphia  was  injected  hypodermically.  Local  anaes- 
thesia was  then  induced  by  infiltration  with  eucaine.  A  few  drops  (not  more 
than  25  min.)  of  chloroform  were  administered  by  inhalation  as  a  placebo. 
Enterostomy  was  done  in  the  right  flank  by  opening  the  first  presenting  and 
distended  loop  of  small  intestine.  A  Paul's  tube  was  tied  into  the  bowel. 
The  operation  took  a  quarter  of  an  hour.  The  operation  was  well  borne,  and 
there  was  very  little  pain.  The  tube  discharged  brown  faecal  matter,  but 
though  there  was  relief  of  all  urgent  symptoms,  she  never  picked  up,  and 
died  five  days  later. 

Xecropsy. — There  was  no  gross  evidence  of  general  septic  peritonitis, 
but  the  intestines  were  sticky  and  slightly  adherent.  The  enterostomy 
opening  was  found  to  be  at  one-third  of  the  distance  from  the  duodenum  to 
the  ileocaecal  valve.  The  small  intestine,  both  above  and  below  the  enter- 
ostomy opening,  as  far  indeed  as  the  seat  of  obstruction,  was  distended  with 
gas.  The  obstruction  was  in  the  pelvis.  A  loop,  6  in.  long,  of  small  intestine 
was  strangulated  under  a  band  (the  result  of  old  peritonitis).  The  band 
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passed  from  the  caecum  to  the  mesentery  of  the  loop  of  intestine  which  had 
slipped  under  it.  The  constriction  was  not  very  tight,  and  there  was  no 
gangrene  either  of  the  strangulated  loop  or  of  the  part  over  which  the  band 
passed.  The  obstruction  was  at  the  commencement  of  the  lower  one-third 
of  the  small  intestine  ;  and  below  this  the  bowel  was  collapsed,  and  the 
coils  adherent  to  one  another,  to  the  pelvic  wall,  and  to  the  pelvic  viscera. 
There  was  no  disease  of  any  other  organ.  As  evidence  of  an  old  general 
peritonitis,  there  were,  in  addition  to  the  pelvic  adhesions,  adhesions  between 
both  lobes  of  the  liver  and  the  diaphragmatic  peritoneum.  No  cause  for 
this  but  the  previous  attack  of  appendicitis  was  found. 

CASE  6. — Advanced  cancer  of  rectum — First  evidenced  by  sudden 
onset  of  obstruction  symptoms  two  months  before  admission — Colostomy — 
Haemorrhage  from  divided  colon — Recovery.  (Royal  Infirmary,  Book 
108,  p.  666.) 

W.  R,  male,  age  50,  admitted  January  6,  1903.  Two  months  ago  the 
patient  felt  a  sudden  pain  in  his  abdomen  and  anus,  so  severe  that  he  fell 
down  with  the  shock  of  it.  It  lasted  for  a  week,  and  ever  since  he  had  had 
great  difficulty  with  his  bowels  and  pain  in  his  sacrum  and  anus.  Latterly 
he  had  frequent  desire  to  defaecate,  frequently  going  two  or  three  times  in  an 
hour,  but  with  small  result.  What  stools  he  passed  were  thin,  watery,  and 
offensive,  and  there  was  a  good  deal  of  blood. 

On  Admission. — He  was  found  to  have  an  enormous  growth  in  the 
rectum  surrounding  the  whole  lumen  of  the  bowel,  ulcerated  in  the  centre, 
and  fixed  to  the  sacrum  behind  and  to  the  bladder  in  front. 

Operation,  Jan.  13,  1903. — First  stage  of  left  inguinal  colostomy.  Clip 
through  mesentery,  no  sutures.  Bowel  not  opened. 

Jan.  20,  1903. — Bowel  cut  across  at  8  p.m.  The  cut  surfaces  bled  a 
good  deal.  One  vessel  was  caught  and  twisted.  10.30  p.m. — Some  blood 
passed  per  rectum.  The  parts  were  fully  exposed,  but  no  spouting  vessel 
was  seen.  Twice  afterwards  during  the  night  fresh  outbursts  of  bleeding 
occurred,  but  no  definite  vessel  could  be  found. 

Jan.  25,  1903. — Left  hospital. 

April  23,  1903. — Fairly  well.     General  condition  much  improved. 

CASE  7. — Intestinal  obstruction  due  to  malignant  stricture  of  sigmoid 
in  an  old  man — Inguinal  colostomy.  (Private  Hospital.) 

R.  S.,  age  81,  was  admitted  on  August  7,  1903.  He  had  been  healthy 
all  his  life,  and  never  had  any  trouble  with  his  bowels  till  six  months  since. 
Since  then  he  had  been  troubled  with  constipation,  always  requiring  medicine 
before  getting  an  evacuation.  There  was  much  rumbling  of  wind,  and 
frequent  desire  to  defaecate,  with  only  a  small  quantity  passing,  often  only 
mucus  stained  by  blood.  Attacks  of  constipation  lasting  for  days  were 
accompanied  by  swelling  of  the  bowels  and  sickness. 

On  Admission. — He  was  ill  ;  had  had  no  passage  for  four  days  ;  his 
abdomen  was  swollen  and  tympanitic.  Per  rectum,  the  lower  bowel  was 
normal.  High  up  a  finger  could  just  reach  the  edge  of  a  growth,  and  through 
the  bowel  wall  a  larger  mass  could  be  more  distinctly  felt  higher  up. 

Operation — day  of  admission,  Aug.  7,  1903. — Left  iliac  colostomy.  Some 
free  fluid  escaped  when  the  abdomen  was  opened.  Through  the  opening  a 
hard  growth  in  the  bowel  could  be  felt,  fixed  to  the  pelvic  brim,  and  situated 
at  the  junction  of  the  sigmoid  flexure  with  the  rectum.  There  were  also 
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small  nodules  of  growth  in  the  parietal  peritoneum  opposed  to  it.     The 
bowel  was  opened,  and  Paul's  tube  tied  in. 

He  left  the  hospital  able  to  get  about  on  August  24,  1903  (seventeen 
days  after  operation).  He  died  suddenly  at  home  five  weeks  later, 
apparently  from  syncope. 

CASE  8. — Obstruction  from  malignant  growth  in  sigmoid  flexure — 
Colostomy  in  two  stages — Elastic  ligature  round  sigmoid — Symptoms  of 
acute  obstruction  at  once  relieved  by  opening  bowel — Recovered.  (Royal 
Infirmary,  Book  110,  p.  13.) 

D.  S.,  male,  age  65,  admitted  to  Royal  Infirmary,  October  24,  1903. 
For  six  months  he  had  been  troubled  with  symptoms  of  chronic  intestinal 
obstruction,  and  lost  two  stones  in  weight.  The  chief  symptoms  were 
distention  and  rumbling,  with  a  desire  to  defaecate  and  inability  to  do  so,  and 
frequent  diarrhoea.  Blood  had  been  passed  in  the  motions. 

On  Admission. — He  was  thin  and  pale.  His  abdomen  was  not  distended, 
and  nothing  was  discovered  in  it.  Per  rectum,  a  hard,  apparently  fixed 
growth  could  be  felt  high  up  through  the  anterior  wall  of  the  rectum.  On 
some  days  this  was  more  readily  felt  than  on  others. 

Diagnosis. — "  Malignant  stricture  of  sigmoid." 

Operation,  Nov.  3,  1903. — The  abdomen  was  opened  by  a  median 
incision  below  the  umbilicus.  A  growth  was  found,  about  2  in.  in  length,  in 
the  middle  of  the  sigmoid  flexure.  It  was  adherent  to  the  fundus  of  the 
bladder  and  to  the  left  pelvic  wall,  and  was  irremovable.  The  upper  portion 
of  the  sigmoid  flexure  was  drawn  out  through  a  small  separate  incision  in 
the  left  iliac  region,  and  fixed  by  clip  forceps  passed  through  its  mesentery 
(first  stage  of  inguinal  colostomy). 

Nov.  12,  1903. — Up  to  the  present  the  patient  had  done  well.  Flatus 
and  some  faeces  had  passed  per  rectum,  and  he  was  comfortable.  A  piece 
of  thin  elastic  rubber  tubing  was  drawn  through  the  hole  in  the  mesentery, 
and  tied  tightly  round  the  projecting  gut.  The  patient  was  comfortable  till 
the  following  night,  when  about  7  p.m.  his  abdomen  was  distended  and  a 
small  dose  of  morphia  was  given.  At  11  p.m.  he  vomited.  The  bowel 
was  now  opened  above  the  elastic  ligature,  when  flatus  and  faeces  escaped 
freely,  and  he  was  relieved  at  once  (second  stage  of  colostomy). 

Dec.  1,  1903.— Left  the  hospital  well. 

CASE  9. — Acute  intestinal  obstruction  subsiding  into  chronic — Ccecos- 
tomy,  followed  twelve  days  later  by  excision  of  malignant  growth  in  sigmoid 
flexure — Recovery.  (Iniirmary,  Book  109,  p.  6.)  i 

C.  L.,  female,  age  51.  A  week  before  admission  the  patient  jwas 
suddenly  seized,  whilst  resting  after  dinner,  with  severe  abdominal  pain.  It 
was  so  severe  that  she  was  obliged  to  kneel  on  the  floor  and  hold  to  a  chair 
for  support,  and,  thougn  a  brave  woman,  it  caused  her  to  cry  out.  She 
vomited  freely.  After  being  put  to  bed,  with  poultices,  the  pain  was 
relieved  but  did  not  disappear.  The  abdomen  became  distended  and  tender, 
and  loud  rumbling  noises  could  be  heard  in  it  by  any  one  near  her.  Though 
she  passed  some  flatus,  the  bowels  were  never  moved  from  this  time. 

Previous  History. — When  about  20  she  had  a  severe  attack  of 
4  inflammation  of  the  bowels,'  and  was  in  bed  for  two  months.  For  the 
last  two  years  she  had  no  trouble  with  her  bowels.  The  stools  were  natural, 
she  had  had  no  pain,  and  the  bowels  moved  regularly  every  day.  I  saw 
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her  outside  on  the  day  of  her  admission.  The  vomited  matter  kept  for  my 
inspection  had  a  distinct  faecal  odour.  There  was  nothing  discovered  at  any 
of  the  usual  or  unusual  hernial  sites.  The  abdomen  was  somewhat  distended, 
but  not  tense  or  tender.  Nothing  was  discoverable  on  palpation,  and  the 
result  of  rectal  and  vaginal  examination  was  negative. 

Diagnosis. — Intestinal  obstruction,  cause  unknown.  I  thought  she  was 
too  ill,  and  that  the  abdominal  distention  was  too  marked,  to  allow  of  a 
successful  complete  operation,  and  I  admitted  her  to  the  Infirmary  for 
observation,  on  February  2,  1903.  After  her  admission  she  had  castor-oil, 
calomel,  and  repeated  enemata  ;  and  passed  some  flatus  daily,  though  her 
bowels  were  not  moved.  On  February  7  it  was  noted  that  her  abdomen 
was  more  tense  than  before,  and  that  she  did  not  look  so  well. 

Operation,  12  noon,  Feb.  7,  1903. — After  the  administration  of  i  gr.  of 
morphia  hypodermically,  the  area  of  the  incision  was  anaesthetized  by 
infiltration  with  eucaine.  When  the  incision  was  being  made,  the  patient 
was  very  nervous,  and  constantly  cried  for  chloroform,  though  she  admitted 
that  she  had  no  pain.  A  little  brandy  and  water,  of  which  she  was  too  fond, 
was  given  to  her  to  sip,  and  she  made  no  further  complaint  during  the  opera- 
tion. The  caecum  was  exposed,  and  was  quite  collapsed,  though  it  was 
reddened  and  thickened,  and  looked  as  if  it  had  recently  been  distended.  A 
portion  of  it  was  drawn  out,  opened,  drained  by  a  Paul's  tube,  and  fixed 
with  harelip  pins.  Nothing  escaped  from  it  till  it  was  washed  out  with  hot 
water,  when  faeces  began  to  be  discharged.  Two  days  after  the  operation 
there  was  marked  improvement,  and  this  continued.  Examination  revealed 
nothing. 

Second  Operation,  Feb.  19,  1903. — The  abdomen  was  opened  by  a  median 
incision  above  and  below  the  umbilicus,  wrhich  was  excised.  A  small  con- 
stricting growth  like  a  cord  tied  round  the  bowel  was  found  in  the  upper  part 
of  the  sigmoid  flexure.  There  were  no  adhesions  and  no  enlarged  glands. 
A  3-in.  incision  was  made  in  the  left  iliac  region,  and  the  involved  piece  of 
sigmoid  was  brought  out  there,  and  temporarily  fixed  by  pushing  a  clip 
through  its  mesentery.  The  median  incision  was  closed.  The  growth  was 
then  resected  with  about  1  in.  of  healthy  bowel  on  either  side.  An  end-to- 
end  anastomosis  with  Murphy's  button  was  made,  and  over  this  Lembert 
sutures  of  catgut.  Examination  of  the  growth  showed  it  to  be  a  small  con- 
stricting carcinoma  with  most  of  the  growth  on  the  mesenteric  side  of  the 
bowel.  The  lumen  left  would  admit  the  tip  of  a  finger  with  a  little  persuasion. 
Microscopically  it  was  a  columnar-celled  cancer.  Straightforward  recovery 
with  a  small  fistulous  opening  in  the  caecum  to  be  closed  later  if  needful.* 

CASE  10. — Cancer  of  sigmoid — Sigmoidedomy — Death.  (Royal 
Infirmary,  Book  110,  p.  8.) 

J.  C.,  male,  age  61,  was  admitted  July  13,  1903.  Two  years  pre- 
viously the  patient  first  noticed  an  occasional  pain  in  his  abdomen,  which 
made  him  feel  sick.  Six  months  before,  the  pain  became  worse,  and  he 
had  severe  vomiting  and  constipation.  Three  months  before,  the  con- 
stipation ceased,  and  he  had  frequent  diarrhrea.  The  pain,  latterly,  had 
been  of  a  stabbing  character,  sometimes  shooting  into  the  penis  and  some- 

*  The  ccecostomy  was  closed,  and  the  patient,  in  spite  oj  a  bad  and 
insufficient  operation,  continued  well  jor  seven  years,  when  she  died  oj 
acute  pneumonia. 
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times  into  the  back.  He  had  not  noticed  any  blood  in  the  stools.  He  had 
lost  three  stones  in  weight  during  the  last  twelve  months,  and  felt  very 
drowsy  for  the  last  three  (possibly  the  result  of  uraemia). 

On  Admission. — A  hard  fixed  mass  was  felt  in  his  left  iliac  fossa,  and  a 
diagnosis  of  cancer  of  the  sigmoid  was  made.  An  average  of  33  oz.  of  saline 
enema  could  be  retained. 

July  20,  1903. — Urine  pale,  sp.  gr.  1003.  No  albumin.  Urea,  2  gr.  per 
oz.  Blood  count — leucocytes,  9-962  per  cm.  ;  haemoglobin,  80  per  cent. 
Operative  interference  was  delayed  because  of  the  unsatisfactory  kidney 
excretion,  which  suggested  granular  kidney.  The  urine  steadily  improved. 

July  28,  1903. — Urine,  sp.  gr.  1020  ;    urea,  9£  gr.  per  oz. 

Operation,  July  28,  1903. — The  abdomen  was  opened  by  an  oblique 
incision  in  the  left  iliac  fossa.  The  growth  was  adherent  to  the  peritoneum, 
and  was  separated  and  drawn  out.  It  was  very  large,  but  the  mesentery 
was  not  much  involved.  The  growth  was  resected,  the  ends  of  the  bowel 
were  closed,  and  a  lateral  anastomosis  was  made  with  my  bone  button  and 
a  double  row  of  silk  Lembert's  sutures.  A  rubber  drainage-tube  was  left  in 
the  wound.  The  patient  stood  the  operation  very  well,  and  the  anastomosis 
appeared  to  be  quite  satisfactory.  The  growth  removed  was  very  large, 
and  in  the  interior  of  the  bowel  had  large  masses  on  it  like  papillomata.  At 
places  the  whole  bowel  wall  was  infiltrated.  Microscopically  it  was  an  adeno- 
carcinoma.  From  the  time  of  the  operation  he  had  a  dry  tongue  and  did  not 
pick  up  satisfactorily,  though  there  were  no  signs  or  symptoms  of  peritonitis. 
About  noon  on  the  seventh  day  (August  3,  1903),  he  was  seized  with  acute 
abdominal  pain,  became  collapsed,  and  died  eighteen  hours  later. 

Necropsy. — The  wound  was  very  foul.  There  was  general  septic 
peritonitis,  and  a  large  amount  of  thin  purulent  fluid  in  pockets  between  the 
intestinal  coils  and  in  the  pelvis.  The  anastomosis  had  entirely  given  way, 
and  there  was  no  trace  of  the  button.  (It  is  possible  that  this  was  passed  by 
stool  and  overlooked.)  No  enlarged  glands  were  found.  There  were  no 
secondary  growths  in  the  liver  or  elsewhere.  Both  kidneys  were  granular, 
and  Dr.  Bolam's  report  was  that  they  showed  distinct  interstitial  nephritis. 

CASE  11. — Multiple  diverticula1  and  chronic  inflammation  of 
sigmoid  forming  a  tumour — Sigmoidectomy — Death. — (Royal  Infirmary, 
Book  110,  p.  16.) 

J.  M.,  male,  age  60,  admitted  July  22,  1903.  He  had  always  lived 
in  England,  so  that  dysentery  was  improbable.  Three  years  ago  he  had 
had  looseness  of  the  bowels,  which  lasted  about  seven  weeks.  There  was 
mucus  and  blood  in  the  stools,  and  the  purging  was  very  frequent,  as  often 
as  eighteen  to  twenty-five  times  a  day.  After  this  illness  he  remained  quite 
well  till  the  present  attack,  and  the  bowels  were  usually  quite  regular.  Six 
months  ago  he  began  to  have  rumbling  in  the  bowels.  Five  months  ago  he 
had  some  constipation,  and  required  to  take  a  course  of  mild  purgatives. 
Three  months  ago  he  again  had  trouble  with  his  bowels.  Seven  weeks  ago 
a  pain  came  on  gradually  in  the  bowels.  He  was  constipated  and  took 
castor-oil.  After  a  second  dose  he  had  a  little  motion,  but  was  not  relieved  ; 
a  third  dose  pained  him  severely,  but  acted  freely,  and  he  got  relief.  He 
noticed  that  the  motion  was  small  and  narrow,  and  flattened  on  one  side, 
and  this  has  always  been  observable  since,  if  the  motion  was  seen  ;  there 
was  some  blood  with  it.  He  passed  flatus,  but  not  freely.  From  this  time 

1  Sacculi  is  the  proper  description. 

A  40 
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he  lost  weight,  perhaps  1£  stones  ;  he  had  more  or  less  pain  and  rumbling 
in  his  bowels,  and  had  to  take  medicine  to  obtain  an  evacuation. 

On  Admission. — He  appeared  to  be  in  good  condition.  Temperature, 
normal  ;  pulse,  62  ;  blood-vessels,  healthy.  A  large,  hard,  nodular,  freely 
movable  mass  was  felt  in  the  left  iliac  fossa.  It  was  so  movable  that  a 
change  in  the  patient's  position  altered  its  site.  Per  rectum,  a  definite 
mass  could  be  felt  through  the  coats  of  the  bowel,  when  the  growth  fell  or 
was  pushed  into  the  pelvis.  20  oz.  of  saline  enema  could  be  retained. 

Diagnosis. — "  Malignant  stricture  of  sigmoid." 

Operation,  July  28,  1903. — The  abdomen  was  opened  by  a  long  oblique 
incision  in  the  left  iliac  region.  The  tumour  was  in  the  middle  of  the  sigmoid 
flexure,  and  was  free  from  adhesions.  I  had  no  doubt  that  it  was  a  malignant 
growth.  The  mesentery  was  much  thickened  and  rigid  as  if  from  inflam- 
matory oedema,  also  the  bowel  above.  The  growth  and  about  6  in.  of  the 
bowel  were  excised.  My  intention  was  to  make  a  lateral  anastomosis,  but 
the  redematous  mesentery  and  rigid  bowel  interfered  with  this,  so  I  made 
an  end-to-end  one,  with  catgut  through  all  the  coats  internally,  and  Lembert's 
sutures  of  silk  externally.  An  indiarubber  drainage-tube  was  left  in 
proximity  to  the  junction.  The  patient  stood  this  long  operation  well,  but 
died  two  days  later. 

Pathology. — The  portion  of  bowel  removed  felt  like  one  infiltrated  by  a 
malignant  growth,  but  on  slitting  it  up  there  was  no  appearance  to  justify 
this  view.  The  whole  bowel  wall  was  very  much  thickened,  and  its  lumen 
contracted  so  as  to  admit  only  a  small  finger.  The  thickening  was  most 
marked  in  the  muscular  coat.  The  mucous  membrane  was  hypertrophied, 
but  otherwise  looked  normal.  On  closer  examination,  as  many  as  thirteen 
diverticula  [sacculi]  were  discovered  hidden  by  folds  of  mucous  membrane, 
and  just  large  enough  to  admit  the  tip  of  the  little  finger.  There  were  no 
signs  of  leakage  from  any  of  them,  and  one  or  two  contained  pieces  of 
soft  faeces.  Microscopic  examination  of  the  growth  by  Dr.  Bolam  showed 
patches  of  round-celled  infiltration,  but  no  evidence  of  malignant  disease. 
Of  a  gland  removed  from  the  mesentery  he  reports,  however,  that  it 
appears  to  be  infiltrated  with  epithelial  cells. 

Necropsy. — There  was  general  peritonitis  and  a  leak  at  the  anastomosis. 
The  colon  above  the  anastomosis  was  very  much  distended.  No  further 
sign  of  malignant  disease  was  found.  The  liver  was  free  from  growth,  there 
were  no  enlarged  glands,  and  no  deposits  elsewhere.  From  the  middle  of 
the  transverse  colon  to  the  site  of  the  anastomosis,  there  were  a  large  number 
of  small  diverticula  [sacculi]  as  in  the  part  excised.  There  were  none  below 
the  anastomosis.  The  kidneys  were  granular,  and  microscopically  showed 
distinct  interstitial  nephritis. 

CASE  12. — Sudden  obstruction  due  to  malignant  stricture  of  the 
sigmoid  flexure.  (Private  Hospital  Book.) 

Male,  age  60,  admitted  December  4,  1902.  For  the  past  six  months  he 
had  been  constipated,  and  for  the  first  time  in  his  life  had  had  trouble  in 
getting  his  bowels  to  act.  He  could  seldom  manage  this  without  medicine, 
und  had  been  a  good  deal  troubled  with  rumbling  and  flatulence.  Four 
days  previous  to  admission  his  bowels  ceased  to  act,  and  medicine  and 
enemata  had  not  produced  any  good  effect.  There  had  been  no  serious 
pain. 

On  Admission. — He  was  a  healthy-looking  man  in  good  general  condition. 
His  abdomen  was  much  distended,  tense  and,  tympanitic.  The  distention 
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was  most  marked  in  the  right  Hank  and  the  right  upper  half  of  the  abdomen. 
Nothing  definite  eould  be  made  out  on  palpation.  Per  rectum,  high  up  an 
indefinite  something  was  felt  which  gave  rise  to  a  suspicion  of  growth. 
Repeated  attempts  to  move  the  bowels  by  enemata  failed. 

fV/.s/  Operation.  Dec.  5,  1902. — The  abdomen  was  opened  as  for  left 
inguinal  colostomy,  and  the  sigmoid  flexure  was  drawn  out.  It  was  not 
distended,  but  was  red  and  congested.  I  had  not  the  courage  of  my  con- 
victions, and  as  the  bowel  was  not  distended,  returned  it  and  opened  the 
abdomen  on  the  other  side  and  did  caecostomy.  The  ccecum  was  enormously 
distended  and  very  tense.  When  it  was  opened  there  was  a  very  free  escape 
of  flatus  and  faeces. 

Second  Operation,  Dec.  17,  1902. — Median  incision  excising  umbilicus. 
A  constricting  growth  was  found  at  the  end  of  the  sigmoid  flexure.  Above 
the  stricture  the  colon  was  enormously  distended  and  full  of  fluid  faeces. 
(It  had  been  washed  out  through  the  caecostomy  opening  on  several  occasions 
with  apparently  satisfactory  results.)  Taking  this,  the  awkward  position 
of  the  growth,  and  signs  of  heart  failure  since  the  previous  operation  into 
consideration,  I  determined  to  do  only  a  left  inguinal  colostomy. 

Third  Operation,  Jan.  7,  1903. — The  prolapsed  portion  of  caecum  was 
easily  reduced,  and  kept  back  with  a  piece  of  gauze.  An  incision  was  made 
round  the  skin  opening,  and  the  edges  were  turned  in  and  sutured  tightly 
with  catgut.  The  incision  was  deepened  until  the  peritoneal  coat  of  the 
bowel  was  reached,  and  this  involved  opening  the  peritoneal  cavity  at  one 
point.  With  Lembert  sutures  the  first  line  was  tucked  into  the  caecum. 
A  strand  of  iodoform  gauze  was  laid  over  the  line  of  suture  in  the  caecum, 
the  muscles  were  sutured  over  with  catgut  and  the  skin  with  silkworm  gut, 
leaving  only  enough  exit  for  the  gauze  drain. 

Jan.  23,  1903. — The  patient  went  home  all  healed,  and  wearing  a 
colostomy  truss.* 

CASE  13. — Chronic  intestinal  obstruction  involving  large  intestine, 
cause  unknown  —  Caecostomy,  relief —  Ileo-sigmoidostomy  —  Recovery. 
(Private  Hospital.) 

A  male,  age  46,  was  admitted  on  February  18,  1903.  In  FJuly,  1902 
(six  months  ago),  he  began  to  have  a  very  uncomfortable  feeling  in  the 
bowels,  accompanied  by  rumbling  noises  and  difficulty  in  getting  the  bowels 
to  act.  These  symptoms  passed  off  after  a  short  course  of  aperient  medicine, 
and  he  was  well  till  four  weeks  ago.  The  same  difficulty  then  recurred,  and 
was  accompanied  by  sickness  and  some  vomiting.  I  saw  him  during  this 
attack,  and  formed  the  opinion  that  the  obstruction  was  in  the  large  intestine, 
and  probably  due  to  a  malignant  stricture  of  the  sigmoid  flexure.  The 
patient  was  not  then  urgently  ill,  and  I  advised  rectal  feeding,  abdominal 
poultices,  and  small  doses  of  morphia,  if  required,  for  the  relief  of  pain. 
Flatus  passed,  and  there  was  some  improvement,  but  never  satisfactory 
relief,  and  after  a  week  of  total  obstruction  I  performed  caecostomy  at  home. 
With  the  exception  of  malarial  fever  twenty-two  years  before,  the  patient 
never  had  any  serious  illness. 

On  his  admission  a  fortnight  after  caecostomy,  he  was  in  fair  general 
condition.  All  faeces  passed  through  the  caecostomy  opening.  No  mass  wras 
felt  anywhere  in  the  abdomen,  or  from  the  rectum.  Only  one  pint  of  saline 
could  be  retained  in  the  rectum,  and  with  the  patient  in  the  knee-chest 

*  He  died  in  1908  from  cancerous  peritonitis. 
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posture,  none  escaped  through  the  caecostomy  opening  (showing  blocked 
colon).  The  diagnosis  still  was  stricture  of  the  sigmoid  flexure,  probably 
malignant. 

Second  Operation,  Feb.  21,  1903. — The  abdomen  was  opened  by  a  4-in. 
incision  excising  the  umbilicus.  The  omentum  was  firmly  adherent  to  the 
anterior  abdominal  wall,  and  access  to  the  abdominal  cavity  had  to  be 
obtained  through  it.  There  were  so  many  and  so  dense  adhesions,  that  it 
was  impossible  to  make  a  satisfactory  exploration  of  the  intestine,  and  no 
growth  was  discovered.  The  end  of  the  ileum  and  the  sigmoid  flexure  were 
sought  for  and  secured.  The  ileum,  which  was  adherent  to  the  right  wall 
of  the  pelvis,  was  cut  across  about  4  in.  from  the  ileocaecal  junction,  and 
the  distal  end  was  closed  by  a  continuous  suture  of  catgut  through  all  the 
coats,  and  outside  of  this  a  purse-string  suture  inverting  the  sutured  end 
into  the  lumen  of  the  bowel.  An  anastomosis  was  made  between  the 
proximal  end  of  the  ileum  and  the  side  of  the  sigmoid  flexure  by  a  Murphy's 
button  reinforced  by  an  outside  row  of  silk  Lembert  sutures.  No  faeces 
passed  through  the  caecostomy  opening  after  the  operation. 

After-progress. — For  the  first  six  days  he  had  no  control  over  the 
motions,  and  usually  had  a  good  deal  of  griping  pain  before  his  bowels  were 
moved.  The  motions  were  liquid  for  the  first  ten  days,  but  afterwards  were 
normal.  He  went  home  on  the  sixteenth  day  with  the  wound  entirely  healed, 
and  in  improved  condition.  The  caecostomy  opening  exuded  a  small 
quantity  of  mucus.  The  button  had  not  passed.  It  passed  three  weeks 
later.  At  present,  March,  1904,  his  general  condition  is  excellent  and  he 
has  no  trouble,  except  the  slight  discomfort  of  the  caecostomy  opening.* 

CASE  14. — Intestinal  obstruction  supposed  to  be  due  to  inoperable 
cancer — Relieved  by  ccecostomy — Return  of  good  health — Ileo-sigmoid- 
ostomy — Recovery.  (Private  Hospital.) 

Male,  age  51,  admitted  January  6,  1903.  The  patient  was  in  hospital 
in  October,  1902.  He  was  then  very  ill,  with  high  temperature,  a  hard 
tender  mass  in  his  abdomen,  and  intestinal  obstruction  with  distended 
intestines.  Caecostomy  was  performed. 

He  went  home  on  November  8,  1902,  with  the  diagnosis  of  ulcerating 
malignant  growth  and  developing  abscess,  and  a  prognosis  the  gravest  that 
could  be  given.  Since  the  operation  all  the  faeces  had  come  from  the  artificial 
anus. 

On  Admission  (two  months  later). — He  had  a  bright  complexion  and 
looked  like  a  man  in  excellent  health.  He  had  no  pain,  and  no  complaint 
except  of  the  irritation  and  inconvenience  of  the  artificial  anus.  The 
abdominal  skin  round  the  caecostomy  opening  was  red  and  sore,  the  abdomen 
was  flaccid,  and  not  tender  or  distended.  Projecting  from  under  the  ribs, 
at  a  point  corresponding  to  the  splenic  flexure  of  the  colon,  there  was  a  hard 
nodular  fixed  tumour  the  size  of  a  cricket  ball,  not  tender  and  dull  on  per- 
cussion. An  enema  of  24  oz.  only  could  be  retained.  None  escaped  from 
the  caecostomy  opening.  The  diagnosis  now  was  "  malignant  growth  of 
the  colon,  irremovable  because  of  its  fixity." 

*  He  died  a  year  later,  1905,  with  cancer  of  the  liver  secondary  to  a 
growth  in  the  splenic  flexure  oj  the  colon.  The  dense  adhesions  were  the 
result  oj  old  tuberculous  peritonitis  healed.  There  were  many  calcified 
mesenteric  glands.  (P.M.) 
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Operation,  Jan.  7,  1903. — The  abdomen  was  opened  by  an  incision 
between  the  umbilicus  and  puhis.  The  diagnosis  made  was  so  definite 
that  the  swelling  was  not  explored. 

The  same  operation  was  performed  as  in  Case  13,  namely,  transverse 
division*  of  the  ilenni,  and  an  end-to-side  anastomosis  of  ileum  to  sigmoid 
llcxure  with  a  Murphy's  button. 

After-progress. — For  the  first  few  days  the  motions  were  fluid,  but  soon 
after  became  natural. 

Jan.  19,  1903. — He  left  the  hospital  with  the  wound  healed  (twelve  days 
after  operation).  The  discharge  from  the  caecostomy  opening  only  left  a 
small  mucous  stain  on  the  dressing. 

Jan.  21,  1903. — The  patient  passed  the  button  at  home. 

Jan.  6,  1904.  —  (One  year  after  ileosigmoidostomy.)  The  patient 
looks  the  picture  of  health,  fat  and  strong.  He  has  gained  some  stones 
in  weight.  The  caecostomy  opening  causes  small  inconvenience,  as  the 
discharge  from  it  is  trifling.  He  complains  occasionally  of  rumbling  pain 
in  the  belly.  There  is  nothing  discoverable  on  palpation.  The  former 
tumour  seems  to  have  disappeared.* 

CASE  15. — Irremovable  cancer  of  hepatic  flexure  of  colon — Obstruc- 
tion relieved  by  anastomosis — Recovery.  (Book  108,  p.  34.) 

T.  W.  S.,  male,  age  21,  was  admitted  to  Royal  Infirmary,  May  9,  1903. 
Ten  weeks  before,  when  in  his  usual  health,  he  was  suddenly  seized  with 
severe  abdominal  pain  and  vomiting.  The  pain  was  so  bad  that  it  made  him 
sweat  and  roll  about.  It  was  all  over  the  abdomen,  and  continued  severe 
for  twenty-four  hours,  when  it  abated  but  did  not  disappear.  The  vomiting 
ceased  before  the  pain  went  away.  Three  or  four  days  later  he  first  noticed 
ii  lump  in  the  abdomen.  Since  the  onset  he  had  had  more  or  less  paroxysmal 
pain,  and  a  continuous  pain  in  the  lump.  The  pain  had  no  relation  to  food, 
but  was  always  worse  after  the  bowels  were  moved.  Whenever  the  pain 
got  bad  he  vomited.  The  bowels  were  very  irregular,  constipation  and 
diarrhoea  alternating,  but  no  blood  had  been  noticed.  Two  days  before 
admission  he  had  an  exceptionally  severe  attack,  with  vomiting  and  much 
rumbling,  and  his  abdomen  became  distended.  Since  the  illness  began  he 
had  lost  much  weight  and  strength. 

On  Admission. — He  looked  ill  and  thin,  as  if  he  had  recently  lost  much 
flesh.  Temperature,  98-2  ;  pulse,  48.  Tongue  slightly  coated  and  dry. 
The  patient  had  hiccough.  The  abdomen  was  a  little  distended  and  tense. 
A  rounded  smooth  tumour  which  moved  freely  with  respiration  was  found 
tinder  the  .costal  margin. 

Operation,  May  14,  1903. — The  abdomen  was  opened  by  an  oblique 
incision  extending  from  the  back  of  the  right  ileocostal  space  to  the  rectus 
muscle  in  front.  The  tumour  was  in  the  transverse  colon  near  the  hepatic 
flexure.  It  was  large  but  easily  drawn  out  of  the  abdomen.  It  felt  as  if 
confined  to  the  interior  of  the  bowel,  and  externally  had  the  appearance 
of  an  intussusception.  The  puckered  portion  resembling  the  neck  of  an 
intussusception  was  cicatricial,  and  to  this  portion  was  attached  a  diverti- 
culum  drawn  out  from  the  duodenum.  The  growth  was  also  closely  attached 
to  the  stomach,  and  a  number  of  large  but  soft  glands  were  felt  in  the  meso- 
colon.  At  the  close  of  the  operation,  its  exact  nature  still  remained  doubtful. 

*  Eighteen  montlis  later  he  died  icith  malignant  masses  all  over  his 
abdomen. 
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Anastomosis  was  made  between  the  caecum  and  transverse  colon,  beyond 
the  growth,  with  a  Murphy  button  and  Lembert  sutures. 

May  26,  1903. — He  made  a  good  recovery,  and  went  home  with  the 
wound  all  healed,  but  very  thin.* 

CASE  16. — Acute  intestinal  obstruction  due  to  malignant  growth 
attacking  splenic  flexure  of  colon  in  boy.,  age  22.  Lateral  anastomosis — 
Recovery — Return  of  symptoms — Second  operation — Lateral  anastomosis 
—Imperfect  relief — Third  operation — Resection  of  portion  of  boivel— 
Lateral  anastomosis — Death.  (Book  108,  p.  7.) 

P.  M.,  age  22,  was  admitted  to  the  Royal  Infirmary,  May  11,  1903. 
In  April,  1902  (rather  more  than  one  year  before),  the  patient  was  in  the 
Infirmary  under  the  care  of  Mr.  Hume  for  acute  intestinal  obstruction. 
A  constriction  (new  growth  or  tubercle  ?)  was  found  in  the  splenic  flexure 
of  the  colon.  A  lateral  anastomosis  was  made  between  the  transverse  colon 
and  the  sigmoid  flexure,  and  the  boy  made  an  uninterrupted  recovery.  He 
continued  well  till  a  week  previous  to  his  admission  to  my  ward,  when  he 
had  pain  in  his  abdomen.  This  was  followed  by  rumbling,  vomiting,  and 
inability  to  pass  flatus  or  faeces. 

A  diagnosis  of  intestinal  obstruction  due  to  adhesions  was  made  by 
Mr.  Angus,  who  opened  the  abdomen  on  the  second  occasion.  The  small 
intestines  were  adherent  to  each  other  and  to  the  parietes  by  such  dense 
adhesions  that  it  was  thought  best  to  make  an  anastomosis  between  the 
lowest  distended  loop  of  small  intestine  and  the  transverse  colon  ;  and  this 
was  effected  by  a  Murphy  button  and  Lembert  sutures.  The  relief  obtained 
after  this  operation  was  never  complete,  though  the  operative  course 
throughout  was  entirely  satisfactory.  Griping  pains  gradually  increased, 
attended  by  some  diarrhoea  but  incomplete  relief,  and  the  boy's  condition 
became  intolerable. 

Third  Operation,  June  6,  1903,  by  myself.  The  old  scar  in  the  middle 
line  was  excised.  Access  to  the  abdomen  was  very  difficult,  for  omentum 
and  intestines  were  densely  adherent  to  the  anterior  abdominal  wall.  The 
large  intestine  was  enormously  distended,  measuring  about  4  in.  in  diameter. 
An  attempt  was  made  to  find  the  seat  of  obstruction  by  separating  adherent 
loops,  and  holes  were  torn  in  the  intestine  in  several  places.  The  main 
obstructing  mass  was  finally  located  in  the  splenic  flexure,  and  just  below 
this  point  a  Murphy  button  could  be  felt  in  the  bowel.  Nine  inches  of 
damaged  small  intestine  were  resected  ;  the  lower  end  was  closed  and  the 
upper  taken  into  the  sigmoid  flexure  by  a  Murphy  button.  The  opening  in 
the  abdomen  was  closed  by  temporarily  tied  sutures  over  gauze  pads.  The 
operation  lasted  for  one  and  a  half  hours,  and  the  patient  died  eight  hours 
after  its  completion.  Microscopic  section  of  an  indurated  piece  of  omentum 
removed  during  the  operation  showed  that  it  was  infiltrated  with  adeno- 
carcinoma. 

Necropsy. — With  the  whole  of  the  abdominal  contents  exposed  and 
lying  on  the  table,  it  was  quite  impossible  to  make  out  the  relation  of  parts 
owing  to  the  extreme  matting.  The  transverse  colon  was  enormously  dis- 
tended ;  and  it  was  evident  that  faeces  were  getting  into  it,  but  could  not 
get  out,  and  that  the  ileocaecal  valve  was  efficient,  as  the  bulk  of  the  small 
intestines  was  not  distended.  The  matting  was  so  dense  and  difficult  to 

*  He  died  of  abdominal  cancer  five  months  later. 
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unravel,  that  the  site  of  the  two  previous  anastomoses  could  not  be  discovered. 
The  obstruction  was  like  a  thickening  of  the  wall  of  the  splenic  flexure  of 
the  colon,  and  extended  for  a  distance  of  2£  in.  It  looked  more  like  dull 
scar  tissue  than  growth.  There  were  many  enlarged  glands,  and  here  and 
there  small  hard  white  patches  like  a  split  pea  on  the  peritoneum.  Micro- 
scopic examination  proved  these  and  the  primary  growth  to  be  adeno- 
carcinoma. 

CASE  17. — Malignant  stricture  of  descending  colon — Illness  com- 
mencing with  acute  obstruction — Ccecostomy — Death  from  perforation  of 
gangrenous  colon  and  sepsis.  (Book  109,  p.  11.) 

S.  A.,  female,  age  38,  admitted  to  the  Royal  Infirmary,  March  4,  1903. 
She  suddenly  became  ill  at  3  a.m.  on  the  morning  of  February  28  (four 
days  before),  with  colicky  pain  in  the  abdomen  and  sickness.  Morphia  gave 
her  relief,  but  never  complete.  Flatus  in  small  quantity  was  passed 
occasionally,  but  no  faecal  matter,  in  spite  of  purgatives  and  enemata. 
During  the  last  twenty-four  hours  her  pain  had  increased,  and  she  vomited 
and  had  hiccough. 

On  Admission  at  6.30  p.m.,  she  looked  very  ill,  had  a  quick  small  pulse 
and  no  temperature.  I  concluded  that  she  had  intestinal  obstruction  due 
to  some  mechanical  cause,  was  too  ill  for  a  complete  operation,  and  not  ill 
enough  for  enterostomy  ;  and  I  ordered  her  stomach  to  be  washed  out,  all 
feeding  to  be  done  by  the  rectum,  and  abdominal  poultices  and  small  doses 
of  opium  to  be  given  when  required. 

Mar.  5,  1903. — She  was  much  better,  had  passed  flatus,  was  easy,  and 
the  abdomen  was  soft  and  flaccid. 

Mar.  6,  1903. — She  continued  to  be  better  till  the  evening,  when  1  oz. 
cf  castor-oil  was  ordered. 

Mar.  7,  1903. — No  evacuation.  Some  pain  in  the  night,  but  not  severe  ; 
obstruction  quite  evident,  for  intestinal  coils  could  be  seen  and  felt  con- 
tracting ;  located  in  large  intestine  from  obvious  distention  of  caecum. 

Operation,  4  p.m. — An  attempt  to  perform  caecostomy  under  local 
anaesthesia  had  to  be  abandoned.  Chloroform  was  administered.  Caecostomy. 
Paul's  tube  tied  in.  The  tube  did  not  act  well  at  first.  Next  day  the  bowels 
had  acted  freely  through  the  tube,  but  the  patient  never  picked  up  thoroughly. 

Mar.  15,  1903. — (Eight  days  after  caecostomy.) — Patient  had  never 
done  well.  Temperature  up  and  irregular.  Pulse  144  ;  bad  cough. 

Mar.  16,  1903.— Died. 

Necropsy. — The  omentum  and  the  anterior  surfaces  of  the  ascending, 
transverse,  and  descending  colon  were  '  glued  '  to  the  anterior  abdominal 
wall  by  adhesions  which  tore  easily.  On  the  anterior  surface  of  the  omentum 
there  were  patches  of  purulent  lymph,  and  in  the  left  flank  there  was  a 
small  collection  of  pus  surrounding  a  growth  at  the  lower  end  of  the  descend- 
ing colon.  The  growth  was  of  the  constricting  variety,  and  looked  like  a 
string  tied  tightly  round  the  bowel.  Below  the  growth  the  bowel  was  normal. 
Above,  it  was  distended  ;  and  wherever  adhesions  were  separated,  small 
holes  allowed  liquid  faeces  to  escape.  Opposite  the  growth  a  single  enlarged 
gland  was  found  in  the  mesentery.  On  opening  the  colon  the  mucous  mem- 
brane was  found  to  be  much  destroyed  throughout.  What  remained  was 
in  a  condition  of  acute  inflammation,  and  was  occupied  by  multiple  ulcers. 
The  transverse  colon  was  practically  a  slough,  and  faeces  were  only  prevented 
from  escaping  by  omental  adhesions.  The  liver  contained  two  growths, 
one  measuring  £  in.  by  £  in.,  and  a  very  small  one,  both  in  the  right  lobe. 


632  RUTHERFORD     MORISON 

The  bases  of  both  lungs  were  solid  from  pneumonia.     Microscopic  examina- 
tion of  the  bowel  and  liver  growths  showed  them  to  be  adeno-carcinoma. 

CASE  18. — Chronic  intestinal  obstruction — Ccecostomy — Relief- — Sig- 
moidectomy — Two  weeks  later,  death.  (Private  Hospital.) 

D.  H.,  age  59,  admitted  June  15,  1903.  His  illness  commenced  three 
weeks  before  with  a  pain  across  the  bowels  and  a  bearing-down  sensation. 
He  thought  he  required  medicine,  and  took  1  oz.  of  salts,  without  result. 
Then  he  took  1  oz.  of  castor-oil  ;  and  when  this  did  not  act,  a  second,  but 
still  without  effect.  He  then  sent  for  a  doctor.  Ever  since,  in  spite  of 
daily  enemata  and  many  varieties  of  purgative,  he  had  had  no  satisfactory 
evacuation,  and  had  often  been  sick.  His  general  condition  was  fair.  His 
abdomen  was  generally  distended,  but  not  greatly  so.  Intestinal  movements 
could  be  heard,  but  not  felt.  There  was  no  palpable  tumour.  Per  rectum, 
nothing  definite  was  discovered.  Vigorous  attempts  were  made  to  get  the 
bowels  moved,  but  without  success. 

Operation,  June  17,  1903.  Caecostomy. — For  twenty-four  hours  after 
the  tube  was  tied  into  the  caecum  only  a  small  quantity  of  flatus  was  passed 
through  it,  and  the  relief  was  so  inefficient  that  it  looked  as  if  the  operation 
was  going  to  be  a  failure.  After  flushing  the  colon  through  the  tube  with 
saline,  the  bowels  acted  well  and  his  general  condition  improved.  Enemata 
administered  per  rectum  in  the  knee-elbow  position  returned  without  any 
faecal  matter,  and  none  came  through  the  caecostomy  opening. 

Second  Operation,  July  1,  1903. — The  abdomen  was  opened  by  a  median 
incision  about  5  in.  long,  excising  the  umbilicus.  The  intestines  were  empty, 
and  the  growth  was  easily  found  in  the  sigmoid  flexure.  It  was  small  and 
of  the  constricting  variety  of  cancer,  and  was  freely  movable  ;  it  was  situated 
about  the  middle  of  the  sigmoid  flexure,  and  no  glands  could  be  felt.  A 
second  small  incision  was  made  in  the  left  iliac  region  as  if  for  colostomy, 
through  which  the  growth  was  brought  out  of  the  abdomen.  It  was  cut 
away,  and  the  divided  ends  of  the  bowel  were  brought  together  by  a  Murphy 
button,  and  outside  of  this  Lembert's  sutures  of  silk.  The  anastomosis 
looked  perfect  when  returned  into  the  abdomen. 

Pathology. — The  growth  surrounded  the  bowel,  leaving  an  opening 
which  would  not  admit  the  little  finger.  It  measured  vertically  1J  in.  on 
the  mesenteric  side,  but  only  |  in.  on  the  convexity.  One  or  two  small 
enlarged  glands  were  found  in  the  portion  of  mesentery  excised.  Micro- 
scopically, the  growth  was  an  adeno-carcinoma.  The  patient  appeared  to 
be  little  worse  after  this  operation.  On  July  3  (two  days  after  operation) 
he  had  calomel  and  castor-oil,  which  acted  freely  through  the  caecostomy 
opening  and  by  the  rectum.  He  had  a  troublesome  cough. 

July  4. — Not  so  well  ;  complained  of  pain  in  belly.  Respiration 
quickened,  more  cough. 

July  5. — Severe  pain  in  belly  ;    became  collapsed,  died  9.45  p.m. 

Necropsy. — "  General  septic  peritonitis."  Pelvis  contained  pus  and 
liquid  faeces.  The  button  was  lying  quite  loose  and  exposed  in  the  bowel. 
There  was  no  union  at  the  site  of  anastomosis.  Both  lungs  were  cedematous 
at  the  bases.  There  was  no  discoverable  enlargement  of  the  glands,  or 
secondary  deposits  in  the  liver  or  elsewhere.  This  patient  was  an  alcoholic. 

CASE  19. — Recurring  attacks  of  intestinal  obstruction — Removal  of 

appendix — No  relief — Second  operation — Ileocolostomy.     (Bk.  108,  p.  55.) 

J.  H.  S.,  male,  age  25,  admitted  to  the  Royal  Infirmary,  Newcastle-on- 
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Tyne,  May  29,  1003.  lie  had  been  quite  healthy  till  six  weeks  before,  when, 
\vhilst  working  in  the  pit,  he  severely  wrenched  himself  on  the  right  side. 
The  pain  made  him  cease  work,  and  he  vomited  at  night,  and  lie  had  not 
worked  since.  Since  then  the  pain  had  come  on  in  attacks.  It  was  located 
in  the  right  iliac  fossa,  and  was  not  bad  enough  to  make  him  shout  out 
or  sweat  or  vomit.  After  the  attack  his  bowels  were  constipated  for  a 
few  days. 

On  Admission. — He  looked  healthy.  He  had  an  attack  the  night  after 
admission,  when  the  house  surgeon  found  his  abdomen  swelled  on  the  right 
side,  and  loud  rumblings  in  it.  Nothing  could  be  felt,  but  there  was  tender- 
ness in  the  right  iliac  fossa. 

Diagnosis.  —  "Intestinal  obstruction — from  a  band?"  The  attacks 
were  thought  not  to  be  due  to  appendicitis,  because  they  were  quite  sudden 
in  their  onset,  passed  off  equally  suddenly,  and  were  not  attended  by  any 
rise  of  temperature. 

Operation,  June  2,  1903. — The  abdomen  was  opened  by  an  oblique 
incision  in  the  right  iliac  fossa.  An  enlarged  appendix  was  found  lying 
over  the  pelvic  brim.  On  drawing  it  forward,  there  was  found  a  twist  through 
half  a  circle,  constricting  it  near  its  entrance  to  the  caecum,  and  making  the 
meso-appendix  so  tight  that  the  vascular  supply  might  have  been  interfered 
with.  There  were  no  adhesions,  and  the  twist  was  so  easily  undone  that  in 
delivering  the  organ  this  righted  itself.  The  peritoneal  covering  of  the 
base  of  the  appendix  was  dull  and  cicatricial  in  appearance,  and  the  whole 
circumstances  of  the  case  led  me  to  conclude  that  the  conditions  were  all 
probably  due  to  torsion  of  the  appendix.  The  excised  appendix  was  about 
3  in.  long.  All  vessels  were  much  enlarged,  so  much  so  as  to  give  it  a  naevoid 
appearance.  The  walls  were  very  much  thickened.  The  mucous  membrane 
was  swollen,  and  here  and  there  showed  small  haemorrhagic  points.  There 
was  no  ulceration.  About  1  in.  from  the  caecal  end  the  lumen  was  distinctly 
narrowed. 

Aug.  15,  1903. — Patient  returned,  complaining  of  pain  as  before,  but 
not  so  severe.  There  was  rumbling  felt  in  the  mid-abdomen.  Nothing 
could  be  discovered.  He  was  re-admitted  in  November,  1903,  complaining 
that  his  pain  and  the  rumbling  were  just  as  before  the  operation,  and  that 
he  was  unable  to  work  in  consequence.  He  looked  in  first-rate  health,  and 
nothing  was  made  out  on  physical  examination. 

Diagnosis. — "  Intestinal  obstruction  from  some  cause  not  recognized  at 
the  previous  operation." 

Second  Operation,  Nov.  5,  1903. — The  abdomen  was  opened  by  a  median 
incision  5  in.  long,  excising  the  umbilicus.  Complete  exploration  showed 
that  there  was  nothing  wrong  in  his  abdomen  except  in  the  right  iliac  fossa. 
The  lower  6  in.  of  the  ileum  was  distended  and  thickened,  and  the  peritoneal 
coat  of  it  was  roughened.  The  ileocaecal  valve  was  distended,  so  as  to  admit 
easily  two  fingers.  The  crccum  and  colon  were  not  distended,  and  were 
normal.  There  were  no  bands  or  adhesions  ;  and  nothing  was  found  to 
account  for  the  obstruction,  though  the  hypertrophied  condition  of  the  end 
of  the  ileum  made  it  almost  certain  that  such  was  present  at  times.  The 
only  suggestion  that  could  be  made — and  that  did  not  satisfy  me — was  that 
the  caecum,  which  was  adherent  to  the  scar,  became  kinked  in  certain  dis- 
tended conditions  of  the  ileum,  preventing  the  escape  of  its  contents.  A 
lateral  anastomosis  was  made  between  the  ileum  and  transverse  colon  with 
my  button. 

Nov.  21,  1903. — Sixteen  days  after  operation,  he  left  the  hospital  with 
healed  wound.  He  still  complains  of  some  pain  and  rumbling  in  his  bowels, 


634  RUTHERFORD     MORISON 

but  looks  in  perfect  health.     It  may  be  that  the  privileges  of  compensation 
have  some  bearing  upon  his  present  condition. 

CASE  20. — Irremovable  tumour  obstructing  hepatic  flexure  of  colon- 
Anastomosis  between  ccecum  and  transverse  colon — Recovery.  (Royal 
Infirmary,  Book  110,  p.  23.) 

F.  H.,  male,  age  62,  admitted  June  26,  1903.  Up  to  three  months 
before,  the  patient  had  been  a  healthy  man.  Then  he  had  some  pain  in 
the  abdomen,  which  gradually  got  worse.  His  doctor  found  a  swelling  the 
first  time  he  saw  him,  and  this  had  rapidly  got  larger.  The  pain  was 
attended  by  loud  rumblings  and  occasional  sickness,  and  he  lost  his 
appetite  and  got  very  thin. 

On  Admission. — The  patient  was  in  poor  condition  and  had  severe  pain. 
The  abdomen  was  distended.  A  swelling  could  be  seen  on  the  right  of  and 
above  the  umbilicus.  On  palpation,  it  was  tender,  large,  hard,  and  apparently 
fixed.  It  was  dull  on  percussion,  and  there  was  a  band  of  resonance  between 
it  and  the  liver  dullness. 

Diagnosis. — "  Malignant  growth  of  hepatic  flexure  of  colon." 

Operation,  July  2,  1903. — The  abdomen  was  opened  by  an  oblique 
incision,  extending  from  the  ileocostal  space  behind  to  the  outer  edge  of  the 
right  rectus  in  front.  The  caecum  was  much  distended.  There  was  a  large 
fixed  mass,  involving  the  hepatic  flexure  of  the  colon,  and  round  it  a  large 
amount  of  oedema.  No  positive  signs  of  growth  were  seen,  no  enlarged 
glands,  and  no  deposits  on  the  peritoneum.  I  wished  to  make  an  anastomosis 
between  the  caecum  and  the  sigmoid  flexure,  but  the  limited  length  of  the 
mesentery  of  the  latter  would  not  allow  of  this.  I  therefore  drew  down  the 
transverse  colon  and  joined  it  to  the  caecum  by  a  Murphy  button  and  an 
outside  circle  of  continuous  silk  Lembert  sutures.  After  the  operation  I 
had  some  doubts  as  to  the  malignancy  of  the  growth,  as  the  oedema  around 
suggested  a  possible  inflammatory  origin. 

July  13,  1903. — All  healed.  Entirely  relieved,  taking  semi-solid  food. 
Bowels  regular.  Four  weeks  and  six  days  after  the  operation  the  button  was 
passed,  and  he  was  doing  well.* 

CASE  21. — Recurring  attacks  of  intestinal  obstruction — Relief  by 
medical  treatment — Operation  during  an  interval — Recovery.  (Book  108, 
p.  15.)  < 

E.  M.,  female,  age  30,  admitted  to  the  Royal  Infirmary,  Feb.  28,  1903. 
In  July,  1902  (eighteen  months  ago),  she  was  seized  suddenly  for  the  first  time 
with  a  severe  abdominal  pain  and  vomiting.  The  sickness  lasted  for  two 
days,  pain  and  distention  continued  for  a  week.  A  medical  man,  who  was 
called  in,  said  the  attack  was  due  to  ptomaine  poisoning,  from  eating  a  pie. 
During  the  whole  attack  the  bowels  would  not  act,  but  at  last  were  relieved 
by  an  injection.  After  this  and  during  the  attack  she  felt  a  bearing-down 
pain  in  the  womb,  to  which  she  had  been  subject  more  or  less  since  she  was 
14.  Six  weeks  ago  I  saw  her,  with  Dr.  Smith,  of  Durham.  Her  bowels  had 
not  been  moved  for  ten  days.  She  had  vomited  frequently  a  quantity  of 
faecal  matter.  Her  abdomen  was  distended  and  tense,  and  intestinal  con- 
tractions could  be  seen  and  felt.  A  tender,  firm  lump  was  felt  in  Douglas' 

*  Six  months  later  he  died  of  abdominal  cancer. 
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pouch.  Dr.  Smith  and  I  decided  that  she  was  too  ill  for  a  complete  operation 
and  too  well  for  enterostomy,  and  palliative  treatment  was  adopted.  All 
food  or  drink  was  prohibited,  nutriment  being  given  by  enemata,  the  abdomen 
was  poulticed,  and  small  doses  of  morphia  were  administered  hypodermically 
when  required  for  pain.  In  three  days  she  took  a  turn  for  the  better  and 
was  soon  well,  when  I  suggested  exploration  and  removal  of  what  was 
evidently  some  abiding  cause  of  intestinal  obstruction,  probably  located  in 
the  pelvis.  To  this  proposal  she  would  not  listen,  till  a  threatened  attack, 
four  weeks  later,  only  relieved  by  hypodermic  injection  of  morphia,  made 
her  decide  in  favour  of  operation. 

On  Admission. — She  looked  a  thin,  fragile  woman.  Nothing  was  dis- 
covered on  abdominal  examination.  Per  vaginam,  there  was  a  small  fixed 
swelling  felt  on  the  right  side  of  the  pouch  of  Douglas. 

Operation,  Mar.  5, 1903. — The  abdomen  was  opened  in  the  linea  alba  from 
the  umbilicus  to  the  pubis,  the  patient  being  in  the  Trendelenburg  posture. 
After  separating  intestinal  and  uterine  adhesions,  the  seat  of  obstruction 
was  found  in  the  pelvis.  The  right  ovary  and  tube  were  adherent  to  the 
ileum,  which  was  dilated  above  and  contracted  below.  On  division  of  these 
adhesions,  the  flatus  in  the  bowel  passed  freely  onwards.  The  peritoneum 
of  the  adherent  gut  was  torn  in  its  separation,  and  the  raw  surface  was 
covered  over  with  omentum.  There  was  no  evidence  of  tubercle.  (The 
family  history  suggested  this.)  The  right  ovary  and  tube  were  excised. 
The  tube  was  thickened,  and  contained  thick  purulent  fluid.  The  primary 
cause  of  the  peritonitis  and  adhesions  was  obviously  a  septic  salpingitis. 

Mar.  16,  1903. — Patient  left  the  hospital  to-day  with  healed  wound, 
and  quite  well. 

May  11,  1903. — Returned  to  report.     Quite  well. 

CASE  22. — Appendicitis  with  fcecal  fistula  ten  years  ago — Enter- 
ostomy for  acute  intestinal  obstruction  six  years  later — Recovery — 
Recurrence  of  obstruction — Complete  operation — Death.  (This  case  is 
not  included  in  the  year's  statistics,  which  refer  solely  to  my  own 
operations.)  (Private  Hospital.) 

Female,  age  22,  admitted  October  18,  1903.  Ten  years  ago  the  patient 
had  an  illness  said  to  be  "  inflammation  of  the  bowels,"  which  ended  in 
abscess  and  a  faecal  fistula  which  discharged  in  the  groin  for  six  months,  then 
healed  up,  and  left  her  in  good  health.  Four  years  ago  I  was  asked  to  see 
her  at  home  in  the  country.  She  was  then  very  ill,  vomiting  faecal  matter  ; 
there  was  a  quick  weak  pulse,  a  much  distended  tense  abdomen,  and  a 
history  of  acute  complete  obstruction  of  about  one  week's  duration.  With 
just  sufficient  anaesthetic  to  prevent  pain,  I  opened  the  abdomen  by  a  short 
incision  in  the  right  iliac  fossa.  There  was  some  purulent  lymph  in  the 
peritoneum,  thought  to  be  the  result  of  acute  appendicitis,  and  the  small 
intestine  was  much  distended  and  of  a  livid  colour.  After  drawing  out  the 
first  distended  coil,  I  opened  it  and  tied  in  a  Paul's  tube.  There  was  an 
immediate  forcible  escape  of  a  large  quantity  of  fluid  faeces  and  flatus,  and 
in  half  an  hour  the  patient  looked  better  and  the  abdominal  distention  was 
nearly  gone.  Her  recovery  was  straightforward,  and  in  about  two  months 
the  faecal  fistula  had  closed  spontaneously.  She  remained  well  till  shortly 
before  her  admission,  when  she  was  again  seized  with  symptoms  of  acute 
obstruction,  and  in  my  absence  was  operated  upon  by  my  assistant.  The 
operation  and  the  post-mortem  showed  the  following  conditions  :  The  scar 
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of  my  old  incision  was  noted  in  the  right  iliac  fossa,  and  a  second  scar  (faecal 
fistula)  in  the  right  groin  below  Poupart's  ligament  and  on  the  outer  side 
of  the  femoral  vessels. 

The  small  intestine  was  obstructed  by  an  adhesion  in  the  left  flank, 
which  bound  the  convexity  of  the  intestine  to  the  parietal  peritoneum,  and 
had  drawn  it  out  into  a  diverticulum.  (Without  great  care  this  would  have 
been  cut  during  the  operation.)  Above  the  obstruction  the  small  intestine 
was  much  distended  (4  in.  in  diameter),  congested,  and  sticky  ;  below,  it 
was  pale,  flattened,  and  no  larger  than  a  little  finger.  On  freeing  the  adhesion 
the  gut  beyond  distended,  and,  though  the  attachment  of  the  old  enterostomy 
was  obvious,  it  was  left  alone. 

The  necropsy  showed  a  good  deal  of  blood-stained  fluid  in  the  belly. 
The  distended  intestines  had  not  recovered  their  colour  or  their  size.  There 
was  no  peritonitis.  The -remains  of  the  old  enterostomy  opening  in  the 
ileum  were  carefully  examined.  The  bowel  at  that  spot  was  firmly  adherent 
to  the  parietes.  On  separating  it  there  was  an  opening  involving  about  a 
quarter  of  the  intestinal  lumen.  It  could  have  been  closed  by  suture  without 
danger  of  narrowing  the  bowel  too  much.  The  vermiform  appendix  was 
about  2  in.  long,  and  was  adherent  by  its  tip  to  the  parietal  peritoneum 
opposite  the  outer  part  of  Poupart's  ligament  and  in  a  position  corresponding 
to  the  outside  scar.  A  pull  on  the  appendix  depressed  the  scar.  There 
were  no  other  adhesions  in  the  neighbourhood  of  the  appendix.  On  its 
removal  it  was  slit  up.  It  was  normal  in  appearance  except  ^  in.  at  the 
distal  end,  which  was  obliterated  and  converted  into  firm  fibrous  tissue. 

There  were  many  adhesions  in  the  right  flank  over  the  right  lobe  of 
the  liver,  in  the  left  flank,  and  round  the  spleen,  the  only  traces  left  of 
recovery  following  old  widespread  peritonitis. 

CASE  23. — Growth  in  transverse  colon  causing  slight  obstruction 
symptoms — Exploratory  incision — Gangrenous  patch  on  growth — Fazcal 
and  gastric  fistula — Death.  (Private  Hospital.) 

Female,  age  42,  admitted  February  19,  1903.  For  seven  months  the 
patient  had  not  been  well  from  '  indigestion,'  constipation,  and  increasing 
weakness.  A  very  large  movable  tumour  was  found  under  the  upper  part 
of  the  left  rectus  muscle.  My  diagnosis  was  inoperable  malignant  growth 
of  the  colon,  and  I  operated  by  request  of  the  patient's  friends  and  medical 
advisers. 

Operation,  Feb.  21,  1903. — The  abdomen  was  opened  over  the  growth 
by  a  vertical  incision  6  in.  long  through  the  left  rectus  muscle.  A  foul  odour 
was  experienced  immediately  the  parietal  peritoneum  was  divided  ;  and  on 
the  front  of  the  growth,  which  was  not  adherent  anteriorly,  there  was  a 
small  yellow  area,  \  in.  in  diameter,  in  the  centre  of  which  there  was  a  tiny 
opening  through  which  pus  and  gas  were  escaping.  (Contact  with  and  the 
support  of  the  parietes  had  prevented  leaking.)  The  growth  above  was 
attached  to  the  liver,  and  omentum  was  tucked  all  round  it,  so  that  at  this 
stage  of  the  operation  gall-stones  with  ruptured  gall-bladder  appeared  to 
be  a  feasible  suggestion.  An  opening  was  made  into  the  centre  of  the  mass, 
and  it  was  then  found  that  the  bowel  (transverse  colon)  was  involved  in  a 
growth  which  narrowed  but  did  not  obstruct  it,  for  the  lumen  admitted  my 
forefinger.  The  broken-down  growth  which  escaped  from  the  opening  made 
had  a  most  foul  stench.  A  portion  of  the  growth  was  removed  for  micro- 
scopical section,  and  an  attempt  was  made  to  close  the  opening  in  the  bowel 
by  sutures  and  an  omental  graft.  The  abdominal  incision  was  partially 
closed  over  gauze  packing. 
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After- pro<*rt'ftii. — The  wound  discharged  blood-stained  serum,  which  two 
days  after  operation  had  a  slightly  faecal  odour.  This  gradually  became 
more  pronounced,  till  ficces  and  then  the  stomach  contents  escaped  from 
thr  wound.  She  was  sent  home  on  March  9  (sixteen  days  after  operation), 
and  died  exhausted  a  few  days  later.  There  was  no  necropsy.  The  micro- 
scopic report  by  the  Clinical  Association  is  of  interest  in  connection  with  the 
history  of  the  after-progress,  suggesting,  as  taken  together  they  do,  that  the 
growth  was  primary  in  the  stomach.  "  This  specimen  of  section  shows  ;i 
diffuse  infiltration  of  the  fibrous  and  fatty  tissues  with  a  soft  spheroidal- 
celled  carcinoma.  The  structure  is  quite  unlike  the  columnar-celled  cancer 
which  is  usually  primary  in  the  bowel." 

CASE  24. — Ovariotomy  nine  years  before — Death  from  intestinal 
obstruction  due  to  a  band  the  result  of  the  old  operation.  (Private 
Hospital.) 

A  female,  age  33,  was  admitted  February  5,  1903.  I  had  performed 
ovariotomy  nine  years  before,  and  removed  a  dermoid  cyst  of  the  right 
ovary.  She  was  perfectly  well  till  fourteen  days  before  admission,  when 
she  had  a  sudden  pain  and  developed  the  typical  symptoms  of  intestinal 
obstruction. 

On  Admission. — She  was  very  ill,  too  ill  for  an  operation,  and  died  a 
few  hours  later. 

\ccropsy. — There  were  signs  of  general  peritonitis  and  liquid  faeces  in 
the  peritoneum,  and  a  quantity  welled  up  from  the  pelvis.  The  first  visible 
coils  of  small  intestine  were  enormously  distended.  The  obstruction  was 
found  within  2  in.  from  the  end  of  the  ileum.  It  was  caused  by  a  very  tight 
band  passing  over  a  loop  of  the  small  intestine.  The  band  was  the  pedicle, 
rounded  and  like  a  piece  of  string,  of  the  excised  right  ovary,  which  had 
adhered  to  the  peritoneum  of  the  right  iliac  fossa,  forming  a  loop.  The 
band  was  so  tight  that  it  would  not  admit  the  tip  of  a  forefinger,  and  had 
through  it  a  strangulated  loop  of  bowel  about  2  in.  long.  The  strangled 
bowel  was  completely  gangrenous,  except  where  the  band  passed  over  it, 
and  had  ruptured  on  the  convexity,  leaving  a  hole  £  in.  in  diameter.  There 
were  other  small  adhesions  in  the  pelvis.  There  was  no  trace  of  the  silk 
ligature  which  had  been  used  to  tie  the  pedicle. 

CASE  25. — Sarcoma  of  prostate — Obstruction  of  rectum — Deaf  It. 
(Royal  Infirmary,  Book  108,  p.  355.) 

J.  B.,  male,  age  32,  was  admitted  to  the  Royal  Infirmary,  February  13, 
1903.  Six  weeks  before,  urinary  trouble  commenced  with  a  frequent  desire 
to  micturate  and  some  pain.  Finally,  he  had  an  attack  of  retention  which 
was  relieved  by  a  catheter,  but  which  was  followed  by  others.  He  was 
admitted  with  one  of  these  attacks,  of  two  days'  duration. 

On  Admission. — He  looked  fat,  pale,  and  unhealthy.  He  complained  of 
but  little  pain,  though  he  had  a  marked  sense  of  distention.  His  abdomen 
was  much  distended,  from  the  pubis  to  above  the  umbilicus,  by  a  swelling 
which  looked  and  felt  like  the  seventh  month  pregnant  uterus.  Some  pus 
escaped  from  the  urethra.  On  attempting  to  pass  a  catheter,  free  bleeding 
and  escape  of  pus  occurred  when  the  prostatic  urethra  was  reached,  but  no 
urine  could  be  obtained. 

Operation,  Feb.  16,  1903.  By  Mr.  G.  Grey  Turner.— The  bladder  was 
opened  suprapubically  and  several  pints  of  foul  urine  were  drawn  off.  A 
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tumour  still  remained,  which  was  thought  to  be  a  prostatic  growth. 
Exploration  from  the  rectum  with  a  syringe  drew  off  only  blood.  The 
bladder  was  opened  suprapubically  for  permanent  drainage.  An  enormous 
mass  projected  into  the  bladder  at  the  trigone,  and  examination  of  this  with 
one  finger  in  the  bladder  and  another  in  the  rectum  showed  that  it  was 
somewhat  fixed  to  the  left  pelvic  wall.  A  small  tag  which  was  found  in  the 
bladder  was  examined  microscopically,  and  proved  to  be  a  spindle-celled 
sarcoma  with  myxomatous  change.  Relief  followed  this  operation. 

Mar.  26,  1903. — Patient  exceedingly  ill.  Some  faeces  were  voided 
unconsciously,  but  no  flatus.  Vomiting  for  last  three  days.  Abdomen 
much  distended.  The  left  leg  was  much  swollen.  Urine  scanty.  Examina- 
tion per  rectum  showed  that  the  growth  had  increased  greatly  in  size,  and 
was  now  breaking  down  into  the  anterior  wall  of  the  rectum,  so  that  portions 
of  it  came  away  on  the  examining  finger.  Patient  died  during  night. 

Necropsy. — A  small  amount  of  free  fluid  was  present  in  the  belly.  The 
sigmoid  flexure  was  enormously  distended  and  congested,  being  at  least 
4  to  6  in.  in  diameter.  It  appeared  to  fill  the  whole  abdomen  as  it  lay  in 
front  over  the  intestines  and  stomach.  The  caecum  was  also  much  distended, 
the  descending  colon  and  the  flexures  being  least  so.  There  were  a  few 
flakes  of  purulent  lymph  on  the  transverse  colon.  The  growth  sprang  from 
the  prostate,  filled  the  whole  true  pelvis,  and  projected  up  into  the  false 
pelvis,  carrying  the  bladder  upwards  and  in  front  of  it.  The  rectum  was 
flattened  out  and  jammed  against  the  posterior  wall  of  the  pelvis.  Some 
of  the  growth  was  fungating  through  the  suprapubic  incision,  and  on  opening 
the  bladder  it  presented  the  appearance  of  a  huge  polypus.  Both  ureters 
were  pressed  upon  and  dilated,  and  the  kidneys  were  hydronephrotic.  Below, 
the  growth  had  burst  through  its  capsule,  and  on  the  left  side  had  come 
through  the  obturator  foramen  with  the  vessels.  The  pelvic  veins  were 
much  enlarged,  and  several  were  in  a  state  of  thrombosis.  There  were  a 
few  nodules  of  growth  on  the  pelvic  peritoneum,  but  no  enlarged  glands 
were  discovered.  Both  lungs  contained  masses  of  growth.  Microscopically, 
both  the  prostatic  and  lung  tumours  were  spindle-celled  sarcoma. 

CASE  26.  —  Retained  Murphy  button  —  Enter ostomy —  Recovery. 
(Private  Hospital). 

A  young  man,  age  19,  was  operated  on  in  December,  1902,  for 
tuberculous  stricture  of  the  end  of  the  ileum,  causing  chronic  intestinal 
obstruction.  His  general  condition  was  then  very  bad.  He  was  unable 
to  leave  his  bed,  was  much  emaciated,  and  looked  as  if  he  only  had  a  few 
days  to  live.  An  anastomosis  was  made  with  a  Murphy  button  between  the 
ileum,  above  the  stricture,  and  the  transverse  colon.  He  left  the  hospital  on 
December  21,  1902,  and  was  quite  well  up  to  the  beginning  of  March,  having 
gained  2  st.  2  Ib.  in  weight.  Then  he  began  to  have  acute  attacks  of 
abdominal  pain,  especially  in  the  right  side,  with  loose  evacuations  about 
four  times  in  the  twenty-four  hours.  After  a  holiday  in  the  country  during 
April  he  got  well,  but  three  weeks  later  his  pain  returned.  He  was  admitted 
for  the  second  time  on  July  20,  1903,  looking  very  well,  fat,  and  strong. 
The  Murphy  button  had  never  been  passed,  and  could  be  plainly  seen  with 
the  fluorescent  screen,  in  the  right  iliac  fossa,  and  about  2  in.  to  the  right  of 
the  umbilicus.  The  hole  through  the  button  was  distinctly  visible  in  certain 
positions.  The  boy  himself  said  that  he  could  feel  the  button  sometimes 
under  the  scar  in  the  right  iliac  fossa.  The  diagnosis  arrived  at  was  that 
his  attacks  of  abdominal  pain  might  be  due  to  the  retained  button. 
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Operation,  July  22,  1903. — An  oblique  incision  in  the  right  iliac  fossa 
excised  the  old  sear  and  opened  the  abdomen.  The  omentum  was  adherent 
to  the  line  of  incision.  The  site  of  the  anastomosis  was  immediately  found. 
It  looked  like  a  fibrous  ring  connecting  the  ileum  with  the  transverse  colon. 
The  button  was  in  the  ileum,  distal  to  the  anastomosis,  between  it  and  the 
stricture.  It  was  freely  movable  in  the  ileum,  but  could  not  be  squeezed 
through  the  anastomotic  opening,  and  was  cut  down  upon  and  removed 
through  an  opening  made  in  the  ileum.  The  anastomotic  opening  was 
explored  through  this  incision.  It  was  quite  free,  and  readily  admitted  my 
forefinger.  The  incision  in  the  bowel  was  closed  by  a  continuous  suture  of 
<-atgut  through  all  the  coats,  and  outside  of  this,  silk  Lembert  sutures.  The 
intestine  had  now  a  normal  appearance,  and,  with  the  exception  of  the 
single  stricture,  for  which  the  first  operation  had  been  performed,  no  other 
lesion  was  discovered.  There  were  no  signs  of  active  tubercle. 

The  button  was  much  blackened,  and  nearly  all  of  the  plating  had 
disappeared.  It  had  a  putrid  odour.  The  catgut  used  as  a  suture,  along 
with  the  portion  of  gut  in  the  clasp  of  the  button,  were  still  in  position.  He 
left  hospital  with  the  wound  healed,  eleven  days  after  operation  (August  1, 
1903). 

At  present  (March,  1904),  he  is  well. 

CASE  27. — Cancer  of  descending  colon — Attempt  to  relieve  obstruction 
by  lateral  anastomosis — Death.  (Book  108,  p.  38.) 

J.  S.,  age  73,  was  admitted  to  the  Royal  Infirmary,  June  4,  1903.  Four 
days  before  he  had  had  a  sudden  attack  of  diffuse  pain  all  over  the  bowels, 
which  shortly  settled  in  the  left  groin,  and  had  continued  since.  He 
vomited  three  times  a  day,  and  the  pain  was  increased  by  taking  food,  which 
he  had  attempted  to  eat  as  usual.  The  bowels  had  not  moved  since  the 
attack  commenced,  and  previous  to  this  he  had  had  trouble  with  constipa- 
tion, though  nothing  serious  enough  to  consult  a  doctor  about. 

On  Admission. — He  was  a  healthy-looking,  very  stout  old  man.  He 
had  a  reducible  hernia  of  twenty-five  years'  duration.  Nothing  was  felt 
per  rectum.  The  abdomen  was  generally  tender  but  quite  flaccid,  and 
intestinal  movements  could  be  plainly  seen  and  felt,  limited  to  the  neigh- 
bourhood of  the  caecum  and  transverse  colon.  No  mass  could  be  felt.  On 
percussion  there  were  signs  of  free  fluid  in  the  abdomen.  He  could  not 
retain  an  enema  of  more  than  26  oz. 

Diagnosis. — Chronic  obstruction,  probably  due  to  malignant  stricture 
of  sigmoid.  For  three  days  attempts  were  made  to  get  his  bowels  to  act, 
but  without  success. 

Operation,  June  8,  1903. — The  abdomen  was  opened,  as  for  inguinal 
colotomy,  by  an  oblique  incision  in  the  left  iliac  fossa.  The  small  intestines 
were  much  distended,  and  there  was  a  quantity  of  free  fluid.  A  large  fixed 
growth  was  found  at  the  lower  end  of  the  descending  colon.  A  lateral 
anastomosis  was  made,  between  the  transverse  colon  and  the  sigmoid  flexure, 
by  a  Murphy  button  and  Lembert' s  sutures.  The  transverse  colon  was 
distended  with  fluid  faeces,  which  gave  rise  to  considerable  trouble.  The 
operation  was  well  borne. 

June  12,  1903  (four  days  later). — Progress  up  to  this  date  was  very 
satisfactory.  Bowels  well  moved  after  a  dose  of  castor  oil. 

June  13,  1903. — As  the  tongue  was  still  dirty,  a  second  dose  of  oil  was 
given.  After  it  acted  he  complained  of  pain,  and  became  collapsed. 

June  15,  1903. — He  never  picked  up  properly  again,  and  always,  till 
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his  death  (a  week  after  operation),  complained  of  some  pain,  though  not 
much,  in  the  belly,  which  was  neither  markedly  rigid  nor  tender,  nor 
distended. 

Necropsy. — There  was  general  septic  peritonitis.  The  omentum  in  the 
neighbourhood  of  the  anastomosis  appeared  to  be  almost  gangrenous.  As 
soon  as  the  belly  wall  near  the  growth  was  pulled  away,  thin  liquid  faeces 
escaped  in  large  quantity.  The  button  was  lying  exposed,  and  almost 
loose,  at  the  site  of  the  anastomosis.  The  growth  was  a  large  malignant 
ulcer  involving  the  bowel  for  2%  in.  in  the  vertical  direction  surrounding  the 
lumen,  and  fixed  mainly  by  the  mesentery.  There  were  no  deposits  in  the 
liver.  Microscopic  examination  showed  that  the  growth  was  an  adeno- 
carcinoma. 

CASE  28. — Inoperable  cancer  of  rectum — Chronic  intestinal  obstruc- 
tion— Colostomy— Recovery.  (Book  110,  p.  551.) 

R.  P.,  male,  age  53,  admitted  to  the  Royal  Infirmary,  Newcastle-on- 
Tyne,  on  August  10,  1903.  Two  years  before  he  had  trouble  with  '  piles.' 
One  year  before,  '  blood  and  matter '  began  to  be  discharged  from  the  bowel. 
Six  months  before  he  began  to  have  difficulty  in  getting  his  bowels  moved, 
and  he  noticed  that  the  motion  was  small  and  flattened.  During  this  time 
he  had  had  pain  in  his  back,  and  difficulty  in  passing  water.  Straining 
to  do  so  caused  discharge  from  his  rectum.  Five  months  before  he  noticed 
difficulty  in  passing  flatus,  and  since  then  had  been  much  troubled  by 
flatulence.  Latterly  he  had  been  unable  to  get  relief,  but  had  no  urgent 
symptoms  of  obstruction. 

On  Admission. — He  was  in  fair  general  condition.  The  rectum  was 
blocked  by  a  large  fixed  tumour  with  all  the  characters  of  cancer. 

Operation,  Aug.  11,  1903. — Left  inguinal  colostomy  with  Paul's  tube. 

Aug.  13,  1903  (two  days  later). — Very  uncomfortable.  No  flatus  or 
faeces  have  passed  through  the  tube,  in  spite  of  irrigating  the  tube  and 
colon  with  saline,  and  the  administration  of  calomel.  The  abdomen  was 
distended,  and  he  had  vomited.  The  tube  was  removed.  The  mucous 
membrane  of  the  colon  was  very  cedematous.  A  large  soft  catheter  was 
passed  into  the  upper  end  of  the  bowel,  and  a  lot  of  flatus  and  liquid  faeces 
escaped,  to  his  instant  relief.  Good  recovery  from  this  date. 

Aug.  18,  1903. — An  elastic  ligature  was  tied  round  the  bowel.  It  cut 
its  way  out  in  four  days,  without  pain  or  trouble. 

CASE  29. — Tuberculous  caecum— Chronic  intestinal  obstruction — 
Excision  of  ccecum  and  vermiform  appendix  and  portion  of  ileum — 
Recovery.  (Book  108,  p.  116.) 

W.  S.,  male,  age  31,  admitted  to  the  Royal  Infirmary,  Newcastle- 
on-Tyne,  January  3,  1903.  He  was  in  good  health  till  six  months  before, 
when  he  began  to  have  attacks  of  pain  in  the  bowels.  The  pain  was 
severe  and  made  him  feel  sick,  but  he  did  not  vomit.  He  had  had  five 
of  such  attacks,  which  laid  him  off  work  for  a  few  days,  but  he  was  able  to 
work  in  the  intervals.  The  last  attack,  which  commenced  a  fortnight  before, 
was  the  worst  ;  for  he  had  not  got  well  of  it,  and  his  doctor  found  a  lump 
in  his  right  side. 

On  Admission. — He  looked  fairly  well,  his  pulse  and  temperature  were 
normal,  and  he  had  no  pain.  The  abdomen  was  not  distended.  A  distinct 
rounded  swelling  could  be  seen  in  his  right  iliac  fossa  near  the  centre  of 
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Poupart's  ligament.  On  palpation  the  mass  appeared  to  be  about  the  size 
of  u  hen's  (><nr,  fixed,  hard,  and  tender,  and  definitely  circumscribed.  The 
results  of  examination  of  the  chest  and  of  the  sputum  for  tubercle  bacilli 
were  negative. 

Operation,  Jan.  6,  1903. — The  abdomen  was  opened  by  an  oblique 
incision  in  the  right  iliac  fossa.  There  were  no  parietal  adhesions.  A 
portion  of  omentum  was  oedematous,  and  fixed  by  adhesions  over  the  caecum. 
The  appendix  was  embedded  by  very  dense  and  firm  adhesions  ;  the  caecum 
and  the  ileocaecal  valve  were  much  thickened.  Two  inches  of  the  ileum, 
the  appendix  and  caecum,  and  the  thickened  parietal  peritoneum  were 
excised,  and  an  end-to-end  anastomosis  was  made  between  the  divided  end 
of  the  ileum  and  the  ascending  colon  with  a  Murphy  button.  This  was 
easy,  for  the  ileum  was  larger  and  the  colon  smaller  than  normal.  Some 
enlarged  glands  were  observed  in  the  mesentery  of  the  small  intestine,  but 
were  not  interfered  with.  There  was  no  fluid  in  the  peritoneum,  and  no 
sign  of  tuberculous  peritonitis.  The  wound  was  sutured  in  layers  and 
entirely  closed,  and  the  raw  internal  surface  was  drained  through  an 
independent  opening  in  the  loin.  The  specimen  showed  much  thickened 
appendix  and  bowel.  There  were  some  enlarged  glands  in  the  meso-appendix 
not  caseating.  There  was  a  small  ulcer  on  the  outer  surface  of  the  ileum, 
opposite  which  the  bowel  wall  was  very  thin.  The  ileocaecal  valve  was 
thickened  and  contracted,  and  admitted  the  tip  of  a  forefinger  with 
difficulty.  There  was  no  definite  ulceration  found  in  the  interior  of  either 
the  caecum  or  the  ileum,  but  opposite  the  external  ulcer  in  the  latter  there 
was  some  thickening.  Microscopic  examination  of  the  bowel  showed  it  to 
be  tuberculous.  In  the  appendix  it  is  reported  that  nothing  typical  was 
found,  only  signs  of  chronic  inflammation. 

Nov.  15,  1903  (nine  days  after  the  operation),  he  passed  the  button. 

Nov.  22,  1903. — Healed  ;    went  home. 

At  present  (March,  1904)  he  looks  delicate  but  feels  in  fair  health  ; 
makes  no  complaint. 

CASE  30. — Subacule  appendicitis — Many  intestinal  adhesions — 
Obstruction  seventeen  days  after  appendicectomy — Recovery  without 
operation.  (Infirmary  Book  110,  p.  58.) 

J.  M.,  male,  age  44,  admitted  to  the  Royal  Infirmary,  Newcastle-on- 
Tyne,  July  2,  1903,  with  symptoms  of  subacute  appendicitis. 

Operation,  July  4,  1903. — The  abdomen  was  opened  by  a  long  oblique 
incision  in  the  right  iliac  fossa.  Coils  of  small  intestines  were  closely 
adherent  to  the  belly  wall  and  to  each  other.  The  caecum  was  separated, 
and  purulent  lymph  was  found  here  and  there,  but  no  collection  of  pus. 
The  appendix,  long,  hanging  into  the  pelvis,  and  very  adherent,  was 
removed.  The  recent  intestinal  adhesions,  pelvic  and  other,  were  not 
interfered  with  further  than  was  necessary  for  the  removal  of  the  appendix. 
The  abdomen  and  pelvis  were  drained  with  gauze  and  a  long  drainage-tube. 

The  patient,  who  was  ill  and  weak  on  admission,  made  fairly  satis- 
factory progress  till  July  21  (seventeen  days  after  appendicectomy).  He 
then  complained  of  paroxysms  of  abdominal  pain,  and  vomited.  Intestinal 
movements  could  be  seen  and  felt.  Knowing  the  difficulties  from  wide- 
spread dense  adhesions  that  had  to  be  encountered  if  operation  was 
undertaken,  and  considering  the  feeble  health  of  the  patient,  I  resolved  to 
break  my  usual  rule  of  operation  so  soon  as  the  diagnosis  is  assured,  believing 
that  his  chances  of  recovery  were  better  without  than  with  a  radical  operation. 

A  41 
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Calomel  and  a  mixture  of  magnes.  sulph.,  magnes.  carb.,  and  aq.  menth.  pip. 
was  ordered,  and  an  enema  to  follow.  After  the  enema  he  passed  a  little 
flatus,  and  at  night  was  easier. 

July  22. — Better.  He  had  vomited  twice,  stomach  contents  only. 
Had  passed  a  little  flatus.  Distended  intestines  felt  per  rectum.  All  mouth 
feeding  was  abolished,  and  nutrient  enemata  were  administered.  The 
abdomen  was  kept  hot  with  alternate  poultices  and  cotton- wool.  Ten 
minims  of  liq.  morphia  in  1  drachm  of  peppermint  water  was  given  when 
pain  required  it. 

July  23. — Conditions  were  the  same.  Had  hiccough  during  the  night  ; 
there  was  no  visible  distention  ;  he  had  passed  a  little  more  flatus.  Treat- 
ment to  be  continued. 

July  24. — The  same. 

July  25. — He  looked  worse  in  the  morning,  hiccough  had  become  more 
troublesome,  the  upper  abdomen  was  distended.  Twice  subcutaneously 
infused  with  one  pint  of  saline  during  the  day.  About  midnight  he  passed  a 
quantity  of  flatus  with  great  relief,  and  from  this  time  recovered  rapidly. 

CASE  31. — Tuberculous  ulceration  and  stricture  of  small  intestine — 
Recurring  attacks  of  intestinal  obstruction — Resection — Anastomosis  by 
rubber  rings — Gall-stones — Recovery — Second  operation  for  removal  of 
rings.  (Royal  Infirmary,  Newcastle-on-Tyne,  Book  109,  p.  5.) 

A  female,  age  49,  was  admitted  for  the  first  time  on  December  19,  1901. 
She  was  feeble  and  much  emaciated,  and  gave  an  eighteen  months'  history 
of  recurring  attacks,  gradually  increasing  in  severity,  of  intestinal  obstruc- 
tion. Loud  intestinal  rumbling  was  heard,  and  there  was  visible  peristalsis 
with  a  ladder-like  pattern  of  the  distended  intestines. 

A  hard  fixed  tumour  was  found  in  the  right  iliac  fossa,  and  a  large 
round  swelling  came  down  under  the  right  costal  margin. 

Operation,  Dec.  23,  1901. — The  abdomen  was  opened  by  an  oblique 
incision  over  the  caecum.  The  upper  tumour  was  found  to  be  a  much 
enlarged  and  tense  gall-bladder.  It  contained  clear  mucus  and  eighteen 
gall-stones,  one  of  which  was  tightly  impacted  in  the  cystic  duct.  After 
removal  of  its  contents,  the  opening  in  it  was  closed  by  a  purse-string  suture. 
The  iliac  tumour  was  found  to  be  very  adherent  to  the  bladder,  and  was 
thought  to  be  a  malignant  growth  of  the  small  intestine.  Eighteen  inches 
of  the  intestine,  including  the  growth,  were  removed,  and  an  end-to-end 
anastomosis  was  made  by  rubber  rings  and  Lembert  sutures.  (In  consequence 
of  this  experience,  I  have  not  used  rubber  rings  again.)  The  abdomen  was 
completely  closed  by  suture  of  the  wall.  The  loop  of  bowel  removed  was 
much  thickened,  and  its  lumen  was  strictured.  On  section  there  was 
extensive  ulceration.  It  was  thought  to  be  cancerous.  Microscopical 
examination  showed  typical  tubercle.  Three  weeks  later  she  left  the 
infirmary  in  improved  condition,  with  healed  wound. 

Re-admitted,  May  2,  1903. — It  was  impossible  to  recognize  her,  such 
improvement  had  occurred  in  her  general  condition.  She  looked  (for  her) 
stout,  healthy,  and  red-faced,  though  she  said  she  had  lost  condition  during 
the  last  few  months.  Her  visit  was  because  of  recurring  attacks  of 
abdominal  pain  and  diarrhrea.  She  had  never  passed  the  rubber  rings, 
and  attributed  her  symptoms  to  this.  Palpation  over  the  right  iliac  fossa 
discovered  the  rings,  which  could  be  plainly  felt. 

Second  Operation,  May  5,   1903. — The  old  scar  was  excised,  and  the 
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abdomen  opened.  To  my  surprise  there  was  definite  evidence  of  active 
peritoneal  tuberculosis.  The  rings  were  removed  by  an  incision  in  the 
ilt'um  over  them,  and  the  opening  was  closed  by  a  continuous  locked  suture 
of  catgut  through  all  the  coats,  and  outside  of  this  interrupted  Lembert  silk 
sutures.  The  patient  was  not  at  all  ill  after  this  operation,  and  left  the 
hospital,  May  11  (six  days  later),  with  the  wound  looking  well. 

On  August,   1903,   she  returned  because  of  continuance  of  diarrhoea. 
Dr.  Fraser,  of  Wark,  reported  her  death  in  January,  1904.* 


A   CASE   OF   CONGENITAL  HYPERTROPHIC  STENOSIS   OF 

THE   PYLORUS   IN  WHICH  PYLOROPLASTY  WAS 

UNSUCCESSFULLY    PERFORMED. 

(The    Lancet,    December,    1904.) 

At  the  present  time,  when  so  much  attention  is  being  paid  to  the  subject 
of  congenital  stenosis  of  the  pylorus,  and  especially  when  its  treatment 
by  operation  is  prominently  before  the  profession,  it  seems  proper  to  report 
every  case  treated  by  surgical  intervention,  irrespectively  of  the  result.  I 
was  asked  to  see  the  following  case  with  Dr.  A.  Dryden.  He  had  made  a 
correct  diagnosis,  and  recognizing  the  inefficiency  of  hygienic  and  medicinal 
means,  was  anxious  that  an  operation  should  be  performed. 

The  patient  was  a  male  infant,  seven  weeks  old.  The  parents  were 
healthy,  and  there  was  no  history  of  syphilis.  Delivery  was  assisted  by 
forceps,  and  at  birth  the  child  appeared  to  be  quite  healthy.  He  vomited 
more  or  less  from  birth.  From  the  first  he  was  fed  on  Mellin's  food  from  a 
screw- stoppered  bottle.  The  bowels  were  very  constipated  and  they  never 
acted  without  medicine.  Enemata,  castor  oil,  magnesia  and  alterative 
powders  were  successively  used,  but  without  any  benefit .f  Up  to  the  age  of 
five  weeks  the  vomiting  only  occurred  as  a  rule  every  two  or  three  days, 
but  sometimes  more  frequently.  During  the  sixth  week  the  child  pro- 
gressively lost  flesh.  A  one-cow  milk  diet  was  tried,  and  there  was  no  vomit- 
ing for  two  days  ;  at  the  end  of  this  time  it  restarted,  and  occurred  regularly 
every  twenty- four  hours,  between  4  and  5  a.m.  In  the  seventh  week  the 
child  was  very  ill  ;  he  vomited  after  every  meal  and  rapidly  lost  flesh.  At  the 
time  of  the  operation  he  was  extremely  emaciated  and  lethargic.  The 
stomach  was  seen  to  be  distended,  and  was  every  now  and  then  mapped  out 
by  a  wave  of  contraction.  No  mass  could  be  felt  at  the  pylorus.  The 
condition  was  so  desperate  that  an  immediate  operation  seemed  to  offer  the 
only  chance  of  recovery.  Shortly  before  the  operation  2  oz.  of  normal 
saline  solution  were  injected  under  the  skin  of  the  chest  wall  just  below 
the  clavicles.  Great  pains  were  taken  to  prevent  shock,  and  as  little  chloro- 
form as  possible  was  used.  A  median  incision  above  the  umbilicus  exposed 
the  stomach,  which  was  much  dilated  and  was  contracting  vigorously.  The 
pylorus  looked  normal,  but  felt  firm  and  thickened,  and  this  condition 

*  Improvements  in  the  technique  for  colon  excision  have  now  reduced 
the  mortality  to  that  of  a  successful  operation. 

t  This  and  forcible  vomiting  are  suggestive  symptoms. 
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extended,  along  the  stomach  for  about  half  an  inch.  It  was  determined  to 
perform  pyloroplasty.  After  opening  the  stomach  it  was  found  that  the 
pylorus  would  only  admit  a  pair  of  closed  Spencer  Wells  artery  forceps  with 
some  difficulty,  and  the  pylorus  could  be  felt  dilating  as  they  were  passed 
through.  The  stomach  wall  at  the  pyloric  ring  was  very  thick,  and  this 
only  gradually  passed  into  the  normal  as  it  was  traced  towards  the  body 
of  the  organ.  The  incision  was  prolonged  into  the  duodenum,  which  was 
normal  in  thickness,  until  its  whole  length  was  about  1^  in.  The  operation 
of  pyloroplasty  was  difficult  to  perform  because  of  the  thickness  and 
friability  of  the  stomach  wall.  Two  rows  of  sutures  were  used,  the  first 
through  all  the  coats  and  the  second  Lembert  fashion.  The  latter  were  the 
most  difficult  to  apply,  for  the  line  of  incision  could  only  with  difficulty  be 
tucked  in  on  account  of  the  thickness  of  the  stomach  wall.  At  the  end  of 
the  operation  the  line  of  suture  looked  very  secure  ;  the  pylorus  was 
sufficiently  wide,  but  was  flattened  as  if  the  anterior  and  posterior  walls 
were  approximated.  The  abdominal  incision  was  closed  with  through  and 
through  silkworm  gut  sutures.  The  operation  took  about  twenty-five 
minutes  and  was  attended  by  very  little  shock.  As  soon  as  the  effect  of 
the  anaesthetic  passed  off  mouth  feeding  was  begun.  Vomiting  recommenced, 
and  occurred  about  every  half-hour  until  the  patient  died,  thirty  hours  after 
the  operation. 

When  examined  post  mortem  the  body  was  found  to  be  very  greatly 
emaciated.  The  stomach  was  distended  and  contained  some  curdled  milk. 
The  suture  line  was  secure  and  did  not  allow  any  leakage.  The  pylorus  was 
almost  occluded,  being  represented  by  a  vertical  slit  that  would  only  admit 
a  probe.  When  the  stomach  was  distended  with  water  none  escaped  through 
the  pylorus.  This  was  obviously  due  to  blocking  by  the  thick  tucked-in 
pyloric  ring.  On  the  anterior  wall,  1|  in.  from  the  pylorus,  there  was  a  small 
excavated  ulcer  about  T\T  in.  in  diameter.  It  extended  to  the  muscular 
coat,  and  the  mucous  membrane  immediately  surrounding  it  was  infiltrated 
with  blood,  so  that  it  looked  as  if  the  ulcer  had  arisen  in  a  blood  extravasa- 
tion ;  there  were  no  other  ulcers.  A  microscopic  examination  of  the  pylorus 
showed  the  thickening  to  be  composed  entirely  of  unstriated  muscle.  The 
abdominal  viscera  were  normal  ;  there  was  no  examination  of  the  chest 
and  head. 


NOTES    OF    CASE. 

(Northumberland  and  Durham  Medical  Journal,   1904,  p.  327.) 

REPORTED    BY  J.  C.    STEWART,    M.B.,  B.S.,    House   Surgeon   to   the 

Newcastle  Infirmary. 

(FROM  MR.  RUTHERFORD  MORISON'S  WARDS.) 

Fibroid  tumours  of  the  uterus  obstructing  labour — Catsarean  section 
during  and  fifty-six  hours  after  commencement  of  labour,  followed  by 
total  hysterectomy — Recovery  of  the  mother — Death  of  the  child. 

A  female,  33  years  of  age,  married  for  eighteen  months,  was  admitted 
to  the  Royal  Infirmary,  Newcastle.  She  had  always  been  healthy. 
Menstruation  started  at  the  age  of  14,  and  till  her  marriage  the  only  ailments 
she  had  were  anaemia  and  slight  dysmenorrhcea.  Soon  after  marriage  she 
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aborted  at  the  sixth  week,  and  this  occurred  again  within  the  next  two 
months.  In  April,  1903  (she  was  admitted  to  the  hospital  in  February, 
1904),  she  became  pregnant,  but  just  previous  to  this  she  had  persistent 
pain  in  the  sacral  region  ;  menstruation  was  however  normal. 

Three  months  later  her  abdomen  was  very  large — as  large  as  at  full 
time — and  she  then  had  several  attacks  of  severe  abdominal  pain  accom- 
panied by  vomiting.  When  pregnancy  was  advanced  to  the  fifth  month 
she  became  very  ill,  still  having  the  pain  and  vomiting.  Mr.  Rutherford 
Mnrison  then  saw  her,  and  agreed  with  the  diagnosis  that  she  had  peritonitis, 
due  to  a  large  abdominal  tumour  in  addition  to  the  pregnant  uterus. 
Operation  was  advised,  but  refused  by  the  patient.  In  October  she 
began  to  get  about  again,  and  from  then  till  labour  set  in  she  had  no 
serious  trouble,  her  enormous  size  being  the  only  inconvenience. 

After  she  had  been  in  labour  some  time,  without  making  any  progress, 
Dr.  MacCracken  was  sent  for  at  night ;  and  he,  seeing  that  delivery  by 
ordinary  means  was  impossible,  ordered  her  removal  to  the  Infirmary 
immediately.  Owing  to  family  and  other  reasons  (the  patient  was  a  Jewess, 
and  required  the  consent  of  her  father  before  any  operation  took  place), 
this  advice  was  not  followed  until  the  next  morning,  during  which  time  she 
was  in  severe  pain,  and  a  foot  of  the  child  had  come  down  and  was  prolapsed 
through  the  vulva. 

When  admitted  to  the  Infirmary,  fifty-six  hours  after  the  onset  of 
labour,  she  was  exhausted  but  in  fairly  good  condition,  with  a  pulse  of  only 
100.  The  abdomen  was  enormously  distended  and  pendulous,  and  a  hard 
nodular  swelling  could  be  felt  occupying  the  left  side.  In  the  right  lumbar 
and  hypochondriac  regions  a  large  elastic  tumour  was  found,  distinct  from 
and  slightly  movable  upon  the  mass  in  the  left  side,  and  pushing  it  forward. 
In  the  swelling  on  the  left  side  nodules  corresponding  to  the  foetal  parts 
could  be  felt,  and  it  was  evidently  constituted  by  the  uterus  contracted 
upon  the  foetus.  It  was  tender,  and  the  foetal  heart  could  be  heard  in  it 
beating  very  rapidly,  above  and  to  the  left  of  the  umbilicus  ;  the  placental 
souffle  could  also  be  heard  on  the  left  side. 

The  foetal  foot  was  projecting  from  the  vulva,  and  was  swollen,  cold,  and 
blue. 

Per  Vaginam. — A  large  fixed  elastic  tumour  was  felt  in  the  right  posterior 
fornix,  filling  up  the  greater  part  of  the  pelvic  outlet,  rendering  delivery  that 
way  impossible.  The  cervix  was  very  high  up  the  vagina,  being  elongated. 
A  catheter  had  been  passed  just  prior  to  admission  without  difficulty,  and 
about  two  ounces  of  urine  were  drawn  off.  Just  before  operation  the 
abdomen  was  cleansed  as  for  abdominal  section,  and  the  vulva  and  prolapsing 
foot  were  disinfected. 

Operation  by  Mr.  Morison. — Chloroform  was  the  anaesthetic  used.  The 
patient  was  first  placed  in  the  lithotomy  position,  and  the  vagina  and  the 
child's  leg  again  thoroughly  cleansed. 

A  median  incision  was  made  reaching  from  two  inches  above  the 
umbilicus  to  the  pubis.  On  opening  the  belly  the  uterus  was  found  to  be 
on  the  left  side.  Filling  almost  the  whole  of  the  distended  abdominal 
cavity  was  an  enormous  tumour  springing  from  the  right  superior  cornu, 
which  extended  up  to  the  liver.  This  was  difficult  to  deliver  through  the 
incision,  as  it  had  extensive  adhesions  to  the  belly  wall  and  liver,  which  bled 
very  freely.  The  bleeding  was  stopped  by  clips  and  sponge-pressure. 

After  delivery  of  the  uterus  and  the  tumour,  the  uterine  arteries  were 
held  while  the  uterus  was  opened  on  its  posterior  aspect.  The  incision 
divided  the  placenta.  The  foetus  and  placenta  were  quickly  extracted,  and 
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it  was  then  seen  that  the  foetus  had  defaecated  in  the  uterine  cavity.  On 
pulling  up  the  emptied  uterus  the  tumour  blocking  the  pelvis  was  found  to  be 
a  soft  fibroid  (about  the  size  of  a  small  melon)  in  the  right  broad  ligament, 
springing  from  the  right  lower  and  posterior  portion  of  the  uterus.  The 
ovarian  arteries  were  secured  and  divided.  The  broad  ligaments  were  then 
cut  as  far  as  the  round  ligament,  which  was  secured  ;  then  the  tumour  was 
shelled  out  of  the  broad  ligament.  After  division  and  separation  of  the 
uterine  peritoneum,  the  uterine  arteries  were  secured  and  divided.  The 
uterus  appendages,  with  the  cervix  and  upper  part  of  the  vagina,  were 
removed  together.  The  upper  part  of  the  vagina  was  closed  by  suture, 
and  the  reflected  peritoneum,  from  the  front  and  back  of  the  uterus,  was 
sewn  over  in  the  usual  way  with  catgut  sutures.  The  bleeding-points  in 
the  raw  patch  left  in  the  right  hypochondriac  region  were  tied  and  sutured  ; 
and  the  belly  was  cl^red  in  layers  with  catgut  throughout. 

The  operation  from  first  to  last  occupied  one  hour. 

The  patient  stood  the  operation  very  well,  and  made  an  uninterrupted 
recovery. 

The  wound  was  dressed  for  the  first  time  in  ten  days,  and  was  then 
perfectly  healed.  The  patient  left  the  hospital  fourteen  days  after  her 
admission. 

The  baby  was  very  blue  when  delivered,  and  though  its  heart  was  still 
beating  feebly,  all  efforts  to  start  breathing  were  unavailing.  It  was  a  large 
full-time  male  child. 


SURGICAL     CONTRIBUTIONS— ABDOMINAL  647 


1  905 

PYLOROPLASTY. 

(The  Lancet,  February  11,  1905.) 

REMARKS    ON    SEVENTEEN  CASES  OF    PYLOROPLASTY,   WITH    AFTER- 
HISTORY  FOR  PERIODS  VARYING  FROM  TEN  YEARS  TO  FIVE  j 
YEARS  AND   THREE  MONTHS  AFTER  OPERATION. 

Since  February  16,  1895,  when  my  first  case  of  pyloroplasty  was  pub- 
lished in  The  Lancet,  I  have  never  ceased  to  believe  that  pyloroplasty  was 
the  best  operation  for  stricture  of  the  pylorus,*  and  it  has  been  with  some 
surprise  that  I  have  observed  it  steadily  falling  into  disuse  among  the 
majority  of  surgeons  in  this  country  and  in  America.  The  reason  for  this, 
so  far  as  I  can  discover,  is  that  it  has  been  tried  and  found  wanting.  If  this 
be  true,  no  better  reason  could  be  given,  and  the  last  word  would  have  been 
said,  but  my  experience  does  not  confirm  this  idea.  An  operation  which  is 
simple  and  safe,  and  which  interferes  in  as  small  a  degree  as  possible  with 
the  normal  anatomy  and  physiology  of  the  organs  concerned  ought,  in  my 
opinion,  to  be  rejected  only  after  weighty  evidence  against  it  has  been 
produced.  In  suitable  cases  I  have  found  that  the  operation  may  be  relied 
upon  to  remove  pyloric  stricture.  With  regard,  however,  to  my  earlier 
statement  that  the  stricture  will  not  recur,  increased  experience  has  taught 
me  that  it  was  too  optimistic  ;  it  is  not  invariably  true. 

It  will  now  be  generally  admitted  that  no  known  treatment  will  prevent 
the  formation  of  fresh  gastric  ulcers,  and  that  the  scar  of  the  old  ulcer  or 
its  neighbourhood  is  a  favourite  site  of  recurrence.  There  is  no  limit  to  the 
contraction  of  a  healing  ulcer,  and  the  largest  pylorus  may  be  closed  by  it. 

The  cases  suitable  for  pyloroplasty,  as  I  have  previously  frequently 
pointed  out,  are  those  with  a  history  of  long-standing  stomach  trouble,  foul 
abundant  vomiting  towards  night,  thin  patients  with  dilated  stomachs  and 
with  a  palpable  movable  nodule  in  the  pylorus.  No  other  operation,  in  my 
opinion,  is  justified  in  these  cases.  They  have  much  diminished  in  frequency, 
however,  of  late  years  ;  probably  for  the  same  reason  as  huge  ovarian 
tumours  have  done  the  same — viz.,  that  it  is  so  easy  to  recognize  them  that 
they  are  '  worked  out.' 

The  brilliant  results  of  gastro-enterostomy  obtained  by  Mayo  Robson, 
Moynihan,  and  others  in  the  treatment  of  gastric  ulcers  have  caused  quite 
a  boom  in  this  operation,  and  it  seems  to  be  almost  as  much  in  fashion  to 
undergo  a  gastro-enterostomy  as  to  have  an  appendix  removed.  But  is  it 
not  time  to  call  a  halt  ?  It  takes  time  to  find  that  there  may  be  objections 
to  new  operations.  It  took  ten  years  for  surgeons  to  discover  that  myxoedema 
might  follow  removal  of  the  thyroid  gland.  It  has  taken  longer  to  discover 
that  every  diseased  ovary  does  not  require  removal,  and  that  an  operation 
upon  it  may  leave  a  '  cure  '  worse  than  the  disease.  The  appendix,  too, 


*  /  still  do. 


648  RUTHERFORD     MORISON 

since  Sir  William  Macewen  came  to  its  defence  a  short  time  ago,  is  no  longer 
to  be  condemned  universally  as  a  structure  mischievous  and  useless. 

The  first  and  incomplete  gall-stone  operations  occasionally  led  to  the 
escape  of  all  or  a  greater  part  of  the  bile  through  an  external  biliary  fistula, 
and  this  result  was  said  to  be  attended  by  no  evil  result.  Where  are  these 
patients  now  ?  So  far  as  I  know,  none  of  them  survived  for  ten  years. 
Is  it,  then,  probable  that  such  a  revolution  of  the  chemical  and  physical 
processes  of  digestion  as  is  involved  in  a  successful  gastro-enterostomy  is 
likely  to  be  followed  by  no  evils  ?  I  do  not  think  that  any  first-class  insur- 
ance office  would  accept  at  ordinary  rates  the  life  of  any  patient,  however 
apparently  well,  after  this  operation.  Personally,  I  restrict  its  use  to  cases 
of  serious  gastric  ulceration  which  have  resisted  an  honest  trial  of  ordinary 
measures,  and  then  I  undertake  it  with  a  feeling  that  I  should  like  to  know  a 
great  deal  more  than  I  do  of  the  after-history  of  patients  who  were  operated 
upon  five  years  ago. 

I  have  already  published  in  The  Lancet  and  the  British  Medical  Journal 
the  histories  of  the  first  20  consecutive  cases  on  which  I  had  performed  the 
operation  of  pyloroplasty,  and  the  after-history  of  these  cases  up  to  date. 
All  of  the  patients  recovered  from  the  operation,  as  indeed  did  the  first 
23  on  whom  I  operated,  and  it  seemed  to  me  to  be  a  matter  of  some  surgical 
importance  and  interest  to  give  a  further  account  of  the  20  patients  whose 
history  has  already  been  recorded. 

For  the  following  notes  and  abstracts  I  am  indebted  to  the  surgical 
registrar  of  the  Royal  Infirmary,  Newcastle,  Mr.  G.  Grey  Turner  ;  and  the 
indebtedness  is  not  a  small  one,  for  the  difficulty  of  tracing  some  patients 
is  very  great. 

Of  the  20  patients,  1  cannot  be  found  and  2  are  dead.  These  deaths 
are  both  referred  to  in  the  report  in  the  British  Medical  Journal  above 
referred  to.  One  (Case  4  in  the  old  lists),  a  woman,  age  59  years,  died 
eighteen  months  after  the  operation,  from  cancer  of  the  pylorus  (a  malignant 
stricture  having  been  mistaken  for  a  simple  one)  ;  the  other  (Case  8  in  The 
Lancet  and  Case  7  in  the  British  Medical  Journal)  died  from  phthisis  pul- 
monalis  two  years  and  four  months  after  the  operation.  In  this  case  there 
had  been  no  recurrence  of  stomach  symptoms  when  she  died. 

There  remain  17  cases,  of  the  after-histories  of  which,  varying  in  length 
from  ten  years  to  five  years  and  three  months,  I  am  able  to  give  the  follow- 
ing brief  particulars.  In  3  the  symptoms  have  recurred,  necessitating  a 
further  operation.  In  two  of  these  cases  (Nos.  7  and  9)  recurrence  was  due 
to  stricture  ;  in  the  third  (No.  16)  the  patient  has  complained  more  or  less 
ever  since  her  first  operation,  and  it  is  to  be  observed  that  it  was  then 
specially  noted  that  there  was  no  organic  stricture.  She  has  always  looked 
healthy  and  well  in  spite  of  her  stomach  complaints.  At  the  second  opera- 
tion the  pylorus  easily  admitted  three  fingers.  Of  the  remaining  14  patients, 
in  8  the  result  may  be  said  to  be  perfect  ;  in  6  symptoms  more  or  less  trouble- 
some are  complained  of.  On  critical  examination  of  these  6  cases,  we  find 
that  in  1  (No.  6)  no  definite  organic  obstruction  was  found  at  the  pylorus, 
and  that  in  spite  of  some  trouble  (probably  of  alcoholic  origin)  the  patient 
has  gained  weight.  In  1  (No.  8)  the  patient  occasionally  vomits,  but  her 
health  is  better  than  before,  and  she  is  still  gaining  weight. 

In  1  (No.  10)  the  symptoms  are  slight  and  the  gain  in  weight  is  main- 
tained. In  1  (No.  12)  the  symptoms  are  also  slight,  but  the  patient  has 
lost  weight  during  the  last  three  years.  In  1  (No.  13)  the  only  complaint  is  of 
slight  bilious  attacks.  In  1  (No.  14)  the  miserable  condition  of  the  patient 
before  operation  has  been  converted  into  one  of  comparative  comfort. 
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TWO    CASES    OF    PREGNANCY    COMPLICATED    BY    CANCER 
OF    THE    CERVIX;     WITH    A    RECORD    OF    THEIR 
PROGRESS    AFTER    OPERATION. 

UNDER  THE  CARE  OF  DR.  THOMAS   OLIVER  AND    MR.    RUTHERFORD 

MORISON. 

(For  the  Notes  of  the  cases  we  are  indebted  to  MR.  G.  GREY  TURNER, 

Surgical  Registrar.) 

(The  Lancet,  October  7,  1905.) 

CASE  1. — Pregnancy — Irremovable  cancer  of  the  cervix — Ccesarean- 
Porro  operation. 

On  May  24,  1900,  a  woman,  age  31  years,  was  admitted  to  the 
Royal  Infirmary,  Newcastle-on-Tyne,  under  the  care  of  Dr.  Oliver,  com- 
plaining of  a  pelvic  tumour.  Her  family  consisted  of  six  children,  the 
youngest  being  2  years  and  3  months  old.  About  Christmas,  when  the 
patient  was  two  and  a  half  months  pregnant,  she  had  profuse  haemorrhage 
from  the  vagina,  succeeded  by  an  offensive  discharge.  Two  months  before 
admission  she  began  to  have  pain  on  micturition,  and  on  May  19  she  had  a 
severe  haemorrhage  from  the  vagina.  On  admission  she  was  found  to  be 
a  pale,  thin,  anxious  woman,  exhausted  by  pain  and  haemorrhage.  Pregnancy 
was  advanced  to  the  middle  of  the  eighth  month,  and  the  whole  pelvis  was 
blocked  by  a  mass  of  cancer  originating  from  the  cervix  and  involving  the 
vaginal  wall  almost  to  the  vulva.  As  any  attempt  at  removal  of  the  growth 
was  out  of  the  question,  it  was  decided  to  wait  the  onset  of  labour,  as  the 
child  was  alive.  On  the  morning  of  the  28th  labour  came  on  ;  the  pains 
were  very  vigorous,  but  there  were  no  signs  of  the  parts  dilating.  Mr. 
Morison  performed  the  operation,  having  previously  decided  to  remove 
the  uterus.  When  the  abdomen  was  opened  the  uterus  was  turned  out, 
an  elastic  cord  being  loosely  wound  round  its  neck,  and  this  was  tightened 
the  moment  the  child  had  been  safely  cut  out  of  the  womb  ;  the  stump 
was  fixed  in  the  lower  end  of  the  incision,  the  upper  part  of  which  was 
closed. 

The  child  was  delivered  alive,  but  its  death  took  place  in  three  days.  The 
operation  was  very  well  borne  by  the  mother,  but  for  several  days  it  looked 
as  though  she  would  succumb  to  incessant  vomiting  ;  this,  however,  ceased, 
and  she  began  to  pick  up  a  little.  On  the  fifteenth  day  the  stump  separated 
and  the  patient  left  the  hospital.  Death  took  place  from  uraemia  three 
days  afterwards. 

CASE  2. — Pregnancy — Cancer  of  the  cervix — Ccesarean  section  and 
'immediate  total  hysterectomy. 

In  The  Lancet  of  June  1,  1901,  page  1536,  Dr.  Oliver  and  Mr.  Morison 
reported  a  case  of  Caesarean  section  and  complete  removal  of  the  uterus, 
in  the  eighth  month  of  pregnancy,  for  cancer  of  the  cervix.  This 
patient  died  from  recurrence  just  three  years  after  the  operation,  and  it  is 
proposed  to  give  a  very  brief  resume  of  the  case,  with  some  details  of  the 
after-progress.  The  patient  was  a  woman,  age  39  years,  the  mother  of  nine 
children,  the  youngest  of  whom  was  2  years  and  9  months  old.  She  looked 
healthy,  but  was  anaemic  from  severe  haemorrhage.  For  eighteen  months 
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she  had  suffered  from  occasional  slight  uterine  haemorrhage,  which  had 
been  very  severe  five  months  before  consulting  Dr.  Oliver,  and  again  three 
days  before.  There  was  a  large  cauliflower  growth  limited  to  the  cervix, 
and  the  uterus  was  tenanted  by  a  living  foetus  advanced  to  the  eighth  month 
of  gestation.  Dr.  Oliver  advised  operation,  and  sent  the  patient  into  the 
infirmary  under  the  care  of  Mr.  Morison.  On  Jan.  31,  1901,  Caesarean  section 
was  performed,  followed  immediately  by  removal  of  the  whole  uterus  and 
appendages  by  the  abdominal  route  (total  hysterectomy).  The  disease 
appeared  to  be  eradicated  completely,  for  there  was  no  evidence  of  its 
extension  to  the  tissues  around  the  cervix  or  to  the  glands.  During  con- 
valescence a  loop  of  intestine  prolapsed  through  the  abdominal  wound  and 
a  small  vesico-vaginal  fistula  formed,  but  at  the  end  of  six  weeks  she  was 
well  enough  to  leave  hospital.  The  growth  was  a  squamous-celled  epithe- 
lioma.  The  child  throve  well,  and  continues  healthy.  By  May  6  the  patient 
was  perfectly  well  and  was  gaining  flesh  and  strength.  In  December  of 
the  same  year  the  patient  was  in  excellent  health  and  without  any  suspicion 
of  recurrence.  In  June,  1902,  she  came  to  the  hospital  complaining  of  some 
slight  haemorrhage  from  the  vagina.  Such  an  ominous  symptom  called  for 
very  careful  examination,  but  no  growth  was  detected.  The  general  health 
of  the  patient  was  excellent,  but  unfortunately  a  ventral  hernia  was  develop- 
ing. On  February  18,  1903,  she  again  presented  herself,  looking  in  perfect 
health.  She  had  no  pain,  but  complained  of  incontinence  of  urine.  There 
was  a  foetid  discharge,  but  no  haemorrhage.  On  the  anterior  vaginal  wall 
there  was  a  mass  of  growth,  with  a  hole  into  the  bladder  large  enough  to 
admit  a  forefinger.  After  mature  consideration,  Mr.  Morison  proposed  to 
excise  the  growth,  a  proceeding  which  would  involve  transplanting  the 
ureters.  The  patient  would  not  at  that  time  consent  to  any  further  opera- 
tion. Within  a  month  the  disease  had  made  such  an  onslaught  on  the 
surrounding  parts  that  the  performance  of  any  useful  operation  was  out  of 
the  question,  though  the  woman  was  now  anxious  to  accept  any  risk  in  the 
hope  of  relief  from  her  misery.  She  still  looked  in  fairly  good  health,  but 
the  growth  was  larger,  and  two  fingers  could  easily  be  thrust  into  the  bladder. 
A  little  time  after  this  it  was  possible  to  explore  the  whole  pelvis  by 
invaginating  the  ventral  hernia.  The  margins  of  the  growth  could  be  felt 
fixed  to  the  pelvic  wall,  on  the  right  side,  and  an  enlarged  gland  could  be 
felt  lying  on  the  brim,  while  the  remains  of  both  utero-sacral  ligaments  were 
infiltrated.  In  October  her  condition  was  very  much  worse,  for  constant 
vomiting  had  been  added  to  her  other  troubles. 

Death  took  place  in  January,  1904,  just  three  years  after  operation. 
There  was  no  necropsy,  but  Mr.  H.  B.  Ord,  of  South  Shields,  who  attended 
the  case  from  the  first,  was  sure  that  she  had  a  secondary  mass  of  cancer 
in  the  stomach. 

REMARKS  BY  MR.  GREY  TURNER. — I  have  reported  these  cases  because 
in  both  I  am  able  to  give  the  after-history,  for  I  think  it  is  important  that 
those  who  have  the  opportunity  should  record  the  ultimate  results  of  opera- 
tions, and  I  hope  on  this  account  that  these  records  may  be  of  some  use  to 
those  particularly  interested  in  this  branch  of  surgery. 

In  Case  1,  Mr.  Morison  elected  to  remove  the  uterus,  rather  than  to 
perform  conservative  Caesarean  section,  because  of  the  danger  of  sepsis 
spreading  from  the  growth  to  the  uterine  wound  and  so  to  the  peritoneum. 
Quite  recently  a  specimen  in  which  this  untoward  event  occurred,  has 
been  sent  to  the  Museum  of  the  Durham  University  College  of  Medicine, 
and  it  is  easy  to  trace  the  path  of  infection  even  in  the  preserved  specimen. 

I  am  indebted  to  Dr.  Oliver  and  Mr.  Morison  for  permission  to  publish 
these  cases. 
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GALL-STONES. 

(Edinburgh  Medical  Journal,  October,  1905.) 

STATISTICS.1 

Cholccystotomies. — 7  cases  ;    all  recovered. 
Cholecystostomies. — 8  cases  ;    all  recovered. 
Cholecystectomy. — 1  case  ;    recovered. 
Choledochotomies. — 5  cases  ;    1  recovered,  4  died. 
Gall-stones  not  operated  on. — 2  cases. 

Of  the  21  cases  operated  on,  17  recovered  and  4  died. 

Ten  years  ago,  in  introducing  a  discussion  on  gall-stones,12  I  made 
some  suggestions,  based  on  general  principles  of  surgical  pathology, 
as  to  the  causes  of  the  symptoms  and  the  physical  conditions  met 
with  in  cases  of  cholelithiasis.  Time  has  only  served  to  convince 
me  of  their  truth  and  usefulness  ;  and  as  they  have  not  yet  received 
the  recognition  which  I  think  they  deserve,  I  intend  in  the  present 
paper  to  restate  them,  together  with  my  conclusions  based  upon  them, 
and  to  add  any  further  observations  that  have  since  occurred  to  me. 

4  Gall-stone  attacks  '  are  amongst  the  most  painful  of  human 
ailments,  and  once  they  have  occurred  they  are  apt  to  be  repeated 
at  frequent  intervals.  On  the  contrary,  gall-stones  may  be  present 
in  the  gall-bladder  for  long  periods  without  giving  rise  to  any  appreci- 
able symptoms. 

In  searching  for  an  explanation  of  these  apparently  contradictory 
facts,  I  remembered  the  behaviour  of  the  urinary  bladder  in  the 
presence  of  stone.  Every  surgeon  knows  that  a  large  urinary  stone 
which  has  taken  years  to  form  may  be  found  with  symptoms  of  only 
a  few  weeks'  duration  ;  and  that,  notwithstanding  the  presence  of  a 
stone,  such  marked  amelioration  of  the  bladder  spasms  and  pain  may 
follow  relief  of  a  co-existing  cystitis,  as  to  prove  that  the  inflammation 
plays  a  very  important  part  in  the  production  of  the  characteristic 
symptoms.  Like  gall-stone  attacks,  '  attacks  of  gravel '  are  liable 
to  recur  ;  for  in  both  they  are  due  to  cystitis,  of  which  the  stones  are 
the  predisposing  cause,  and  the  complete  and  permanent  cure  of  the 
cystitis,  so  long  as  the  irritating  calculi  are  present,  is  improbable. 

The  terrible  pains  of  gall-stone  attacks  I  attribute  to  the  well- 
known  physiological  qualities  of  unstriped  muscle.  Its  forcible 
contraction  causes  the  most  excruciating  pain,  of  wrhich  labour  pains 
are  the  best  known  example. 

1  Statistics  supplied  by  G.  Grey  Turner,  Surgical  Registrar,  Royal  Infirmary, 
Newcastle-on-Tyne,  of  cases  of  gall-stones  operated  on  by  Mr.  Morison  during  1903 
in  the  Royal  Infirmary  and  in  a  private  hospital  at  Newcastle-on-Tyne.  Drawings 
by  W.  G.  Richardson,  F.R.C.S. 

2  Northumberland  and  Durham  Medical  Journal,  1895,  p.  21. 
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The  first  facts  noted  were — 

1.  That  gall-stones  may  be  present  and  cause  no  symptoms. 

2.  That  once  symptoms  have  occurred,  they  are  likely  to  recur  ; 
and 

3.  That  gall-stone  attacks  are  excruciatingly  painful. 
My  interpretation  of  these  facts  is  as  follows  : — 

1.  That  in  an  uninflamed  gall-bladder,   gall-stones  may  lie  un- 
disturbed, and  cause  no  symptoms. 

2.  That  cholecystitis  is  the  necessary  irritant. 

3.  That   when   cholecystitis   accompanies   the   presence   of   gall- 
stones, the  vigorous  and  repeated  efforts  of  the  gall-bladder  to  expel 
its  contents  by  forcible  contraction  of  its  unstriated  muscular  coat 
are  the  cause  of  the  pains  peculiar  to  gall-stone  attacks. 

A  few  years  later  I  learned,  from  a  case  in  which  I  had  excised 
the  gall-bladder,  and  in  which  gall-stones  recurred,  that  the  charac- 
teristic pains  might  be  present  though  the  gall-bladder  was  absent. 
When  I  met  with  this  case,  the  fact  that  the  common  bile-duct,  like 
the  gall-bladder,  possesses  unstriated  muscle  in  its  walls,  had  hitherto 
escaped  my  attention. 

Another  fact  noted  was  that  serious  results  are  scarcely  at  all 
due  to  the  hundred  more  or  less  stones  in  the  gall-bladder,  but  to 
the  one  or  more  driven  into  the  ducts.  This  is  a  point  apt  to  be  for- 
gotten even  now,  judging  by  current  literature,  with  its  history  of 
stones  escaping  after  operation  ;  stones  which  must  have  been  left  in 
the  ducts,  for  in  the  gall-bladder  they  can  scarcely  be  overlooked. 

The  urinary  bladder  resembles  the  gall-bladder  more,  perhaps, 
than  any  other  hollow  muscular-coated  viscus,  but  all  hollow  viscera 
respond  similarly  to  the  stimuli  of  irritants.  In  the  consideration 
of  special  diseases,  sufficient  importance  is  not,  to  my  mind,  attached 
to  general  surgical  principles  ;  even  the  details  of  these  can  be  under- 
stood and  explained  if  due  consideration  be  given  to  the  behaviour 
of  the  hollow  viscera  as  a  class.  The  fashion  also  of  attributing  every 
result,  when  inflammation  is  present,  to  the  ravages  of  organisms, 
has  hindered  the  progress  of  pathology  almost  as  much  as  it  has 
advanced  it. 

The  first  fact  AVC  learn  from  consideration  of  the  behaviour  of 
the  gall-bladder,  the  urinary  bladder,  the  intestines,  the  vermiform 
appendix,  the  stomach,  and  the  Fallopian  tubes,  is  that  violent  con- 
tractions intended  for  the  expulsion  of  their  contents  are  accompanied 
by  severe  pain,  and,  when  acting  against  a  partial  obstruction,  these 
contractions  are  followed  by  hypertrophy  of  their  walls,  and,  later, 
by  diminution  of  their  cavity. 

The  next  fact  is  that,  if  they  find  the  obstacle  insurmountable, 
the  muscular  coats  cease  to  contract,  the  violent  pains  abate,  paresis 
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of  the  muscular  coat  occurs,  and  is  followed  by  passive  distention 
of  the  viscus,  and,  later,  degeneration  of  the  unstripcd  muscle,  and 
inflammatory  changes  in  the  viscus,  may  produce  profound  alterations 
in  it.  This  explains  hydrops  of  the  gall-bladder  distended  by  its  own 
secretion,  the  distended  gall-bladder  of  malignant  pancreas,  painless 
urinary  retention  with  passive  overflow,  painless  distention  of  the 
caecum  following  obstruction  to  the  sigmoid  flexure,  hydrops  of  the 
vermiform  appendix,  the  enormous  painless  distention  of  the  dilated 
stomach  from  obstructed  pylorus,  and  hydrosalpinx  following 
occlusion  of  the  Fallopian  tubes. 

The  next  fact  learnt  is  that,  given  complete  obstruction  with  an 
active  inflammation  superadded,  the  intravisceral  tension  may  become 
so  acute  that  partial  or  total  gangrene  of  the  involved  viscus,  followed 
by  its  rupture,  will  occur.  In  the  gall-bladder  such  a  gangrene  appears 
first  as  a  patch  at  the  fundus,  and  gradually  spreads,  if  the  tension  is 
not  relieved  by  rupture,  so  as  to  involve  the  whole  body  of  the  gall- 
bladder. That  such  a  rupture  of  the  gall-bladder  is  not  purely 
mechanical,  is  proved  by  the  fact  that  the  artificially  distended  gall- 
bladder tears  towards  its  neck.  That  the  site  of  gangrene  is  deter- 
mined by  the  vascular  supply,  is  made  evident  by  consideration  of 
what  happens  in  the  urinary  bladder,  the  appendix,  and  the  caecum. 
In  a  young  man,  age  25,  admitted  to  the  Royal  Infirmary,  Newcastle. 
December  20,  1888,  suffering  from  retention  of  urine  of  four  days' 
duration,  due  to  a  gonorrhceal  prostatic  abscess  and  excessive  whisky 
drinking,  I  found  his  peritoneal  cavity  distended  with  urine,  which 
had  escaped  through  "  a  small  opening  scarcely  as  large  as  a  split  pea, 
of  grey  ashy  colour,  at  the  superior  portion  of  the  posterior  wall  of  the 
bladder  "  (i.e.,  the  portion  furthest  from  the  main  supplying  arterial 
trunks).  Gangrene  in  the  inflamed  and  distended  appendix,  stric- 
tured  near  the  caecum,  commences  on  the  convexity  and  near  the  tip 
(a  point  furthest  from  the  vascular  supply).  Gangrene  of  the  dis- 
tended caecum  commences  by  small  round  patches  in  the  neighbour- 
hood of  the  anterior  longitudinal  band  (furthest  from  the  vascular 
supply).  Acute  perforating  ulcers  of  the  stomach  are  found  in  a  line 
midway  between  the  greater  and  lesser  curvature,  i.e.,  furthest  from 
the  vascular  supply. 

A  special  note  is  necessary  to  explain  Dr.  Drummond's  and  my 
own  view  as  to  acute  perforating  gastric  ulcer.  It  is  that  spasm  of 
the  pylorus  often  causes  acute  stomach  distention  of  a  temporary 
character.  In  one  of  these  attacks  the  ischaemic  patch  resulting  is 
so  seriously  damaged  that  gangrene  of  it  follows.  In  the  course  of 
a  few  days,  separation  of  the  gangrenous  patch  results  in  perforation. 

In  all  these  instances  I  regard  the  gangrene  as  resulting  from 
tension.  The  tension  in  all  is  mainly  due  to  inflammation.  But  this 
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is  not,  as  is  now  generally  taught,  an  invariable  rule.  For  example, 
in  a  case  of  total  gangrene  of  the  caecum  following  prolonged  and 
complete  obstruction  due  to  malignant  stricture  of  the  sigmoid  flexure, 
I  found  neither  clinical  nor  pathological  evidence  of  inflammatory 
phenomena.  It  is  not  true  that  gangrene  always  results  directly 
from  the  attack  of  virulent  micro-organisms.  There  can  be  no  doubt 
that  some  rare  forms  of  gangrene  primarily  result  from  infection  by 
specially  virulent  organisms  ;  but  in  the  common  variety  of  gangrene 
I  shall  continue  to  believe,  till  stronger  evidence  to  the  contrary  has 
been  offered,  that  interference  with  the  vascular  supply  is  the  primary 
cause,  and  that  organismal  infection  plays  a  secondary  part.  In 
other  words,  it  is  not  until  the  tissues  have  been  weakened  by  inter- 
ference with  their  vascular  supply  that  they  afford  a  fit  soil  for  such 
infection. 

When  I  was  a  student,  the  greatest  importance  was  attached  to 
the  presence  of  cystitis  when  operating  for  vesical  stone.  Crushing 
had  to  be  done  very  gently,  very  little  at  a  time  ;  and  the  cystitis 
received  every  possible  attention. 

Gall-stone  surgery  is  in  the  same  stage  to-day  ;  all  the  authorities 
engage  chiefly  in  discussing  the  causes,  the  progress,  the  consequences, 
and  the  treatment  of  the  inflammation,  and  neglect  the  stones.  In 
the  case  of  the  urinary  bladder,  I  recall  the  shock  the  surgical  world 
received  when  Bigelow  of  Boston  announced1  that  if  the  stone  or 
stones  were  removed,  the  cystitis  would  promptly  get  well.  How  long 
will  it  take  surgeons  to  recognize  that  the  same  is  true  of  the  gall- 
bladder ?  In  both,  exceptions  occur  to  the  rule,  but  they  are  rare. 

Inflammation  of  the  gall-bladder  differs  in  no  respect  from 
inflammation  elsewhere.  The  presence  of  stones  is  a  predisposing 
cause,  which  favours  the  development  of  inflammation.  Chole- 
cystitis not  accompanied  by  the  presence  of  stones  is  rare.  It  occurs, 
however,  in  typhoid  fever  and  other  intestinal  infections,  and  occasion- 
ally a  blood  infection  may  cause  it.  The  exciting  cause  of  all  serious 
forms  is  infection  by  a  pyogenic  micro-organism  ;  the  possible  termin- 
ations of  all  are  by— (1)  resolution,  (2)  fibroid  thickening,  (3)  partial 
destruction  (ulceration  and  sloughing),  (4)  total  destruction  (gan- 
grene). To  describe  the  possible  terminations  of  inflammation  as 
distinct  clinical  .varieties  under  such  names  as  catarrhal,  phlegmonous, 
and  gangrenous  cholecystitis,  is  to  add  to  the  difficulty  of  clear 
thinking,  and  to  bar  progress.  To  show  the  importance  of  grouping 
together  similar  structures  in  order  to  understand  pathological 
possibilities,  I  may  mention  that  though  I  had  not  read  of,  or 
heard  of,  one  elsewhere,  I  was  for  a  long  time  on  the  outlook  for 


1  American  Journal  of  the  Medical  Sciences,  Philadelphia,  January,  1878. 
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a  sacriilntcd  gall-bladder.  :nul  eventually  found  one  (Fig.  39).  Saccu- 
lation  of  the  urinary  bladder  is  well  known.  Sacculation  of  the 
intestines,  especially  of  the  colon,  had  been  recognized.  I  have  drawn 
attention  to  the  fact  that  similar  changes  are  found  in  the  gall- 
bladder, the  vermiform  appendix,  and  the  Fallopian  tubes.  The  exact 
pathology  of  all  is  obscure  ;  but  it  seems  probable  that  they  will  all 
be  found  to  have,  as  in  the  case  of  the  urinary  bladder,  some  relation 
to  inflammation  of  the  walls,  and  partial  obstruction  of  the  outlet. 

The  biliary  ducts  compare  in  many  points  with  two  other  small 
muscular  tubes,  whose  behaviour  is  known,  the  ureter  and  the  urethra. 
All  of  them,  when  irritated  by  the  passage  of  a  foreign  body,  are  likely 
to  contract  spasmodically  on  the  intruder,  so  that  a  small  stone  may 
temporarily  form  a  complete  obstruction.  At  a  later  stage  the  walls 
of  the  muscular  tube  recede  from  the  foreign  body,  and  active  dila- 
tation follows.  Intermittent 
jaundice  and  attacks  of  tem- 
porary hydronephrosis  may 
be  produced  respectively  by 
a  stone  lying  in  the  bile-duct 
or  in  the  ureter. 

With  these  general  facts 
as  guides,  the  diagnosis  and 
prognosis  of  gall-stone  cases 
is  made  easier. 

Diagnosis. — It  has  already 

been    Stated,    and     indeed    the  Fig.  SO.— Sacculus  of  gall-bladder,  from  old 

fact    is     generally    admitted,  \ 

that  uncomplicated  gall-stones 

may  lie  in  the  gall-bladder  and  produce  no  symptoms.*  Their  diagnosis 
then  is  not  likely  to  be  possible,  nor  is  it  of  practical  importance. 
The  earliest  recognizable  symptom  of  gall-stones,  and  one  conse- 
quently of  great  importance,  is  usually  described  in  popular  language 
as  an  'attack  of  spasms,'  and  the  'attack'  is  generally  referred  to 
the  stomach.1  The  sudden  and  severe  character  of  the  pain  are  its 
chief  features.  Often  the  pain  can  be  fairly  localized  over  the  position 
of  the  gall-bladder,  and,  after  it  has  passed  off,  it  invariably  leaves 
marked  tenderness  on  pressure  over  the  gall-bladder. 

Such  an  attack  may  produce  no  change  in  the  anatomical  position 
of  the  stones,  or  it  may  drive  one  or  more  into  the  neck  of  the  gall- 
bladder, or  through  it  into  the  cystic  or  common  ducts,  through  which 

*  /  have  abundant  evidence  of  this. 


1  Northumberland  and  Durham  Medical  Journal,  1895,  p.  21. 


656  RUTHERFORD     MORISON 

it  may  escape  into  the  duodenum,  to  be  passed  in  a  few  days  with  the 
faeces.  A  large  number  of  small  stones  are  not  infrequently  passed 
in  this  way. 

The  diagnosis  in  these  cases  is  based  upon  the  history  of 
4  spasms,'  and  upon  the  tender  spot,  found  by  pressing  the  finger 
tip  over  the  gall-bladder  at  a  point  at  the  outer  edge  of  the  right  rectus 
muscle,  opposite  the  ninth  costal  cartilage.  Other  conditions,  pro- 
ducing the  same  symptoms,  are  pyloric  ulcer  and  appendicitis,  if  the 
vermiform  appendix  lies  under  the  liver,  as  it  does  when  the  caecum 
has  failed  to  descend.  I  know  of  no  means  of  distinguishing  these 
from  attacks  due  to  gall-stones,  and  have  recently,  with  a  full  know- 
ledge of  the  possibilities,  operated  for  gall-stones,  to  find  a  pyloric 
ulcer  and  an  inflamed  subhepatic  appendix.  The  same  uncertainty 
of  diagnosis  will  be  felt  in  all  cases  when  reliance  has  to  be  placed  on 
the  history,  and  physical  signs  are  absent  or  of  doubtful  value. 

If  stones  are  passed  into  the  duodenum,  a  history  that  shivering 
and  vomiting  occurred,  and  that  jaundice  followed  after  some  of  the 
attacks,  will  probably  be  obtainable. 

Pancreatitis  in  some  cases  so  closely  simulates  gall-stone  attacks 
as  to  make  diagnosis  impossible.  In  many  of  these  cases  the  inter- 
mission of  the  pains  and  jaundice  can  only  be  explained  by  the  view 
that  a  temporary  increase  of  the  pancreatic  swelling  causes  for  a  time 
obstruction  of  the  common  duct,  and  this  explains  the  fact,  which  I 
have  not  previously  seen  noted,  that  the  gall-bladder  may  be  thick- 
walled  and  contracted,  whereas  when  the  obstruction  is  complete, 
as  in  cases  of  pancreatic  tumour,  the  gall-bladder  is  thin-walled  and 
distended,  and  the  jaundice  permanent.  In  a  case  recently  operated 
upon,  the  history  of  a  sudden  commencement  with  agonizing  pain, 
followed  by  jaundice,  and  repeated  similar  attacks,  led  me  to  make  a 
diagnosis  of  gall-stones  and  pancreatitis,  because  I  was  able  to  feel 
definitely  the  hard,  nodular,  enlarged,  and  tender  pancreas  ;  but 
operation  showed  that  there  were  no  gall-stones,  and  no  signs,  such 
as  adhesions  or  thickened  ducts,  that  there  had  been  any.  There  was 
only  a  pancreatitis,  the  cause  of  which  was  not  discovered.  The  size 
and  condition  of  the  gall-bladder  may  be  of  considerable  diagnostic 
value  in  these  pancreatic  cases,  for  it  is  impossible,  from  examination 
of  the  hard,  enlarged,  nodular  pancreas,  to  say  whether  the  infiltration 
is  due  to  malignant  or  inflammatory  deposit.  A  small  gall-bladder 
favours  the  diagnosis  of  simple,  a  large  one  that  of  malignant  change 
in  the  pancreas.* 

Ij  a  large  stone  is  firmly  driven  into  and  completely  blocks  the  neck 
of  the  gall-bladder,  or  the  cystic  duct,  the  attack  is  attended,  as  a  rule, 

*  This  point  is  still  not  generally  recognized. 
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by  unusually  severe  and  long-continued  pain,  which  only  gradually 
abates  as  distention-paralysis  of  the  muscular  coat  of  the  gall-bladder 
develops.  Sooner  or  later  after  this  attack,  the  swollen,  tense  gall- 
bladder will  be  discovered  as  a  tumour  below  the  ninth  costal  cartilage, 
in  a  line  between  that  point  and  the  umbilicus. 

This  tumour  has  been  mistaken  for  many  other  conditions,  but 
the  chief  error  made  is  in  confounding  it  with  a  movable  kidney,  about 
which  much  mischievous  nonsense  has  been  written,  for  it  is  very 
seldom  the  cause  of  serious  symptoms. 

The  chief  diagnostic  points  are — That  movable  kidney  is  most 
often  found  in  thin,  nervous  women  before  forty,  and  that  the  health 
is  not  seriously  impaired.  The  swelling  is  not  easily  felt  with  one 
hand  on  the  anterior  abdominal  wall,  and  patient  breathing  quietly. 
Pressure  on  the  swelling  produces  sensation  characteristically  dis- 
agreeable. The  swelling  slips  back  into  the  kidney  region  easily  and 
completely,  and  remains  there  when  the  patient  is  recumbent,  unless 
disturbed  by  bodily  or  respiratory  movements.  It  is  freely  movable 
in  every  direction. 

A  tumour  of  the  gall-bladder  is  most  often  found  in  fat  women 
after  forty,  and  there  is  a  history  of  loss  of  flesh  and  strength.  The 
tumour  is  tender  when  pressed  upon  ;  it  is  felt  close  to  the  anterior 
abdominal  wall,  and  moves  with  respiration.  It  has  to  be  coaxed 
into  the  kidney  region  ;  it  never  disappears,  and  will  not  remain  there 
unless  artificially  retained.  It  is  moored  at  its  upper  part. 

On  bimanual  palpation,  in  the  case  of  movable  kidney,  the  swelling 
is  flattened,  solid,  but  not  hard.  The  swelling  is  jerked  down  by 
forced  inspiration  ;  it  is  easily  detained  by  the  hands  pressed  together 
above  or  below  it,  and  it  is  apt  to  jerk  suddenly  back  again  when  the 
pressure  is  relaxed.  The  loin  feels  hollow  when  the  swelling  is  in  the 
abdomen. 

The  distended  gall-bladder  is  rounded  ;  it  feels  very  hard,  because 
it  is  tensely  distended  with  fluid  ;  the  tumour  descends  steadily  and 
aggressively  on  forced  inspiration,  and  it  ascends  vigorously  on 
expiration  against  any  obstacle.  The  kidney  may  be  felt  behind, 
and  independently  of  the  tumour. 

On  percussion,  there  is  a  tympanitic  note  over  the  renal  swelling, 
while  in  distended  gall-bladder  the  note  is  dull  over  the  tumour,  and 
the  dullness  is  continuous  with  that  of  the  liver. 

The  tumour,  as  I  have  said,  may  be  discovered  sooner  or  later 
after  the  attack,  and  in  some  cases  may  be  the  seat  of  most  acute  and 
dangerous  mischief;  whilst  in  others  the  trouble  it  occasions  is  so 
slight,  and  the  changes  in  it  are  of  such  a  chronic  character,  that  it 
may  only  be  discovered  accidentally  in  the  course  of  a  complete 
examination.  Midway  between  the  severe  and  the  mild  cases  there 

A  42 
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is  a  third  type,  less  acute  than  the  first,  but  more  serious  than  the 
second,  attended  by  purulent  infection  of  the  contents  of  the  distended 
gall-bladder. 

In  the  most  severe  type,  a  few  hours  after  the  commencement 
of  the  illness,  the  swollen,  very  tender,  and  tense  gall-bladder  may 
be  felt  as  a  hard  tumour,  and  the  patient  looks  very  ill.  The  tempera- 
ture and  pulse  are  both  quickened,  vomiting  and  thirst  are  present, 
the  vital  powers  are  much  depressed,  and  acute  pneumonia  is  a  fre- 
quent complication.  The  general  condition  is  that  produced  by  acute 
septicaemia  ;  the  local  condition  one  of  gangrene  of  the  gall-bladder. 
There  can  be  little  hesitation  in  attributing  the  severity  of  the  attack 
to  the  presence  in  the  gall-bladder  of  virulent  organisms  favoured  in 
their  growth  by  conditions  not  yet  understood.  One  of  these  con- 
ditions I  believe 'to  be  the  presence  of  a  quantity  of  fluid  bile  in  the 
gall-bladder,  which  I  have  always  found  during  operation  on  these 
cases.  It  appears  to  me  probable  that  a  gall-bladder  filled  with  bile, 
when  impaction  of  a  stone  occurs,  is  more  likely  to  form  a  suitable 
incubator  for  germs,  and  to  develop  acute  mischief,  than  one  which 
has  been  thoroughly  emptied  by  contraction  before  complete  impac- 
tion of  the  stone  occurred.*  In  this  case  the  gall-bladder  becomes 
distended  by  its  own  secretion,  which  probably,  like  other  mucous 
secretions,  contains  some  antiseptic  principle,  and  this  may  account 
for  the  frequent  absence  of  suppuration  of  its  contents. 

In  the  second  class  of  case,  the  distended  gall-bladder  contains 
pus.  The  diagnosis  is  based  chiefly  upon  the  tenderness  of  the  tumour,  f 
which  never  disappears  ;  on  its  becoming  more  indefinite  in  outline 
from  omentum  adhering  round  it ;  from  increasing  uneasiness  and 
weakness,  though  these  may  not  be  marked  features  ;  and  upon 
recurring  rigors,  night  temperature  and  sweatings,  though  neither  is 
invariable. 

In  the  third  class  of  case,  in  which  the  gall-bladder  is  distended 
with  clear  mucoid  fluid,  a  diagnosis  may  be  based  on  the  history  of 
preceding  '  spasms,'  on  the  freedom  with  which  the  swelling  can  be 
handled,  its  definite  outline,  its  position  and  relations,  and  its  free 
respiratory  mobility. 

Prognosis  of  Gall-stones  in  the  Gall-bladder  and  Cystic  Duct. — The 
medical  profession  has  been  slow  to  recognize  that  gall-stones  are  a 
serious  possession,  and  that  the  prognosis  in  every  case  is  uncertain. 

Doubtless  spontaneous  cures  occur  with  greater  frequency  than 
might  be  expected.  It  is  surprising  how  ducts  can  dilate,  and  what 

*  Increased  experience  has  confirmed  this  view. 

\  When  the  tumour  is  tender  in  chronic  cases  it  always  contains  pus. 
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expulsive  power  can  be  exercised  by  the  gall-bladder.  There  can  be 
but  little  doubt  that  the  gall-bladder  can  completely  empty  itself  of 
moderate-sized  stones,  and  recover  its  normal  condition. 

When  attacks  recur  but  a  stone  is  not  impacted,  the  wall  of  the 
gall-bladder  becomes  thickened  and  its  cavity  contracted.1  Its 
infected  contents  are  bile-stained  inspissated  fluid,  pus,  or  thick  stringy 
mucopurulent  fluid,  which  sometimes  glues  the  stones  together. 
Inflammation  spreads  from  the  cavity  through  the  walls  to  the  sur- 
rounding peritoneum,  and  the  gall-bladder  becomes  enveloped  in  an 
indurated  vascular  mass  of  omentum.  The  fixation  so  produced  may 
lead  to  a  natural  cure,  with  fibroid  thiekening  and  degeneration  of  the 
coats  of  the  gall-bladder  and  fixation  of  the  stones,  if  the  cystic  duct 
is  sufficiently  patulous  to  allow  of  efficient  drainage.  I  have  many 
times,  in  the  post-mortem  room,  found  such  a  gall-bladder  sometimes 
dried  up,  and,  in  whole  or  in  part,  calcareous,  grasping  its  calculous 
contents.  If  the  cystic  duct  does  not  admit  of  effective  drainage,  an 
abscess  forms  in  and  around  the  gall-bladder,  and  the  prognosis  is 
that  of  localized  gall-bladder  suppuration.  In  the  most  acute  cases 
the  prognosis  is  that  of  septic  peritonitis,  resulting  from  perforation 
of  a  viscus.  Such  instances  are  rare,  for  the  reason  that  previous 
attacks  have  generally  left  adhesions  which  localize  the  escaping 
septic  contents  ;  though  more  than  once,  when  operating  for  acute 
peritonitis  in  an  abdominal  emergency,  I  have  found  the  peritoneal 
cavity  distended  with  bile-stained  purulent  fluid,  a  gangrenous 
ruptured  gall-bladder,  and  gall-stones  free  in  the  abdomen.  The 
only  hope  for  such  cases  is  immediate  operation. 

The  prognosis  is  serious  if  there  be  marked  tenderness  of  the 
gall-bladder,  loss  of  flesh  and  strength,  or  elevation  of  temperature 
or  recurrent  rigors,  which  suggest  suppuration  in  the  distended  gall- 
bladder. As  a  rule  such  a  gall-bladder  is  surrounded  and  protected 
by  the  omentum,  which  possesses  this  function  in  so  remarkable  a 
degree,  that  I  have  for  some  years  spoken  of  it  to  students  as  the 
4  abdominal  policeman.'  If  there  are  no  adhesions,  the  pus  may 
rupture  into  the  general  peritoneal  cavity.  The  more  common  termin- 
ation is  by  a  localized  abscess  round  the  gall-bladder.  This  may 
follow  several  courses,  some  of  them  tending  to  recovery,  others  to 
death. 

Rupture  of  the  gall-bladder,  as  I  have  elsewhere  pointed  out,  is 
not  a  rare  termination  of  suppuration  of  its  contents,  and  I  have 
satisfied  myself  that  the  contents  can  be  absorbed,  the  stones  encysted, 
and  the  patient  get  well.  On  several  occasions,  when  operating,  I 


1  Sections  of  such  gall-bladders,  made  for  me  by  Dr.  Bolam,  show  that  the 
thickening  is  due  chiefly  to  an  increase  of  the  muscular  coat. 
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have  found  stones  lying  outside  of  the  gall-bladder,  safely  wrapped  up 
in  omentum,  with  or  without  purulent  surroundings,  and  a  plug  of 
omentum  securely  glueing  up  a  hole  in  the  gall-bladder  (Fig.  40). 

The  abscess,  as  is  well  known,  may  leak  into  an  adjoining  viscus, 
duodenum,  stomach,  and  colon,  to  the  relief  of  all  urgent  symptoms ; 
but  possible  intestinal  obstruction  from  gall-stones  or  future  gall- 
bladder trouble,  after  closure  of  the  fistula,  have  to  be  remembered  in 
giving  the  prognosis. 

Occasionally  the  abscess  may  open  externally  through  the  abdo- 
minal wall ;  more  rarely  pus  finds  its  way  through  the  gall-bladder 

into   the   liver   substance,   forming   a 
hepatic  abscess. 

When  the  gall-bladder  is  dis- 
tended by  a  clear  mucoid  fluid,  as 
suggested  by  a  large,  hard,  freely 
movable  tumour,  without  markedly 
active  symptoms,  the  prognosis  de- 
pends upon  whether  the  block  is 
fixed  or  temporary,  and  what  further 
changes  occur  in  the  gall-bladder 
contents.  The  most  probable  is  pus 
infection,  and  the  prognosis  is  then 
that  of  the  previous  variety.  The 
tumour  may,  however,  continue  for 
years  unchanged,  or  it  may  steadily 
increase  till  it  forms  a  large  swelling, 
or  it  may  gradually  shrink  and  finally 
disappear. 

If  a  small  stone  is  impacted  in 
the  cystic  duct,  the  gall  bladder  is 
distended  on  some  days  and  not  pal- 
pable on  others,  when  the  absence 
of  spasm  allows  escape  of  the  gall- 
bladder contents.  If  the  stone  is  not 
firmly  impacted,  it  may  fall  back  into 
the  gall-bladder  when  its  contractions 
cease.  This  condition  frequently  occurs  when  a  single  good-sized  stone 
is  present.  I  have  had  the  opportunity  of  observing  instances  of 
each  of  these  terminations,  and  in  one  case,  when  I  aspirated  the 
gall-bladder  on  two  separate  occasions,  ten  years  after  the  last  aspira- 
tion, I  was  able  to  feel  a  very  hard  symptomless  and  painless  swelling, 
which  I  believed  was  the  atrophied  gall-bladder  contracted  on  a  large 
stone. 

It  will  thus  be  seen  that,  except  in  the  most  acute  attacks,  which 


Fig.  40. — Perforated  gall-bladder,  with 
omentum,  in  which  a  gall-stone  has  become 
encysted,  blocking  the  perforation.  The  gall- 
bladder was  very  thick,  and  of  hour-glass 
shape. 
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;nv  very  rare,  recovery  unaided  by  operation  is  possible  in  these  cases. 
Indeed,  some  medical  men  of  lar«ji;  knowledge  and  experience  have 
told  me  that  patients  rarely  died  from  gall-stones,  and  that  operations 
of  which  they  had  knowledge  were  not  so  successful  as  they  had  been 
led.  by  perusal  of  the  most  recent  literature,  to  expect.  Considering 
the  serious  nature  of  the  attacks,  the  grave  illness  which  often  follows, 
and  the  frequency  with  which  recovery  occurs,  more  often,  I  believe, 
than  in  any  illness  of  like  severity,  a  too  optimistic  belief  in  the 
probability  of  recovery,  based  upon  the  remembrance  of  two  or  three 
well-remembered  and  apparently  hopeless  cases  which  got  well  without 
operation,  has  been  formed.  Surgical  experience  has  abundantly 
proved  that  gall-stones  are  occasionally  a  grave  danger  to  life,  and 
frequently  a  cause  of  chronic  and  serious  ill-health.  I  can  recall  a 
considerable  number  of  deaths  from  gall-stones  for  which  no  operation 
had  been  performed,  and  post-mortem  examinations  occasionally 
reveal  the  fact  that  gall-stones  are  a  dangerous  possession.  The 
illness  resulting  from  them  is  directly  or  indirectly  the  cause  of 
premature  death  much  more  frequently  than  is  suspected. 

If  a  stone  is  driven  into  the  common  duct  and  arrested  at  any  part 
of  its  course,  the  same  spasmodic  pains  are  present  as  in  the  previously 
described  condition.  Shivering  and  vomiting  are  likely  to  be  more 
pronounced  symptoms.  The  escape  of  bile  is  prevented,  and  the 
gall-bladder  becomes  tense.  If  previous  attacks  have  not  left  it  small, 
contracted,  and  bound  down  by  adhesions,  it  may  be  felt  in  the  usual 
position  as  a  tense,  tender,  rounded  swelling ;  but  this  is  compara- 
tively rare.  As  a  rule,  the  thickening  and  contraction  left  by  hyper- 
trophy and  inflammation  resulting  from  previous  attacks  prevents 
the  gall-bladder  from  distending  sufficiently  to  form  a  tumour ;  hence 
the  aphorism  that  "  jaundice  with  a  gall-bladder  tumour  is  not  the 
result  of  gall-stones."  Like  the  majority  of  aphorisms,  there  are 
exceptions  to  this  one.  A  gall-bladder  which  has  once  been  much 
dilated  probably  never  recovers  its  previous  size.  Jaundice  follows 
the  attack  in  a  few  hours,  and  may  pass  off  in  the  course  of  a  day  or 
two  or  never  totally  disappear.  In  cases  where  it  does  not  totally 
disappear  there  is  a  recurrence  of  the  attacks,  and  with  each  recurrence 
an  increase  of  the  jaundice. 

Diagnosis. — In  typical  instances  the  diagnosis  of  gall-stone  in 
the  common  duct  is  easy.  It  is  unlikely  that  an  illness  commencing 
with  a  sudden  violent  pain  in  the  upper  abdomen,  followed  by  recur- 
rences of  the  pain  and  intermittent  jaundice  without  a  palpable 
distention  tumour  of  the  gall-bladder,  is  due  to  any  other  cause.  The 
diagnosis  may  be  made  certain  by  the  discovery  of  gall-stones  in  the 
faeces,  and  these  should  always  be  carefully  sought  for  several  days 
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after  the  attack.  The  behaviour  of  the  duct  in  the  presence  of  a  stone 
must  be  considered  before  going  further,  as  on  this  depend  many  of  our 
conclusions. 

A  small  stone,  one  not  larger  than  a  pea,  will  cause  temporary 
occlusion  of  the  common  duct  and  jaundice  :  a  large  stone,  one  the 
size  of  a  walnut,  will  not  cause  its  permanent  occlusion  ;  the  jaundice 
is  intermittent.*  Here  it  must  be  noted  that  in  some  rare  cases  the 
symptoms  and  signs  of  gall-stone  closely  simulate  those  of  malarial 
fever.  Repeated  shivering  attacks  without  pain,  attended  by  fever 
and  followed  by  jaundice,  may  be  the  only  evidence  of  gall-stones  in 
the  common  duct.  In  these  instances  I  have  always  found  the  gall- 
bladder contracted  and  functionless  and  the  common  duct  largely 
dilated.  The  painful  attack  during  which  the  stone  was  driven  into 
the  duct  may  have  occurred  so  long  ago  as  to  have  been  forgotten. 
How  are  such  facts  to  be  explained  ? 

The  conduct  of  the  urethra,  ureter,  and  intestine,  similar  muscular 
tubes  whose  action  may  be  more  readily  observed,  offers  a  solution  of 
the  difficulty.  A  small  stone  in  the  ureter  will  cause  a  temporary 
obstruction,  followed  by  dilatation  above  the  site  of  the  obstacle,  and 
by  hydronephrosis  of  the  corresponding  kidney.  These  attacks  will 
recur  from  time  to  time  so  long  as  the  stone  remains.  A  bougie  intro- 
duced into  the  urethra  will  at  times  be  grasped  so  tightly  that  its 
onward  progress  or  attempted  removal  is  strongly  opposed.  The 
same  bougie,  tied  in,  will  cause  dilatation  and  allow  of  the  easy  passage 
of  a  large  instrument.  When  a  large  gall-stone  escapes  into  the  intes- 
tine, symptoms  of  acute  intestinal  obstruction  may  follow  ;  but,  after  a 
time,  passage  of  flatus  and  faeces  occur,  with  relief  to  the  symptoms  ; 
and  it  rarely  happens  that  a  patient  dies  until  worn  out  by  repeated 
attacks  due  to  the  single  stone.  In  each  instance  the  presence  of  a 
foreign  body  causes  spasm  of  the  muscular  tube,  the  intruder  is  firmly 
gripped,  the  lumen  is  completely  occluded,  acute  obstruction  super- 
venes, and  its  characteristic  signs  and  symptoms  follow.  When  a 
gall-stone  is  driven  into  the  common  duct,  it  causes  spasm  of  the  duct 
and  complete  occlusion  of  it,  followed  by  obstruction  to  the  escape  of 
bile  into  the  duodenum,  and  jaundice.  After  a  time,  the  spasm 
relaxes,  bile  again  passes,  the  jaundice  and  other  symptoms  tend  to 
disappear  ;  and  even  though  the  stone  remains,  there  may  be  no 
evidence  of  its  presence.  The  capacity  of  this  small  tube  for  expansion 
appears  to  be  almost  infinite,  for  I  have  on  several  occasions  seen  it  so 


*  Jaundice  may  never  be  produced  by  a  stone  in  the  common  duct, 
and  it  is  not  rare  to  find  totally  unexpected  stones  there.  The  explan- 
ation is  that  it  has  never  produced  an  obstruction  lasting  long  enough 
Jor  bile  absorption. 
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much  distended  as  to  be  mistaken  for  the  duodenum.  In  these  circum- 
stances the  duct  may  become  paretic,  hence  the  absence  of  pain 
previously  noted.  In  this  condition,  an  ordinary  stone  lies  loose  in  it, 
and  such  stones  have  been  described  as  4  floating.'  Two  explanations 
may  be  offered  for  the  recurrent  attacks  and  jaundice  in  these  cases, 
where  only  a  single  stone  exists  in  the  common  duct.  The  first — and 
this,  I  believe,  from  observation  on  operation  cases,  to  be  the  usual 
one — is,  that  spasm  of  the  duct  is  readily  produced  by  stimuli,  e.g.,  a 
hearty  or  indigestible  meal,  exercise,  etc.  ;  the  second,  that  a 
4  floating  '  stone  may  be  suddenly  displaced  and  may  temporarily 
block  the  duodenal  orifice  of  the  duct. 

Prognosis. — In  many  instances,  as  has  been  previously  stated, 
a  stone  or  stones  will  make  a  successful  passage  through  the  ducts 
into  the  duodenum  and  escape  with  the  faeces.  In  this  manner,  cure 
may  be  effected  by  natural  resources.  In  at  least  one  instance  I  had 
definite  proof  of  this  possibility.  For  more  than  a  year  a  stout  middle- 
aged  woman  had  been  incapacitated  by  frequently  recurring  attacks 
of  gall-stone  colic,  and  after  the  majority  of  attacks  a  stone  was 
recovered  from  the  faeces.  Of  these  calculi  she  showed  me  a  consider- 
able collection.  The  last  attack  a  week  before  had  been  more 
prolonged  and  more  severe  than  any  of  the  others,  and  she  determined 
to  have  an  operation.  I  found  the  gall-bladder  thick- walled  and 
contracted,  with  some  adhesions  round  it,  but  empty.  All  the 
palpable  ducts  were  thickened  and  enlarged,  but  empty ;  and  it  was 
evident  that  all  the  stones  had  been  passed.  This  view  has  been 
confirmed  by  the  fact  that  she  had  no  attack  since  the  operation, 
several  years  ago. 

But  unfortunately  the  stones  do  not  usually  escape.  The 
opening  of  the  common  duct  into  the  duodenum  is  its  narrowest  and 
most  rigid  portion,  and  a  stone  which  may  readily  enough  pass  down 
the  rest  of  the  duct  is  unlikely  to  be  able  to  pass  this.  The  arrest  of 
the  stone  is  followed  by  dilatation  of  the  duct,  the  gall-bladder  may 
empty  itself  into  the  duct,  and  the  stone  is  carried  back  by  the  forcible 
bile  stream  into  a  higher  portion  of  the  duct.  There  it  may  lie  for 
long  periods  and  offer  no  sign  of  its  presence,  as  the  duct  is  dilated 
round  it  sufficiently  to  allow  of  the  free  escape  of  bile.  In  one  of  my 
acute  cases,  after  operation  and  removal  of  several  stones  from  the 
common  duct,  and  of  a  large  number  from  the  gall-bladder  (which 
was  completely  emptied),  the  patient  was  4  cured  '  for  more  than  a 
year.  She  then  had  a  return  of  such  urgent  symptoms  that  a  second 
operation  was  necessary.  This  disclosed  a  single  hard  stone  in  the 
common  duct,  the  size  of  a  large  filbert,  with  facets  upon  it.  Since 
these  facets  must  have  been  produced  by  the  pressure  of  other  stones, 
it  had  obviously  been  in  the  ducts  all  this  time  without  producing  any 
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symptoms,  as  the  recovery  appeared  to  be  perfect.  Since  its  removal, 
several  years  ago,  the  patient  has  remained  well. 

The  common  course  of  events  is,  that  the  irritation  of  a  stone  in 
the  duct  is  the  precursor  of  inflammation,  and  the  swelling  and 
obstruction  of  the  ducts  caused  by  this  hinders  the  escape  of  bile 
sufficiently  to  prevent  the  entire  disappearance  of  jaundice.  The 
usual  history  in  these  cases  is  of  recurrent  attacks  of  pain,  due  to 
spasm  of  the  ducts  caused  by  the  irritation  of  the  stone  in  the 
inflamed  duct,  or  else  due  to  the  escape  of  fresh  stones  from  the  gall- 
bladder into  the  ducts.  The  painful  attacks  are  next  followed  by  an 
increase  of  the  jaundice,  and  are  accompanied  by  vomiting,  shivering, 
and  rise  of  temperature.  These  attacks  are  so  typical  that  they  are 
universally  recognized  as  characteristic  of  the  presence  of  gall-stone 
in  the  common  duct,  and  they  occur  in  the  overwhelming  majority 
of  cases.  It  is  possible  to  go  further,  and  in  these  cases  of  sudden 
severe  pain,  followed  by  persistent  jaundice  with  intermittent  pains 
and  increase  of  jaundice,  rigors,  and  rise  in  temperature,  to  make  a 
diagnosis  of  gall-stones  and  infection  of  the  bile-ducts. 

It  is  the  latter  which  requires  most  serious  attention  when  the 
prognosis  comes  to  be  considered.  The  inflammation  of  the  ducts, 
like  other  septic  infections,  is  always  uncertain  in  its  course  and 
terminations,  and  from  a  mild  commencement  may  develop  a  furious 
end.  It  seems  probable  that  if  the  infected  bile  has  a  free  outlet  into 
the  duodenum,  no  serious  symptoms  are  likely  to  occur ;  but  if  the 
pent-up  bile  is  retained  in  the  ducts,  the  general  symptoms  of  septic 
infection  become  pronounced,  and  the  local  changes  consequent  on 
inflammation  occur  in  the  ducts  and  surrounding  liver.  These  are, 
it  is  scarcely  needful  to  say  again — (1)  resolution,  (2)  fibroid  thickening 
(in  liver  cirrhosis),  (3)  partial  destruction  (in  ducts — ulceration,  in 
liver — abscess),  (4)  total  destruction — gangrene  in  ducts. 

Serious  though  these  conditions  are,  it  is  possible  to  have  spon- 
taneous recovery  from  them  all.  This  is  generally  brought  about 
by  the  formation  of  a  fistulous  communication  between  the  duodenum 
and  the  common  duct  or  gall-bladder.  The  stone  causes  ulceration ; 
a  localized  abscess  (prevented  from  becoming  diffuse  by  previous 
adhesions)  opens  into  the  intestine  and  allows  of  the  escape  of  the 
stone ;  a  fistulous  communication  permitting  of  free  bile  drainage  is 
established ;  and,  notwithstanding  the  fact  that  many  stones  may 
be  left,  a  '  symptomatic  cure '  is  brought  about.  More  rarely,  a 
suppurating  gall-bladder  adheres  to  the  abdominal  wall  and  ruptures 
there,  leaving  a  biliary  fistula,  but  removing  all  serious  symptoms. 
Still  more  rarely,  stones  escape  by  ulceration  through  the  duct,  leaving 
this  channel  free,  into  a  cavity  limited  by  adhesions  ;  and  become 
encysted  there,  with  subsequent  closure  of  the  opening  in  the  duct, 
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and  it  may  be  with  or  without  the  formation  of  pus.  If  the  pus 
escapes  into  the  intestine,  healing  of  the  abscess  may  occur,  leaving 
the  stones  buried  in  adhesions. 

But  the  dangers  in  such  cases  are,  that  the  patient  is  worn  out 
by  the  recurring  attacks  of  pain,  by  septic  absorption  from  the  inflamed 
ducts,  gall-bladder,  and  liver,  and  by  the  toxaemia  resulting  from  bile 
absorption.  Sudden  death,  apparently  from  heart  failure,  is  no 
uncommon  event  in  such  cases,  and  may  occur  during  what  is  con- 
sidered to  be  convalescence.  In  such  circumstances  one  of  my  patients 
died  suddenly  whilst  on  the  commode  ;  a  second  in  the  act  of  getting 
out  of  bed  ;  a  third  complained  whilst  convalescent  of  a  sudden  severe 
return  of  pain,  and  died  in  a  few  moments  ;  on  post-mortem  examina- 
tion, I  found  a  small  stone  impacted  in  the  duodenal  orifice  of  the 
common  duct.  Operations  on  such  patients  prove  that  their  illness 
has  increased  their  susceptibility  to  all  the  three  great  dangers  of 
operations,  namely  sepsis,  haemorrhage,  and  shock. 

A  second,  though  rare  cause  of  sudden  death,  was  illustrated 
in  the  case  of  a  stout  woman  whom  I  had  seen  many  times  with  recur- 
ring gall-stone  attacks  and  jaundice.  She  appeared  to  be  improving 
at  the  time  of  her  sudden  death.  Post-mortem  examination  showed 
that  death  was  due  to  a  large  intraperitoneal  haemorrhage  which  had 
come  from  the  portal  vein.  A  stone  lying  in  the  common  duct  pro- 
jected through  an  ulcerated  opening  into  the  vein,  where  it  lies  in 
close  proximity  to  the  duct  in  the  right  border  of  the  gastro-hepatic 
amentum. 

Treatment. — Here  the  first  consideration  has  to  be  given  to  surgical 
methods,  and  it  is  only  when  for  some  sufficient  reason  the  removal 
of  the  stones  cannot  be  advised  that  any  other  measures  should  be 
suggested.  If  a  stone  be  discovered  in  the  urinary  bladder,  no  medical 
man  would  suggest  that  it  should  be  left  there  till  cystitis  and  kidney 
infection  made  the  patient  seriously  ill,  and  its  removal  imperative  ; 
but  this  is  a  too  frequent  practice  in  the  case  of  gall-stones.*  Without 
doubting  the  diagnosis,  some  physicians  will,  after  the  failure  of 
ordinary  measures,  recommend  a  patient  suffering  from  gall-stones 
to  try  a  visit  to  Carlsbad  !  It  is  difficult  for  surgeons  who  know  with 
how  little  risk  stones  can  be  removed  from  the  gall-bladder,  to  speak 
of  such  advice  with  proper  professional  courtesy.  The  risk  of  gall-stone 
operations  is  the  result  of  delay.  Stones  may  be  removed  from  the 
gall-bladder  with  as  little  risk  as  is  incurred  in  any  ordinary  surgical 
operation  ;  and  no  hesitation  should  be  felt  in  advising  that  operation 
be  undertaken,  before  they  have  made  their  escape  from  that  viscus, 
and  with  the  object  of  preventing  its  occurrence.  The  record  of  the 


*  It  still  is. 
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post-mortem  examination  of  my  cases  shows,  more  plainly  than  any- 
thing I  can  urge,  the  increased  risks  of  operation  postponed  till  stones 
have  escaped  into  the  common  duct. 

CASE  1. — Acute  sepsis ;  advanced  liver  cirrhosis. — All  ducts  throughout 
much  dilated. 

CASE  2. — Operation  recommended  five  years  before  ;  oedema  of  all 
parts  in  the  neighbourhood  of  liver  noticed  at  operation.  Liver  ducts 
much  dilated  throughout  :  common  duct  size  of  duodenum  ;  active  septic 
infection  with  abscess  in  liver  pouch  and  over  liver  caused  death  on  ninth 
day  after  operation. 

CASE  3. — Death  forty-eight  hours  after  operation  from  acute  sepsis. 
Wound  showed  some  signs  of  infection.  Peritonitis  limited  to  liver  pouch. 
Whole  of  liver  ducts  dilated  and  containing  purulent  bile-stained  fluid. 
From  the  lesser  ones  almost  pure  pus  escaped. 

CASE  4. — Operation  advised  three  years  before.  Chronic  jaundice  ; 
common  duct  size  of  duodenum.  Many  stones  removed  from  common  and 
hepatic  ducts,  and  one  from  gall-bladder.  Death  forty-eight  hours  later. 
Acute  sepsis? 

Post-mortem. — Wound  looked  healthy  ;  no  peritonitis  ;  all  bile-ducts 
much  dilated  ;  innumerable  gall-stones  had  been  left.  In  the  very  smallest 
intrahepatic  ducts,  gall-stones  varying  in  size  from  a  pea  to  coarse  sand 
were  found. 

Though  it  must  be  admitted  that  the  results  recorded  here  are 
exceptionally  bad,  they  may  serve  the  good  purpose  of  emphasizing 
what  has  been  my  universal  experience — that  operations  on  the 
gall-bladder  may  be  undertaken  with  confident  assurance  of  success, 
but  that  the  operation  for  the  removal  of  stones  from  the  bile-ducts 
is  a  dangerous  and  often  impossible  one.  Sepsis,  the  greatest  danger 
of  operations,  is  already  present,  and  operation  may  be  the  means  of 
increasing  it ;  haemorrhage,  the  next  risk  of  operation,  is  more  difficult 
to  arrest  and  more  likely  to  occur  in  jaundiced  patients  ;  and  shock  is 
readily  produced  and  difficult  to  combat  in  patients  who  have  suffered 
from  recurrent  gall-stone  attacks.  Hence  the  high  mortality.  If  any 
doubt  as  to  the  propriety  of  operation  in  gall-stone  cases  is  to  be 
entertained,  let  it  be  kept  for  those  worn-out  jaundiced  patients  in 
whose  common  ducts  stones  have  been  retained  for  months  or  years, 
to  whom  operation  has  been  only  suggested  as  '  a  last  resource,'  and 
in  whom,  even  if  immediately  successful,  the  operation  may  fail  to 
cure  because  all  stones  are  irremovable. 

The  Operation. — The  abdomen  may  be  opened  by  a  variety  of 
incisions,  and  that  advocated  by  so  great  an  authority  as  Mayo  Robson, 
and  mostly  in  favour  with  surgeons,  is  a  vertical  one  through  the  right 
rectus  muscle.  The  next  favourite  is  an  oblique  incision  parallel  to 
and  a  finger's  breadth  below  the  right  costal  margin.* 

*  Kocher. 
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My  own  is  a  transverse  incision  in  a  line  from  the  right  border 
of  the  rectiis  muscle  to  the  outer  margin  of  the  flank,  and  opens  up 
the  space  between  the  liver  above  and  the  transverse  colon  below. 
I  described  this  space  in  the  British  Medical  Journal.  November  3, 
1894,  and  there  advanced  what  I  considered,  and  still  think,  were  good 
reasons  why  this  operation  was  better  than  others.*  Special  care  must . 
especially  in  jaundiced  cases,  be  taken  to  secure  every  bleeding  point. 
It  is  certain,  whatever  may  be  the  value  of  other  measures  to  arrest 
h;emorrhagc,  that  the  ligature  is  still  the  best  and  the  safest.  In 
dividing  the  deeper  structures,  it  is  wise  to  pick  them  up  in  the  forceps, 
draw  them  forward,  and  divide  the  tissues  between  ;  for  in  this  way 
the  liver  will  escape  incision,  to  which  it  is  liable  from  its  resemblance 
to  the  muscular  substance  covering  it. 

When  the  gall-bladder  is  distended,  it  often  comes  into  view 
at  once,  and  always  does  so  oil  drawing  the  liver  up  and  pushing  the 
transverse  colon  down.  A  large  flat  sponge  is  next  pushed  into  the 
hepatic  pouch,  to  keep  the  colon  down  and  to  catch  any  escaping 
gall-bladder  contents.  The  gall-bladder  may  be  so  large  and  so 
movable  that  its  fundiis  is  readily  tilted  out  through  the  opening,  and 
the  operation  is  then  very  simple.  After  opening  the  gall-bladder, 
the  fluid  contents  escape.  In  many  cases  it  will  be  observed  that  the 
first  discharge  is  the  clear  mucoid  secretion  of  the  gall-bladder,  while 
towards  the  last  the  discharge  becomes  purulent,  and  finally  consists  of 
pus.  The  pus  has  sunk  down  to  the  neck  of  the  gall-bladder,  just  as  the 
pus  in  purulent  urine  standing  in  a  conical  glass  will  sink  to  the  bottom. 
When  the  gall-bladder  has  been  emptied,  the  stones  are  to  be  removed. 
This  is  most  readily  done  by  introducing  the  fingers  of  one  hand 
under  the  gall-bladder,  and  by  pressure  outwards  between  the  fingers 
below  and  the  liver  above,  forcing  the  stones  up  to  and  through  the 
gall-bladder  opening.  When  any  difficulty  is  met  with,  a  fingerf  should 
be  introduced  into  the  gall-bladder,  and  with  this  as  a  guide  to  the 
position  of  the  stone,  a  scoop  or  forceps  may  help  its  escape.  It  must 
be  remembered  that  the  loose  stones  are  not  the  cause  of  the  trouble  ; 
and  careful  search  is  to  be  made  for  one  that  is  impacted,  either  in  the 
neck  of  the  gall-bladder  or  in  the  cystic  duct.  It  is  true  that  a  collec- 
tion of  stones  glued  together  by  sticky  gall-bladder  contents  may  have 
caused  the  obstruction,  but  this  is  rare.  As  a  rule,  a  single  large  stone 
has  become  impacted  in  the  neck  of  the  gall-bladder  Probes  or  finger 
inside  of  the  gall-bladder  may  miss  this.  It  is  important  to  feel  the 
neck  of  the  gall-bladder,  and  indeed  all  the  ducts,  between  the  finger 


*  My  belief  is  now  further  strengthened. 
t  The  finger  should  always  be  used. 
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and  thumb,  introduced  into  the  hepatic  pouch  and  the  foramen Jof 
Winslow.  Between  the  finger  and  thumb  so  introduced,  a  stone  in 
the  neck  of  the  gall-bladder  or  the  cystic  duct  can  generally  be  squeezed 
back  into  the  gall-bladder  and  removed. 

Having  satisfactorily  emptied  the  gall-bladder,  the  next  con- 
sideration is,  How  is  it  to  be  treated  ?  And  as  this  question  receives 
a  different  answer  from  nearly  all  authorities,  I  will  state  my  own 
practice,  and  the  reasons  for  it. 

Let  it  be  assumed  that  the  wall  of  the  gall-bladder  is  healthy, 
that  the  contents,  although  purulent,  mean  no  grave  infection,  and 
that  all  stones  have  been  removed. 

The  question  now  to  be  answered  concerns  the  patency  of  the 
cystic  duct.  Probes  are  unsatisfactory  instruments  for  the  deter- 
mination of  this,  for  the  cystic  duct  is  a  difficult  channel  to  navigate. 
If  bile  flows  into  the  gall-bladder  when  the  stone  is  removed,  the 
patency  of  the  duct  is  assured  ;  if  not,  I  pump  the  gall-bladder  with 
warm  saline  fluid,  and  am  guided  by  its  escape  through  the  ducts  or 
otherwise  as  to  the  patency  or  obstruction  of  the  cystic  duct. 

With  a  patent  cystic  duct,  I  entirely  close  the  gall-bladder  and 
return  it  to  the  abdomen.  At  the  same  time  it  is  my  practice  to  drain 
the  hepatic  pouch  at  its  most  dependent  part  by  a  tube  for  a  few  days, 
lest  leakage  should  occur.  I  feel  safer  in  leaving  a  tube  in  the  hepatic 
pouch  for  a  few  days,  because  in  one  of  my  cases  some  bile  did  escape 
from  the  gall-bladder  six  days  after  operation,  and  the  presence  of 
a  tube  prolongs  healing  for  a  few  days  only. 

In  these  cases  I  expect  the  cholecystitis  to  cease  after  the  removal 
of  the  stones,  for  the  same  reason  that  a  urinary  bladder  cystitis  is 
likely  to  disappear  after  the  removal  of  a  stone  ;  and  it  seems  to  me 
to  be  as  unreasonable  to  demand  artificial  drainage  of  the  bladder  in 
the  one  as  in  the  other.* 

That  operation  for  the  complete  closure  of  the  gall-bladder  is  safe 
I  know.  I  have  no  evidence  that  its  ultimate  results  are  other  than 
satisfactory,  though  I  have  done  it  very  many  times  and  for  several 
years,  and  patients  so  treated  are  able  to  leave  hospital  at  the  end  of 
a  week. 

If  the  cystic  duct  is  obstructed,  the  illness  is  recent,  and  the  cause 
therefore  likely  to  be  temporary  swelling,  I  drain  the  gall-bladder 
by  tying  in  a  drainage  tube  and  bringing  it  out  through  the  loin,  never 
by  suturing  the  gall-bladder  to  the  parietes.t  Since  adopting  this 
practice,  more  than  ten  years  ago,  I  have  never  had  trouble  with  a 
biliary  fistula.  I  drain  the  gall-bladder  in  the  same  way  if  there 

*  This  is  still  my  beliej  and  practice. 
•f  This  was  the  universal  practice  then. 
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are  signs — such  as  thickening,   reddening,  or  presence  of  surrounding 
adhesions — that  its  walls  are  deeply  infected. 

If  the  gall-bladder  is  acutely  infected  with  a  patch  or  patches 
of  gangrene  which  first  appear  at  the  fundus,  it  is  usually  found  em- 
bedded in  and  adherent  to  a  thick  cedematous  mass  of  omentum, 
from  which  it  can  be  readily  separated.  It  is  tempting  to  think  of 
removing  the  septic  focus  by  excision  of  the  gall-bladder,  a  plan  which 
has  received  the  advocacy  of  Moynihan,  but  further  experience  is 
needed  before  I  can  accept  his  view.  It  is  impossible  in  the  most 
acute  of  these  cases  to  remove  the  whole  of  the  septic  infection  ;  for 
it  has  already  passed  beyond  the  confines  of  the  gall-bladder.  Experi- 
ence has  taught  me  that  extensive  operations  are  badly  borne  by 
acutely  septic  patients,  and  the  raw  surface  left  by  an  extensive 
operation  may  allow  of  fresh  absorption  and  increase  of  the  septicaemia.* 
I  am  content,  as  yet,  to  open,  empty,  and  drain  the  gall-bladder  with 
a  tube,  and  to  protect  and  drain  the  hepatic  pouch  with  a  thick  gauze 
strand.  Let  me  also  here  point  out  that  many  of  the  arguments  that 
are  used  in  favour  of  cholecystectomy  as  a  routine  practice  do  not 
appeal  to  me.  Though  more  than  ten  years  ago  I  advocated  removal 
of  the  gall-bladder  to  prevent  the  re-formation  of  stones  and  to 
diminish  the  risk  of  biliary  fistula,  I  have  since  become  more  con- 
servative, for  the  following  reasons  :  because  a  patient  whose  gall- 
bladder I  had  excised  seven  years  previously  had  a  recurrence  of 
gall-stones  in  his  common  duct ;  because,  after  ceasing  to  attach  the 
gall-bladder  to  the  parietes,  I  have  never  seen  a  biliary  or  other  fistula 
remain  ;  because  I  do  not  believe  that  the  gall-bladder  will  fail  to 
recover  its  functions  when  emptied  of  stones  ;  and  because  of  its 
possible  future  uses. 

I  excise  the  gall-bladder  under  the  following  circumstances  : 
when  it  is  the  seat  of  malignant  disease  ;  if  the  cystic  duct  is  occluded, 
and  the  occlusion  is  probably  permanent ;  when  a  thickened  diseased 
gall-bladder  has  been  separated  from  the  intestine  in  a  case  of  biliary 
fistula,  in  order  to  give  the  intestinal  opening  a  better  chance  of  closing  ; 
and  when  a  stone  in  the  cystic  duct  causes  more  than  usual  trouble 
to  extract,  the  object  being  to  remove  the  cystic  duct  and  the  stone 
together.  •)* 

Choledochotomy. — The  removal  of  a  stone  from  the  common  duct 
may  be  easy,  or  may  be  attended  by  serious  difficulties.  In  a  thin, 


*/  believe  this  more  strongly  than  ever. 

t  In  twelve  cases,  instead  of  doing  cholecystectomy  I  have  destroyed 
the  whole  interior  of  the  gall-bladder  ivith  a  thermo  cautery.  They  have 
all  done  well. 
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lax  patient,  whose  hepatic  pouch  is  free  from  dense  adhesions,  and 
with  a  stone  in  the  common  duct  above  the  pancreas,  the  operation 
can  be  readily  accomplished.  With  the  forefinger  in  the  foramen  of 
Winslow  behind  the  duct,  and  the  thumb  on  the  outside  of  the  duct, 
a  stone  can  be  palpated,  made  prominent  in  a  suitable  position  through 
the  wall  of  the  duct,  cut  down  upon  safely  with  the  prominent  stone 
as  a  guide,  and  squeezed  through  the  incision  in  the  duct.  I  make  the 
incision  in  the  outer  wall  of  the  duct  and  towards  its  posterior  part,  so 
that  the  escaping  bile  falls  directly  into  the  lowest  part  of  the  hepatic 
pouch,  and  before  squeezing  the  stone  out  grasp  either  side  of  the 
incision  in  catch  forceps  as  a  guide  later  to  the  hole  in  the  duct.  When 
the  stone  has  been  removed,  the  common  duct  should  be  carefully 
examined,  if  possible,  by  a  finger — and  it  generally  is  so  dilated  that 
this  can  be  done — and  always  with  a  long,  thick  probe.  This  should 
be  passed  first  into  the  hepatic  ducts  and  then  into  the  duodenum, 
to  ensure  as  far  as  possible  that  all  stones  have  been  taken  away. 
Finally,  the  gall-bladder  should  be  opened  and  emptied.  In  these 
cases  I  drain  the  gall-bladder  by  a  tube  sewn  in,  drain  the  common 
duct  by  a  large  tube  sutured  with  catgut  to  the  edges  of  the  wound 
in  the  common  duct,  and  the  hepatic  pouch  by  a  large  protective  strand 
of  gauze,  all  brought  out  at  the  most  dependent  part  of  the  incision 
posteriorly.* 

The  difficulties  of  the  operation  may  be  described  as  due  to 
physiological  and  to  pathological  causes. 

In  the  case  of  a  short,  stout  patient,  with  active  muscles,  and  a 
liver  firmly  tucked  up  under  the  ribs,  who  is  difficult  to  anaesthetize 
satisfactorily,  the  operation  is  very  much  more  difficult  than  in  the 
class  of  patient  previously  mentioned. 

The  most  serious  difficulties  are  the  result  of  pathological  changes 
which  have  occurred  in  the  hepatic  pouch.  There  all  the  structures 
may  be  found  densely  matted  together  by  such  strong  adhesions  that 
injuries  to  the  intestine  below  and  to  the  liver  above  may  be,  with 
every  care,  unavoidable.  Each  injury  must  be  noticed  and  repaired. 
The  first  landmark  I  wish  to  find  in  these  difficult  cases  is  the  gall- 
bladder. Once  it  has  been  isolated  by  drawing  it  downwards  and 
forwards,  the  liver  is  fixed  and  pulled  towards  the  surface,  and  the 
tense  cystic  duct  guides  the  fingers  to  the  common  bile-duct,  and  a 
stone  or  stones  in  it.  These  are  all,  if  possible,  removed  from  the 
ducts,  the  gall-bladder  is  emptied,  and  drainage  completes  the 
operation. 

It  will  be   noted   that   I   have   said,   if  possible,   all   stones   are 

*  /  now  usually  suture  a  tube  into  the  common  duct  and  drain  the 
hepatic  pouch  with  a  tube,  not  gauze. 
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removed  ;  and  this  is  an  important  qualification.  From  published 
records  of  gall-stone  operations,  it  might  be  assumed  that  it  was 
always  possible  to  remove  the  stones,  but  this  assumption  would  be 
very  far  from  the  truth.  In  cases  of  long  duration,  where  there  are 
multiple  stones  in  the  common  duct,  the  whole  of  the  hepatic  ducts 
are  dilated  and  frequently  contain  stones.  When  they  do,  it  has  been 
my  experience  that  all  the  stones  arc  seldom  removed,  for  the  very 
good  reason  that  it  is  impossible  to  reach  them.  I  have  abundant 
post-mortem  evidence  of  the  truth  of  this  statement,  for  I  have  seen, 
on  many  occasions,  stones  in  every  part  of  the  liver,  both  in  the  ducts 
and  lying  outside  of  them  in  abscess  cavities.  A  perusal  of  the  notes 
of  my  fatal  cases  will  show  that  many  of  them  were  truly  inoperable, 
and  the  fact  should  be  recognized  that  delayed  operations  may  do 
more  harm  than  good.  The  difficulty  is  to  recognize  these  unsuitable 
cases  before  exploring  them  ;  but  when  once  the  operation  has  been 
undertaken,  it  is  needful  to  do  all  that  can  be  done  for  their  relief. 
If  stones  are  discovered  in  the  hepatic  ducts,  all  that  are  easily 
accessible  should  of  course  be  removed,  but  no  prolonged  or  serious 
manipulations  should  be  indulged  in.  Drainage  of  the  gall-bladder  and 
ducts  must  be  relied  on  to  do  the  rest.  In  the  most  serious  cases  I 
incline  to  the  view  that  to  establish  a  fistula  between  the  gall-bladder 
and  the  intestine  (cholecystenterostomy)  is  the  proper  treatment. 
Nature  cures  occasionally  in  this  way,  and  the  hint  is  worthy  of  further 
consideration. 

I  operated  in  the  case  of  a  man  deeply  jaundiced  and  with 
symptoms  of  gall-stone,  and  felt  a  stone  impacted  in  his  common 
duct.  There  were  also  nodules  of  malignant  disease  on  the  convexity 
of  his  liver.  A  prolonged  operation  was  useless  ;  and,  without  touch- 
ing the  ducts  or  stone,  I  performed  cholecystenterostomy  with  a 
Murphy's  button.  The  result  exceeded  my  expectations,  as  for  more 
than  a  year  after  the  operation  he  was  quite  well ;  indeed,  his  recovery 
seemed  to  be  so  complete,  till  his  symptoms  recurred,  that  a  distin- 
guished surgeon  was  induced  to  remove  the  gall-stone  in  the  hope  of 
curing  him.  It  might  have  been  better  for  some  of  the  patients  whose 
cases  I  am  recording,  if  I  had  limited  their  operative  treatment  to 
cholecystenterostomy. 
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A   DISCUSSION    ON   THE    SURGICAL   TREATMENT    OF   THE 
NON-MALIGNANT    DISEASES    OF    THE    STOMACH. 

(British  Medical  Journal,  September  30,  1905.) 

In  the  Lancet  of  February  11,  1905,  p.  351,  I  offered  what  I 
considered  to  be  good  reasons  for  believing  that  pyloroplasty  is  the 
operation  of  election  for  pyloric  stricture.  In  the  Lancet  of  March  11, 
1905,  p.  638,  Mr.  G.  Grey  Turner,  Surgical  Registrar  of  the  Royal 
Infirmary,  Newcastle,  published  notes  on  the  after-history  of  17  of  my 
cases  of  pyloroplasty,  varying  from  10  to  5  years  and  3  months  after 
operation.  The  two  papers  gave  fuller  particulars  than  is  possible 
now.  Since  then  wre  have  obtained  the  further  histories  of  11  cases 
at  periods  sufficiently  remote  to.be  of  value,  making  28  in  all.  In  4  of 
the  28  cases  stomach  symptoms  have  recurred,  and  in  all  of  Jiiese 
gastro-enterostomy  was  performed.  The  particulars  of  these  recurrent 
cases  are  as  follows  :— 

CASE  1. — A  man,  age  38.  Pyloroplasty,  March,  1897,  for  ulcer  on 
posterior  wall  of  pylorus.  Well  until  early  part  of  1901  (that  is,  four  years), 
then  recurrence  of  pain  after  food,  and  vomiting,  in  attacks  which  lasted 
about  a  month  and  recurred  annually.  He  was  readmitted  June,  1904  ; 
he  had  been  ill  for  three  months  with  vomiting  and  pain,  and  he  had  lost 
weight.  Stomach  much  dilated,  vomited  matter  sarcinous.  The  second 
operation  showed  an  oedematous  mass  at  the  pyloric  end  of  the  stomach, 
which  was  dilated.  Posterior  gastro-enterostomy  ;  recovery.  Has  remained 
well  up  to  date  (one  year). 

CASE  2. — A  man  of  56.  Pyloroplasty,  September,  1897,  for  tight 
stricture  of  pylorus.  He  remained  well  until  May,  1902  (that  is,  five  years), 
when  he  began  to  be  troubled  by  occasional  attacks  of  vomiting  and 
indigestion.  A  year  later  his  attacks  became  more  frequent,  and  during 
the  six  months  preceding  the  second  operation  he  vomited  daily,  and  was 
obliged  to  live  on  liquid  food.  Second  operation,  May,  1904  (seven  years 
after  first).  Stomach  dilated  ;  an  inflammatory  mass  outside  of  pylorus  : 
from  interior  of  stomach,  pyloric  outlet  contracted.  Posterior  gastro- 
enterostomy  ;  recovery. 

CASE  3. — A  woman  of  45.  Pyloroplasty,  March,  1899,  for  scar  of  ulcer 
at  pylorus.  For  twelve  months  was  very  well,  and  could  take  any  sort  of 
food,  then  recurrent  attacks  of  stomach  trouble.  Second  operation,  June, 
1903,  that  is,  four  years  later.  Stomach  not  dilated  ;  no  ulcer  seen  or  felt. 
Pylorus  admitted  three  fingers  with  ease  ;  anterior  gastro-enterostomy  ; 
recovery.  Still  has  occasional  attacks  of  stomach  trouble. 

CASE  4. — Man  of  48.  In  July,  1900,  pyloroplasty  performed  for 
stricture  of  pylorus,  with  recent  ulceration,  just  on  stomach  side.  He  made 
a  good  recovery,  enjoyed  better  health  than  he  had  done  for  years,  was  able 
to  take  any  kind  of  food,  and  maintained  his  usual  weight.  Readmitted 
June,  1905  ;  symptoms  began  three  months  before  (that  is,  four  years  and 
eight  months  after  the  pyloroplasty)  ;  they  were  typical  of  duodenal  ulcer. 
Second  operation  showed  an  ulcer  in  the  second  part  of  duodenum  ;  the 
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pyloric   exit   easily   admitted   two   fingers.     Posterior   gastro-enterostomy  ; 
recovery. 

It  will  be  noted  that  gastro-enterostomy  was  not  required  in 
these  cases  on  account  of  recurrence  of  the  stricture,  but  because  fresh 
ulceration  had  occurred  in  the  stomach,  and  that  the  period  which 
had  elapsed  between  the  first  and  second  operations  was  in  every  case 
a  long  one  :  Case  1,  four  years  ;  Case  2,  five  years ;  Case  3,  four  years  ; 
Case  4,  four  years  and  eight  months. 

Of  the  remaining  24  cases,  2  complain  of  symptoms  just  as  before. 
One  of  these  was  a  patient  with  a  definite  pyloric  stenosis  very  suitable 
for  the  operation,  the  other  was  a  hopeless  neurotic. 

Ten  complain  more  or  less  of  stomach  symptoms,  which  usually 
consist  of  attacks  of  stomach  trouble.  All  are  much  better  than  before, 
and  nearly  all  have  gained  weight  considerably. 

Twelve  are  perfectly  well.  In  8  the  operation  was  performed 
from  ten  years  to  five  years  ago,  and  in  4  from  four  years  to  twelve 
months  ago. 

My  belief  is  that  gastro-enterostomy  is  not  likely  to  maintain  its 
present  reputation.  It  is  improbable  that  so  much  interference  with 
the  anatomy  and  physiology  of  digestion  as  this  operation  involves 
can  be  tolerated  without  some  ill-effects.  The  conviction  gained 
from  my  own  experience  is  that  the  patients  on  whom  I  have  performed 
pyloroplasty  are  more  vigorous  and  better  than  those  on  whom  I  have 
done  gastro-enterostomy. 

The  operation  of  gastro-enterostomy  is,  however,  available  when 
pyloroplasty  is  not,  and  my  own  best  results  have  been  obtained  by  a 
bone  button  made  for  me  by  McQueen,  of  Northumberland  Street, 
Newcastle.  For  many  years  I  was  a  strong  advocate  of  simple  suture  ; 
indeed,  so  far  as  I  know,  I  was  the  first  to  practise  and  to  preach  an 
inner  continuous  suture  of  catgut,  watertight  and  haemostatic,  through 
all  the  coats,  and  an  outer  interrupted  Lembert  of  silk  in  gastric  and 
intestinal  surgery.  The  button,  however,  is  easier,  simpler,  and 
quicker,  and  no  other  instruments  are  required. 

I  am  indebted  to  Mr.  G.  Grey  Turner  for  the  following  note  of 
results  : — 

From  January,  1904,  to  end  of  June,  1905,  that  is,  eighteen 
months,  in  Infirmary  and  private  hospital,  there  have  been  27  cases  of 
posterior  gastro-enterostomy  (for  non-malignant  diseases  of  the 
stomach)  performed  with  the  Morison  button.  There  was  one  death, 
a  patient  who  succumbed  to  pneumonia  on  the  seventh  day.  Necropsy 
showed  that  the  abdominal  conditions  were  perfect. 
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DISCUSSION    ON    GASTRIC    ULCER. 

(Northumberland  and  Durham  Medical  Journal,  1906,  p.  32.) 

Mr.  Rutherford  Morison  :  There  are  one  or  two  points  to  which  I  would 
like  to  draw  attention  shortly.  I  have  little  to  add  to  the  accounts  that 
have  been  given  by  Dr.  Bolam  and  my  brother.  Dr.  Bolam's  paper  was 
almost  wholly  admirable,  though  somewhat  pessimistic.  It  seems  to  me 
that  some  advance  has  been  made  during  the  last  fifty  years.  Dr.  Bolam 
has  not  referred  to  the  view  expressed  by  Dr.  Drummond  and  myself  that 
acute  gastric  ulcer  is  the  result  of  intra-gastric  tension  from  pyloric  spasm 
and  associated  with  hyperchlorhydria,  and  that  perforation  in  these  cases 
is  due  to  a  circular  patch  of  gangrene  at  a  particular  situation  in  the  stomach 
wall.  I  think  this  is  correct.  He  lays  stress  on  the  difficulties  of  diagnosis, 
and  rightly  so,  but  these  cases  from  the  surgical  point  of  view  are  the 
exceptions.  Surgeons  do  make  mistakes  in  doubtful  cases,  but  there  are 
certain  signs  and  symptoms  which  may  be  relied  upon.  The  cases  with  a 
history  of  haematemesis  at  the  start  and  always  a  '  weak  stomach  '  since, 
with  recurring  acute  symptoms  for  years  of  stomach  disturbance  and  pain 
after  food,  vomiting,  and  inability  to  take  solids  in  consequence,  with  a 
markedly  tender  spot  in  the  epigastrium  underlying  a  rigid  rectus  muscle, 
still  more  if  a  tender  lump  and  succussion  sounds  are  discoverable,  never 
fail  to  justify  the  diagnosis  of  chronic  gastric  ulcer. 

Though  I  agree  with  Dr.  Bolam  that  gastro-enterostomy  is  not  an 
ideal  operation,  it  is  impossible  to  get  away  from  the  results.  I  do  not  know 
what  they  are  ten  years  after  the  operation,  though  I  would  like  to,  but  I 
do  know  that  immediately  and  for  three  or  four  years  after  in  the  majority 
of  cases  they  are  remarkably  good.  Of  my  last  50  cases  of  gastro-enterostomy 
only  1  patient  has  died,  and  that  one  from  pneumonia  ten  days  after  the 
operation.  Within  six  weeks  of  the  operation  the  great  majority  are  '  eating 
anything '  with  impunity. 

One  note  of  my  brother's  deserves  careful  consideration,  viz.,  that 
haematemesis  does  not  always  mean  stomach  ulcer,  and  that  other  sources  of 
origin  should  be  remembered.  Some  years  ago  I  was  asked  to  see  a  child 
dropsical  from  anaemia,  the  result  of  blood  vomiting.  All  the  usual  remedies 
had  been  tried,  and  I  saw  it  after  half  drachm  doses  of  turpentine  had 
failed  to  arrest  the  bleeding.  Finding  nothing  in  the  abdomen  to  account 
for  it,  I  searched  the  nose,  mouth,  and  pharynx  systematically.  On 
depressing  the  tongue  I  discovered  a  small  crack  far  back  near  the  circum- 
vallate  papillae,  and  in  it  there  was  a  small  artery  spouting  at  the  time 
of  my  examination.  A  red-hot  knitting  needle  passed  through  a  cork 
stopped  the  bleeding  at  once,  there  was  no  return  of  the  haematemesis,  and 
the  child  recovered. 

Though  I  agree  with  Dr.  Bolam  that  rectal  feeding  is  of  little  use,  I 
believe  that  the  fluid  administered  is  a  great  aid  to  keeping  starved  patients 
alive. 
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CASES    (STOMACH   AND    DUODENUM). 

(Northumberland  and  Durham   Medical  Society:  Reported  in  Journal, 

1906,   p.  89.) 

Mr:  Morison  showed — • 

Duodenal  haemorrhage — Occlusion  of  pylorus  and  Gastro-enter- 
ostomy. 

Transferred  from  Dr.  Oliver,  suffering  from  three  severe  attacks  of 
hu-matemesis  and  melaena,  which  produced  extreme  anaemia. 

Operation  (June,  1902). — Pylorus  occluded  by  silk  ligature  and  posterior 
gastro-enterostomy  performed.  Cure.  Patient  now  quite  well,  and  has 
had  no  return  of  the  haemorrhage. 

Hour-glass  Stomach —  Ulceration — Gastro-enterostomy. 

For  five  years  suffered  from  frequent  attacks  of  pain  in  the  stomach 
and  vomiting.  Patient  lost  a  lot  of  weight. 

Operation  (May,  1905). — Stomach  constricted  2  inches  from  pylorus, 
constriction  admitted  two  fingers  ;  but  on  posterior  wall  of  stomach 
there  was  an  ulcer  so  hard  as  to  be  indistinguishable  from  cancer.  Posterior 
gastro-enterostomy  performed. 

Feb.,  1906. — Quite  well;  no  symptoms. 

Pyloric  Stricture — Pyloroplasty . 

For  twelve  years  preceding  operation  patient  had  pain  after  food, 
flatulence,  and  eructations.  Symptoms  gradually  got  worse,  and  were 
attended  with  vomiting.  During  the  last  ten  months  he  has  several  times 
vomited  blood,  and  all  the  symptoms  have  got  worse. 

Operation  (Dec.,  1903). — Scar  on  anterior  surface  of  stomach  near 
greater  curvature.  Pylorus  only  admitted  tip  of  finger,  and  showed  no 
signs  of  recent  ulceration. 

Feb.,  1906.— Perfectly  well. 

Old  Pyloric  Ulcer — Posterior  Gastro-enterostomy. 

Ill  for  six  months.  Pain  in  epigastrium  after  meals,  vomiting,  and 
loss  of  flesh.  Mass  felt  at  pylorus.  Cancer  of  stomach  diagnosed. 

Operation  (April,  1905). — Stomach  dilated  and  thick-walled  ;  large  mass 
at  pylorus  adherent  to  gall-bladder  and  liver.  Posterior  gastro-enterostomy 
done. 

Feb.,  1906. — Quite  well. 

Duodenal  Ulcer — Gastro-enterostomy. 

In  1899  appendix  removed  for  severe  attacks,  supposed  to  be  due 
to  appendicitis.  He  was  well  until  six  months  before  readmission,  when 
he  began  to  have  pains  in  the  epigastrium,  usually  after  food,  and  accom- 
panied by  vomiting.  Eleven  weeks  before  operation  he  vomited  2  pints  (?)  of 
blood.  Next  day  he  vomited  more,  and  after  this  had  almost  constant  pain. 

Operation  (Mar.,  1905). — Pylorus  and  first  part  duodenum  adherent  to 
liver  and  pancreas.  Gastro-enterostomy  done. 

Feb.,  1906.— Quite  well. 
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REMARKS  ON  SOME  FUNCTIONS  OF  THE  OMENTUM.1 

(British  Medical  Journal,  Januan>-  13,  1906.) 

For  years  I  have  taught  that  the  omentum  has  important  func- 
tions, and  to  impress  this  upon  students  I  have  called  it  the  '  abdo- 
minal policeman.'  There  can  be  no  doubt  that  it  travels  about  in  the 
abdomen  with  considerable  rapidity,  and  is  attracted  by  some  sort  of 
information  to  neighbourhoods  in  which  mischief  is  brewing. 

The  accompanying  diagrams,  for  which  I  am  indebted  to  my 
colleague,  Mr.  W.  G.  Richardson,  are  intended  to  illustrate  conditions 
which  we  have  met  with  in  the  abdomen,  and  serve  to  point  out  some 
of  the  uses  of  the  omentum,  and  they  illustrate  my  meaning  better 
than  I  could  convey  it  by  a  formal  paper.  Though  to  all  surgeons  the 
facts  illustrated  must  be  quite  familiar,  I  am  not  aware  that  their 
importance  has  previously  been  fully  recognized. 

The  object  of  this  communication  is  to  add  a  further  contribution 
to  the  subject. 

Fig.  41  represents  the  normal  omentum  forming  a  protecting  pad 
for  the  small  intestine.  Figs.  42,  43,  and  44  relate  to  omentum  in 
hernial  sacs.  In  both  inguinal  and  femoral  regions  I  have  found  a 
cork  of  omentum  blocking  the  hernial  openings  so  firmly  that  radical 
cure  was  effected  by  its  means.  More  than  once,  when  the  condition 
of  the  patient  was  so  serious  as  to  demand  haste,  I  have  returned  a 
portion  of  strangulated  bowel  from  a  hernia  in  such  bad  condition 
to  the  abdomen  that  leakage  from  it  was  to  be  expected  if  it  had  not 
previously  been  wrapped  up  in  omentum.  The  result  has  justified  my 
confidence  in  its  protecting  power. 

Fig.  45  illustrates  how  the  omentum  does  not  allow  trifling 
obstacles  to  interfere  with  its  migrations  or  its  desire  to  adhere  to  some 
special  site. 

Figs.  48,  49,  and  50  show  some  of  the  relations  of  the  omentum 
found  in  cases  of  appendicitis,  which  would  be  a  much  more  serious 
disease  but  for  the  omentum.  I  have  found  the  wholly  gangrenous 
appendix  entirely  wrapped  up  in  omentum,  and  so  shut  off  from  the 
general  peritoneum,  and  an  abscess,  which  was  causing  little  disturb- 
ance, had  the  perforated  appendix  in  its  cavity  and  its  walls  entirely 
composed  of  omentum.  Abscesses  in  connection  with  the  vermiform 
appendix  are  locked  up,  and  the  pus  is  mostly  prevented  from  escaping 
into  the  general  peritoneal  cavity  by  the  omentum.  In  this  connection 
I  would  like  to  say  that  from  the  appearance  of  the  omentum  it  is 
possible  to  foretell  what  may  be  found  underneath  it.  When  covering 
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Fig.  41. — Normal  omental  apron. 


Fig.  4 -2. — Omentum  occluding  the  sac  of  an  inguinal        Fig.  43. — Omentum  occluding  a  femoral  hernial  sac. 
hernia. 
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and  retaining  pus,  it  is  thickened,  vascular  ;  in  the  early  stages  cedema- 
tous,  and  later  firmly  adherent. 


Fig.  44  —  Omentum   occluding  the  sac  of    an   um- 
bilical  hernia. 


Fig.  45.  —  Omentum  guarding  a  suppurating  gland 
in  the  mesentery  of  the  small  intestine. 


Fig.  46.— Omentum  occluding  a  hole   in   the  dia-        Fig.  47. — Omentum   isolating   a   suppurating  gall- 
phragm.  bladder. 

Figs.  51,  52,  and  53  explain  the  not  infrequent  occurrence  of  intra- 
abdominal  abscess  in  connection  with  malignant  disease  of  the  bowel— 
a  condition  which  may  be  disastrous  to  patient,  diagnostician,  and 
operator.  In  these  cases,  underneath  the  adherent  omentum  and 
surrounded  by  pus,  the  perforated  malignant  growth  will  be  found. 
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Fig.  54  represents  a  condition  in  which  the  promptitude  of  the 
omentum  may  be  most  readily  recognized. 

In  a  very  few  hours  after  the  damage  has  been  inflicted,  the 
omentum  surrounds  and  adheres  to  the  injured  intestine. 

Figs.  47,  56,  and  57  illustrate  the  migrating  capacity  possessed  by 
the  omentum,  which  has  to  turn  upwards  to  achieve  its  .object. 


Fig.  48. — Omentum  isolating  the   appendix  in  the 
flank. 


Fig.  49. — Omentum   isolating  the  appendix  in  the 
iliac  fossa. 


Fig.  50. — Omentum  isolating'the  appendix  in  pelvis. 


Fig.  51. — Omentum  guarding  a  malignant  ulcer  of 
the  rectum. 


Sufferers  from  gall-stones  are  as  much  indebted  to  the  omentum  as 
those  with  appendicitis,  and  the  appearance  of  the  typical  cedematous, 
vascular,  omental  bed  in  which  a  gangrenous  gall-bladder  lies  must 
have  impressed  itself  upon  every  surgeon  who  has  seen  it. 

Fig.  55  covers  a  multitude  of  conditions  peculiar  to  the  female 
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pelvis.  The  usual  relation  of  the  omentum  to  ovarian  and  fibroid 
tumours  is  that  it  lies  above  and  around  them.  If,  on  opening  the 
abdomen,  omentum  is  seen  in  front  of  and  covering  the  tumour,  it  may 
be  taken  for  granted  that  there  is  something  wrong. 

I  have  recently  operated  on  a  uterine  fibroid  which  seemed  to  be 
an  exception  to  this  rule.     The  omentum  was  spread  all  over  the  front 


Fig.  52. — Omentum  guarding  a  malignant  ulcer  of 
the  sigmoid  flexure  of  the  colon. 


Fig.  53. — Omentum  guarding  a  malignant  ulcer  of 
the  colon. 


Iig.  54. — Omentum  surrounding  an   injured    piece 
of  small  intestine. 


Fig.  55. — Omentum  isolating  a  pelvic  tumour, 
degenerating  myoma,  ovarian  cyst,  ectopic  gestation, 
pyosalpinx,  etc. 


of  this  large  tumour,  and  was  not  adherent.  Section  of  the  tumour 
after  removal  proved  it  to  be  a  striking  example  of  red  degeneration. 
Leaking  ectopic  gestations  and  other  dangerous  pelvic  leakages  are 
frequently  converted  into  comparatively  harmless  and  encysted 
collections  by  the  omentum. 
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Before  concluding  I  would  like  to  refer  shortly  to  the  capacity  the 
omentum  seems  specially  to  possess  for  the  formation  of  new  blood- 
vessels. 

Not  a  month  ago  I  operated  on  a  patient  with  two  dermoid 
ovarian  tumours.  That  of  one  side  possessed  a  normal  pedicle  ;  the 
second  one,  equally  large  and  well  nourished,  was  entirely  wrapped 
up  in  omentum  and  had  no  connection  with  the  pelvis.  That  it  A\;IS 
ovarian  was  made  evident  by  the  discovery  of  an  old  stump  on  one 
side  of  the  uterus  and  absence  of  the  ovary  from  its  normal  situation. 
The  connection  between  the  ovary  and  the  omentum  was  so  close  as  to 
require  for  its  separation  cutting  over  the  greater  part,  and  the  vigour 
of  the  vascular  supply  between  the  two  made  the  operation  trouble- 


some. 


[7  T  Fig.  56. — Omentum  sealing  an  ulcer  of  the 
stomach. 


Fig.  57. — Omentum  sealing  an  ulcer  of  the 
duodenum. 


Time  does  not  allow  of  more  than  a  statement  of  my  belief  that 
the  size  which  uterine  fibroids  may  attain  to  is  limited  by  their  poor 
vascular  supply.  If,  however,  from  any  cause  omentum  should 
become  adherent,  they  may  reach  enormous  dimensions.  The  largest 
I  ever  removed  was  of  the  subperitoneal  variety,  and  had  a  thin  and 
narrow  pedicle  below,  but  above  was  capped  by  omentum,  which 
carried  to  it  at  least  half  a  dozen  arteries  of  the  size  of  the  brachial. 

In  the  discussion  which  followed  the  reading  of  the  paper,  Drs. 
Beattie  and  Burn  and  J.  Drummond  were  inclined  to  think  that  the 
position  of  the  omentum  had  a  mechanical  causation,  and  not  that  it 
was  endowed  with  the  intelligence  and  power  to  seek  the  site  of  injury 
and  disease. 

In  reply,  Mr.  Morison  adhered  to  his  opinion  that  there  was  some- 
thing more  than  a  mechanical  causation  in  the  movement  of  the 
omentum,  and  likened  its  movement  to  that  of  a  jelly-fish. 
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A  NOTE  ON  THE  PATHOLOGY  OF  GANGRENE  AND 

PERFORATION  OF  THE  HOLLOW  ABDOMINAL  VISCERA 

AND  'ACUTE  PERFORATING  ULCER  OF  THE 

STOMACH.' 

WITH    DAVID    DRUMMOND,    M.D.,    D.C.L.,    Senior   Physician   to   the 
Royal  Infirmary,  Newcastle-upon-Tyne. 

(The  Lancet,  April  7,  1906.) 

Certain  of  the  hollow  viscera — viz.,  the  gall-bladder,  the  vermi- 
form appendix,  the  caecum,  the  urinary  bladder,  and  the  stomach — 
are  subject  to  gangrene  followed  by  perforation  as  the  result  of  acute 
intravisceral  tension.  In  all,  the  condition  is  likely  to  be  complicated 
by  the  intrusion  of  micro-organisms,  but  we  suggest  that  mechanical 
causes  are  the  chief  factors  in  its  causation.  The  striking  similarity 
of  the  pathological  appearances  met  with  in  all  these  viscera  suggests 
a  probable  similarity  in  their  origin  It  seems  to  us  extraordinary 
that  this  should  have  escaped  notice,  but,  so  far  as  we  can  find,  little 
has  been  done  to  show  how  the  behaviour  of  one  of  them  under  certain 
stimuli  may  be  a  guide  to  the  conduct  of  the  others  in  similar  circum- 
stances. 

Our  present  paper  only  concerns  patchy  gangrene  followed  by 
perforation  ;  this  follows  certain  laws,  and  is  to  be  found  affecting 
all  the  viscera  that  we  have  named.  In  all  the  forms  of  gangrene 
which  we  are  considering,  the  lesion  commences  as  a  small  patch,  more 
or  less  circular  in  outline,  and  at  that  portion  of  the  wall  of  the  viscus 
farthest  from  the  source  of  its  vascular  supply. 

The  Gall-bladder. — In  the  gall-bladder  perforation  generally 
occurs  through  a  gangrenous  patch  at  the  fundus  and  is  due  to  a  stone 
impacted  in  and  blocking  its  neck  or  the  cystic  duct,  thus  causing 
retention  and  consequent  infection  of  the  contents.  Yet  the  perfora- 
tion is  not  due  purely  to  mechanical  causes,  for  mechanical  distention 
of  the  gall-bladder  sufficient  to  produce  rupture  causes  a  leak  near  the 
neck  of  it,  not  near  the  fundus.  The  gangrenous  patch  at  the  fundus 
is  roughly  circular  in  shape,  and  occurs  at  the  position  farthest  removed 
from  the  origin  of  the  cystic  artery. 

The  Vermiform  Appendix. — In  the  vermiform  appendix,  acutely 
inflamed  and  distended,  gangrene  first  appears  as  a  patch  towards 
the  tip  and  opposite  its  mesentery — that  is,  farthest  from  the  origin 
of  the  branch  of  the  ileocolic  artery  which  supplies  it.  It  is  of  some 
interest  to  note  that  in  a  single  case  of  acute  appendicitis,  in  which 
one  of  us  (R.  M.)  excised  the  appendix  only  five  hours  after  the  com- 
mencement of  the  attack,  there  is  shown  a  small  patch  in  the  position 
named  of  the  lining  mucous  membrane  which  already  exhibited  signs 
of  gangrene. 
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The  Ccccum. — More  than  once  in  opening  the  abdomen  for 
intestinal  obstruction  due  to  stricture  of  the  colon  we  have  seen  a 
gangrenous  patch  or  patches,  circular  in  shape,  on  the  distended  tense 
caecum.  These  occur  on  its  anterior  surface  in  the  neighbourhood  of 
the  anterior  longitudinal  band,  that  is,  in  the  position  farthest  from 
the  source  of  its  vascular  supply. 

The  Urinary  Bladder. — For  the  urinary  bladder  the  same  rule 
appears  to  hold  good.  A  man,  aged  25  years,  was  admitted  to  the 
Royal  Infirmary  under  the  care  of  one  of  us  (R.  M.)  suffering  from 
retention  of  urine  of  four  days'  duration  due  to  gonorrhceal  prostatic 
abscess  and  excessive  whisky  drinking.  His  peritoneal  cavity  was 
distended  with  urine,  which  had  escaped  through  "  a  small  round 
opening  scarcely  so  large  as  a  split  pea,  of  grey  ashy  colour,  at  the 
superior  portion  of  the  posterior  wall  of  the  bladder " — i.e.,  the 
portion  farthest  from  the  main  supplying  vascular  trunks.* 

The  Stomach. — Certain  so-called  ulcers  of  the  stomach,  we  suggest, 
have  a  similar  causation.  The  reasons  on  which  this  observation  are 
based  require  some  consideration.  It  is  recognized  by  all  authorities 
that  there  are  two  distinct  types  of  '  ulcer  '  of  the  stomach — (1)  acute, 
and  (2)  chronic,  and  that  the  pathological  causes  of  both  are  still 
undetermined.  The  chronic  ulcer,  with  long  history  of  previous 
gastric  trouble,  usually  situated  about  the  lesser  curvature,  of  irregular 
shape,  and  writh  hard  edges,  does  not  concern  our  present  remarks. 
The  so-called  acute  ulcer,  which  is  comparatively  rare,  is  of  great 
interest  in  the  present  connection.  It  is  situated  on  a  line  drawn 
along  the  stomach  from  the  centre  of  the  cardiac  to  the  centre  of  the 
pylori c  orifice — i.e.,  farthest  from  the  main  vessels  of  supply.  Unlike 
the  chronic  ulcer,  it  is  strikingly  circular  in  shape.  Its  edges  are  not 
infiltrated  or  hard,  and  examination  of  recently  perforated  specimens 
shows  that  the  edges  of  the  perforation  are  composed  of  gangrenous 
tissue.  A  frequent  history  noted  by  all  observers  is  that  serious 
stomach  symptoms  have  not,  as  a  rule,  preceded  the  attack.  Another 
point  frequently  observed,  and  which  our  view  only,  we  think,  explains, 
is  that  a  second  ulcer  may  be  found  on  the  posterior  wall  at  a  spot 
opposite  that  on  the  anterior. 

We  are  indebted  to  Dr.  J.  Collingwood  Stewart,  late  resident 
house  physician  at  the  Royal  Infirmary,  for  an  answer  to  certain 
questions  which  we  considered  might  be  usefully  inquired  into  in  the 
history  of  cases  of  gastric  ulcer.  The  first  was  as  to  symptoms  which 
might  be  caused  by  attacks  of  acute  distention  of  the  stomach.  He 
ascertained  that,  with  few  exceptions,  patients  in  whom  a  diagnosis  of 

*  A  second  case,  due  to  the  same  cause  and  irith  the  same  lesion, 
has  been  operated  upon  by  Mr.  Saint. 
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gastric  ulcer  had  been  made  were  subject  to  attacks  of  epigastric  pain, 
with  a  feeling  of  distention,  accompanied  by  breathlessness,  sufficient 
to  necessitate  loosening  corsets  or  tight  bands.  In  all  cases  where  the 
diagnosis  was  verified  by  operation  these  symptoms  were  present. 

We  thought  that  excess  of  hydrochloric  acid  in  the  stomach 
might  be  accounted  for  by  an  extra  consumption  of  sodium  chloride, 
and  the  second  question  referred  to  the  liking  for  salt.  Dr.  Stewart's 
inquiry  showed  that  out  of  40  chlorotic  girls,  more  than  one-half  (25) 
took  an  unusual  quantity  of  salt.  Of  30  patients  with  symptoms  of 
gastric  ulcer,  three-fifths  liked  salt  in  excess.  One  "  carried  a  piece 
constantly  "  ;  another  "  took  a  pinch  whenever  she  got  a  chance." 

Our  view  briefly  is  that  excess  of  hydrochloric  acid  in  the  stomach, 
by  producing  pyloric  spasm  and  acute  gastric  distention  in  an  anaemic 
girl,  gives  rise  to  a  small  gangrenous  patch  or  patches  in  the  stomach 
wall,  and  that  subsequent  digestion  of  the  dead  or  devitalized  patch, 
if  all  the  coats  are  involved,  leads  to  perforation.  It  is  generally 
recognized  that  the  stomach  juices  in  certain  circumstances  destroy 
its  own  wall.  We  may  add  that  a  sudden  attack  of  distention  due  to 
pyloric  spasm  in  the  case  of  a  chronic  ulcer  probably  accounts  for 
perforation  in  many  instances. 


'TWISTS    INSIDE.' 

(University  of  Durham  College  of  Medicine  Gazette,  October,  1906.) 

My  chief  reason  for  using  the  above  title  for  these  notes  (I  am  given 
to  understand  that  no  remuneration  will  be  offered  for  them)  is  that 
it  will  convey  my  meaning  better  than  any  other.  Twist  inside  is  a 
common  lay  diagnosis,  but  though  it  suggests  a  certain  amount  of 
pathological  information,  is  seldom  a  correct  one.  The  real  twist, 
torsion  as  it  is  called  by  pathologists,  is  not  so  common,  and  is  a  serious 
affair  suddenly  showing  alarming  symptoms  and  tending  to  speedy 
death.  The  mystery  and  the  horror  associated  with  it  claim  our 
interest,  but  the  most  important  knowledge  concerning  it  is  to  learn 
that  early  diagnosis  and  prompt  surgical  treatment  are  necessary  and 
successful  in  saving  life. 

At  one  time  or  another  I  have  seen  or  read  of  cases  of  torsion  of 
nearly  all  the  abdominal  viscera,  viz.,  intestines  (volvulus),  stomach, 
gall-bladder,  appendix,  kidney,  spleen,  omentum,  ovaries,  Fallopian 
tubes,  uterus  (pregnant  and  fibroid),  and  testes. 

So  far  as  I  know,  no  attempt  has  been  made  to  group  these 
together,  but  in  etiology,  pathology,  symptoms,  diagnosis,  prognosis, 
and  treatment,  they  all  have  many  points  in  common. 
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Torsion  of  the  spermatic  cord  offers  such  an  exceptional  oppor- 
tunity for  study  of  the  conditions  produced  that  I  will  commence  1li< 
discussion  of  them  by  relating  a  story  told  to  me  by  an  exceptionally 
intelligent  patient,  seventeen  years  of  age,  and  by  pointing  out  \vli.-it 
we  know  from  experience  had  occurred  at  different  stages  of  lu^ 
progress. 

"  At  the  age  of  15  he  began  to  have  attacks  of  pain  in  his  right 
testicle,  which  was  then  discovered  to  be  imperfectly  descended. 
They  sometimes  occurred  after  exercise,  caused  a  good  deal  of  pain, 
were  occasionally  accompanied  by  faintness  and  vomiting,  and  A\ 
followed  by  some  swelling  and  tenderness  of  the  testicle."  (These 
attacks  were  attributed  by  his  school  doctor  to  inflammation  following 
squeezing  by  the  pillars  of  the  external  ring,  and  the  majority  of 
surgical  examiners  would  have  been  pleased  with  such  an  explanation.) 
Examination  of  the  testicle  at  this  first  stage  would  have  revealed 
the  facts  that  it  was  hanging  in  a  large  tunica  vaginalis  by  a  long 
mesorchium,  that  the  testicle  was  livid  and  swollen,  and  that  the 
spermatic  cord  was  twisted  one  half  a  turn  from  left  to  right,  so 
obstructing  the  venous  circulation.  Examination  a  few  days  later 
would  show  recovery  of  the  appearance  of  the  testicle  and  restoration 
of  the  circulation  in  the  cord,  but  the  twist  still  present. 

The  after-course  of  a  spermatic  cord  that  has  twisted  is  like  that 
of  a  man  who  has  left  the  straight  line  of  conduct.  The  first  step  for 
both  is  difficult,  and  the  occasion  of  serious  misgiving  ;  repetition 
makes  it  easier  ;  third  time  is  often  catchy  time,  and  the  last  stage 
implies  ruin. 

"  At  the  age  of  16  he  was  awakened  one  morning  in  bed  by  a 
violent  pain  which  made  him  shout  and  vomit,  and  faint  and  break 
into  a  cold,  clammy  sweat.  This  lasted  for  twenty-four  hours,  and  in 
spite  of  morphia  which  the  doctor  injected  under  his  skin,  he  got  no 
rest.  His  testicle  swelled  and  was  very  painful  and  tender.  By  the 
next  day  it  reached  the  size  of  a  goose's  egg."  Examination  at  this 
stage  would  show  the  tunica  vaginalis  testis  distended  with  blood- 
stained fluid,  the  testicle  discoloured  (a  livid  black)  by  extra  vasated 
blood,  the  cord  twisted  three  half  twists,  and  its  vessels  thrombosed. 

"  After  the  severe  pain  left  (about  twenty- four  hours),  he  felt 
weak  and  ill,  and  had  to  stay  in  bed.  A  few  days  later  (three  or  four) 
inflammation  set  in,  the  scrotal  skin  became  red  and  hot  and  swollen, 
his  temperature  went  up,  and  the  doctor  expected  an  abscess  to  form. 
After  an  illness  confining  him  to  bed  for  six  weeks  he  was  able  to  get 
up.  No  abscess  formed.  The  testicle  gradually  got  less.  This 
young  man  said  "  he  consulted  me,  not  because  he  ailed  anything,  but 
at  his  father's  request." 

When  he  did  so  the  left  testicle  was  of  normal  size,  at  least  not 
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under  normal ;  the  right  was  the  size  of  a  sparrow's  egg,  felt  soft,  and 
gave  no  testicular  sensation  when  squeezed. 

After  thrombosis  of  the  vessels  of  the  cord  occurred,  the  testicle 
died  ;  it  then  acted  as  a  foreign  body,  and  became  infected  by  some 
organism  accidentally  circulating  in  the  blood  (the  attack  of  inflamma- 
tion and  illness). 

Being  a  healthy  youth,  and  the  organismal  infection  a  not  serious 
one,  the  fight  between  the  tissues  and  the  organisms  ended  in  favour 
of  the  former,  and  no  suppuration  followed.  The  body  representing 
the  testicle  was  a  mass  of  fibrous  tissue  which  would  probably  shrink 
further  in  time. 

With  an  illustrative  case  it  seems  to  be  easier  to  appreciate  the 
application  of  the  more  formal  text-book  headings. 

Etiology. — The  first  point — and  this  is  clearly  important  to 
recognize — is  that  in  order  to  twist  there  must  be  a  pedicle,  a 
fairly  long  one  too,  room  to  turn  in,  and  a  shape  which  will  allow 
rotation.  The  testicle  mentioned  answered  all  these  requirements 
(it  was  arrested  in  development,  and  consequently  had  a  large  tunica 
vaginalis  and  long  mesorchium,  and  was  imperfectly  descended).  A 
normal  testicle  or  kidney  could  not  be  so  affected,  because  it  has  no 
pedicle  to  become  twisted,  but  if  from  error  of  development  or  acquire- 
ment it  becomes  possessed  of  a  pedicle  and  so  loose  in  the  abdomen, 
torsion  of  this  may  occur.  For  the  same  reason  the  most  common 
position  of  volvulus,  in  the  sigmoid  flexure,  is  explained.  The  sigmoid 
loop  has  normally  a  longer  mesentery  and  a  narrower  pedicle  than 
other  portions  of  intestine,  and  in  some  cases  this  becomes  longer  and 
narrower  still.  A  subperitoneal  uterine  fibroid  may  twist  its  own 
pedicle,  and  secondarily  the  uterus,  or  a  fibroid  or  pregnancy  at  the 
i'undus  may  drag  out  the  body  of  a  flabby  uterus  into  a  narrow  stalk 
and  twist  that.  Though,  as  I  have  said,  it  is  possible  to  have  any  of 
the  viscera  twisted,  nine  of  ten  twists  at  least  are  of  ovarian  tumours. 
They  answer,  as  no  other  organ  can,  all  the  requirements.  It  may 
then  be  accepted  that  predisposing  causes  are  :  long  narrow  pedicle, 
room  to  move  in,  and  a  rounded  shape. 

Exciting  Causes. — These  are  given  as  chronic  constipation  and 
congenital  or  acquired  defects  in  attachment,  and  in  the  case  of  ovarian 
cysts,  of  wrhich  much  has  been  written,  as  alternate  distention  and 
collapse  of  the  sigmoid  flexure  and  urinary  bladder,  movements  of  the 
abdominal  wall,  and  peristaltic  movements  of  the  intestines.  I  would 
suggest  possibly,  too,  that  the  omentum  (the  abdominal  policeman) 
recognizes  the  tumour  as  an  intruder,  and  in  its  attempt  to  "move  it 
on,"  starts  the  twist.  Traumatism  has  of  course  been  mentioned,  but 
only  by  the  exhaustive  type  of  author  who  would  introduce  rheu- 
matism and  gout  if  he  dared.  On  several  occasions  I  have  operated 
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from  the  third  to  the  fifth  month  of  pregnancy  and  removed  a  dermoid 
tumour  of  the  ovary  of  moderate  size  with  twisted  pedicle.  Pregnancy 
and  dermoid  (a  comparatively  small  round  and  light  tumour)  may 
claim  a  place  together  under  Etiology. 

Another  feature  of  these  cases  is  that  in  the  great  majority  the 
twist  is  from  left  to  right,  and  this  has  been  claimed  as  supporting  the 
view  that  disterition  and  relaxation  of  the  sigmoid  flexure  is  a  chief 
cause  of  twisted  pedicle  in  ovarian  cysts.  All  of  you  know  how 
physiologists  proved  the  cause  of  the  heart  beat !  After  it  had 
survived  the  removal  of  the  brain  and  the  spinal  cord,  the  nerves  and 
the  ganglia,  the  only  possible  conclusion  left  was  that  the  beat  was 
due  to  an  inherent  quality  of  the  heart  muscle. 

It  is  not  necessary  in  the  case  of  twisted  pedicle  to  remove  the 
bowels,  the  bladder,  the  abdominal  wall,  or  the  pregnant  uterus,  for 
none  of  them  can  have  anything  to  do  with  a  testicle  which  has  got 
its  spermatic  cord  twisted  three  half  turns  from  left  to  right  in  the 
scrotum. 

Does  this  prove  to  your  satisfaction  that  the  tendency  to  twists 
is  inherent  ?  There  is  as  much  evidence  in  favour  of  this  view  as  of 
any  others  that  have  been  suggested.  This  very  morning  I  experi- 
mented on  blindfolded  subjects,  entirely  ignorant  of  my  design,  asking 
them  to  walk  up  a  straight  path  to  a  point  indicated  before  the  start. 
The  great  majority  deviated  and  took  a  twist  from  left  to  right.  A 
left  to  right  twist  is  physiological  in  the  heart  beat ;  it  is  also  physio- 
logical in  the  uterus  during  labour  ;  but  it  is  best  to  stop — I  have 
suggested  enough. 

Anatomical  Changes. — These  are  similar  in  all  cases,  and  are  due, 
as  in  strangulation  from  any  cause,  to  interference  with  the  circula- 
tion. In  the  early  stages  the  twisted  pedicle  is  easily  recognizable  and 
the  twist  can  be  undone.  Later  inflammatory  changes  and  matting 
may  obscure  the  cause  of  the  condition.  Shortly,  the  first  change  is 
engorgement  of  the  veins  of  the  organ  twisted,  with  effusion  of  blood- 
stained serum.  Then  follows  extravasation  of  blood  into  the  affected 
onjan,  total  arrest  of  the  circulation  in  the  pedicle  from  thrombosis; 
then  gangrene.  The  dead  tissue  acts  as  a  foreign  body,  and  in  the 
peritoneum  causes  peritonitis.  As  a  final  result,  organisms  from 
the  surrounding  intestines  penetrate  the  dead  tissues,  and  an  intra- 
abdominal  abscess  results. 

Exceptionally,  in  the  case  of  small  ovarian  cysts,  a  new  circulation 
may  become  established  in  them  through  other  vessels  formed  in 
omental  adhesions,  and  an  ovarian  tumour  can  then  be  found  growing 
in  and  from  the  omentum  ;  more  rarely  still,  entire  absorption  of  the 
dead  mass  may  occur.  The  usual  and  expected  result,  however,  is 
death  of  the  host. 
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Symptoms. — Pain  is  the  earliest  and  most  striking  symptom,  and 
sudden  severe  abdominal  pain  deserves  more  than  a  passing  notice. 
It  has  been  proved  by  operations  under  local  anaesthesia  that  all  the 
internal  viscera  are  insensitive  to  ordinary  painful  stimuli.  The 
stomach,  the  intestines,  the  kidney,  liver,  testes,  uterus,  and  ovaries 
can  be  cut  or  crushed  or  sewed  or  burned  without  producing  pain  in 
the  conscious  patient,  but  the  parietal  peritoneum  is  exquisitely 
sensitive  to  all  of  such  stimuli,  the  mesentery  to  dragging,  and  the 
viscera  to  internal  tension.  Another  cause  of  severe  abdominal  pain 
is  the  forcible  contraction,  from  any  cause,  of  unstriated  muscle. 
These  four  causes,  viz.  :— 

1.  Irritation  of  the  parietal  peritoneum  ; 

2.  Dragging  of  the  mesentery ; 

3.  Intravisceral  tension  ; 

4.  Forcible  contraction   of  unstriated   muscle  ;     all   require   con- 
sideration. 

Irritation  of  the  parietal  peritoneum  from  disease  is  usually  the 
result  of  extravasation  into  the  peritoneal  cavity.  Immediately  on 
the  extravasation  of  the  contents  of  the  stomach  through  a  gastric 
ulcer,  for  example,  the  patient  complains  of  intense  pain, — diffuse, 
burning,  and  '  deadly.' 

If  a  catheter  be  passed  up  the  ureter,  and  the  pelvis  of  the  kidney 
is  injected  through  it  sufficiently  to  cause  tension,  the  severe  pain 
characteristic  of  renal  colic  from  impaction  of  a  stone  is  experienced. 

Immediately  the  pedicle  of  an  ovarian  tumour  is  tightly  twisted, 
the  patient  has  agonizing  pain  and  becomes  sick  and  collapsed. 

As  soon  as  the  passage  of  flatus  is  prevented  by  some  mechanical 
obstruction  in  the  intestine,  the  patient  is  seized  by  severe  intermittent 
paroxysms  of  pain,  which  are  always  recognized  as  of  a  severe  griping 
nature. 

The  character  of  the  pain  in  the  early  stages  of  an  abdominal 
emergency  may  therefore  be  a  useful  guide  as  to  the  nature  of  the 
lesion,  and  in  twists  it  commences  suddenly,  is  severe,  boring  or 
tearing,  steadily  increases  in  severity,  is  attended  by  vomiting  and 
collapse,  and  tenderness  over  the  involved  organ. 

Physical  Signs. — The  severe  character  of  the  pain  will  then  lead 
to  careful  examination,  and  in  the  majority  of  cases  (as  the  majority 
arise  from  ovarian  tumours)  a  tumour  will  be  discovered.  It  may  not 
be  easy  always  to  find  by  abdominal  examination  alone,  because  of 
the  tenderness  and  muscular  rigidity  which  are  present  in  abdominal 
emergency  cases.  But  bimanual  examination,  one  hand  on  the 
abdomen  and  a  finger  in  the  rectum  or  in  the  vagina,  will  usually 
discover  the  cause  of  the  attack,  a  tense  cyst.  If  the  cause  is  an 
ovarian  tumour,  slight  haemorrhage  from  the  uterus  may  be  discovered 
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at  the  time  of  the  c\;imin;ilion,  for  it  is  of  frequent  occurrence.  In 
addition,  if  a  tumour  has  been  known  to  be  present,  it  will  quickly 
Income  tender,  and  rapid  increase  in  its  size  will  follow. 

At  a  later  stage,  if  the  twist  has  been  tight  enough  to  cause 
permanent  interference  with  the  circulation,  the  classical  signs  of 
peritonitis  develop. 

In  volvulus  of  the  intestine,  symptoms  of  intestinal  obstruction, 
frequent  vomiting,  inability  to  pass  flatus  or  faeces,  and  violent  wind 
rumblings  are  prominent  features  which  are  found  in  addition  to 
the  signs  of  twist. 

Generally  in  these  cases  an  indefinite  swelling,  the  strangulated 
bowel,  and  forcible  peristaltic  movements  can  be  seen  or  felt  (often 
better  seen  than  felt)  in  some  -part  of  the  abdomen. 

When  the  spermatic  cord  has  been  twisted,  the  tender  swollen 
testicle  is  a  very  evident  sign  of  some  serious  change. 

Diagnosis. — The  symptoms  are  so  similar  in  all  abdominal 
emergencies  that  patients  with  internal  twist  are  often  sent  into 
hospital  as  cases  of  ruptured  gastric  ulcer,  appendicitis,  gall-stones, 
intestinal  obstruction,  ectopic  gestation,  or  4  peritonitis.' 

The  discovery  of  a  tender  tumour  somewhere  in  the  abdomen, 
with  careful  consideration  of  the  history,  will  make  mistakes  more  rare. 

Prognosis. — The  course  of  acute  intestinal  volvulus  is  so  rapid 
that  at  the  end  of  a  few  hours  (without  suitable  treatment)  the 
strongest  patient  is  doomed. 

Septic  changes  occur  with  great  rapidity  in  strangulated  intestine, 
and  when  this  lies  free  in  the  peritoneal  cavity,  as  in  these  instances, 
the  absorption  of  virulent  toxic  products  speedily  produces  heart 
failure,  which  cannot  be  met  by  any  known  means. 

I  regret  that  I  cannot  find  in  the  time  at  my  disposal  notes  satis- 
factory enough  for  print  of  acute  intestinal  cases,  but  I  can  say 
definitely  that  not  one  of  those  that  have  come  under  my  observation 
has  recovered.  The  more  chronic  form  of  volvulus — a  good  example 
of  which  appears  in  the  notes — may  last  for  months,  or  more  rarely 
still,  as  in  the  case  recorded,  for  years. 

What  is  true  of  the  intestine  holds  good  for  all  the  other  viscera 
we  have  named.  In  each,  the  twist  may  be  acute  and  immediately 
serious,  or  chronic  and  only  slowly  destructive.  How  is  this  to  be 
explained  ?  It  does  not  depend  upon  the  number  of  twists,  for  I  have 
seen  an  ovarian  pedicle  twisted  into  a  rope  by  five  or  six  full  turns  and 
no  dangerous  result  had  followed.  On  what  then  does  it  depend  ? 
On  the  amount  of  interference  with  the  circulation  produced  by  the  twist. 
If  the  pedicle  is  a  short  and  broad  one,  a  single  half  twist  may  totally 
and  at  once  arrest  the  circulation  in  it,  with  the  result  that  gangrene 
follows.  If  on  the  other  hand,  the  pedicle  is  long  and  narrow  and  lax, 
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many  twists  are  required  before  the  circulation  in  it  is  permanently 
or  seriously  affected.  Of  these  cases  it  may  be  said  that  the  last  is 
the  twist  responsible  for  the  mischief. 

I  feel  no  doubt  as  to  the  fact  that  ovarian  tumours  (what  is  true 
of  them  probably  applies  to  all  the  others)  may  have  serious  twists 
in  their  pedicles  spontaneously  undone,  for  I  have  found  evidence  at 
operations  of  recent  and  old  undone  twists  which  have  confirmed  a 
suggestive  history.  It  seems  to  me  probable  that  this  is  not  an 
infrequent  occurrence.  With  a  history  of  twelve  or  more  attacks  it  is 
not  uncommon  to  find  one  and  a  half  twists,  but  when  considerations 
as  to  the  treatment  are  at  stake,  these  are  fortunate  occurrences  that 
must  be  ignored. 

The  prognosis,  when  peritonitis  has  developed  and  septic  abscess 
followed,  becomes  grave  in  the  extreme,  as  it  invariably  is  for  the 
more  acute  cases. 

In  making  a  prognosis  for  patients  in  this  country  it  is  necessary 
to  add  that  the  gravity  of  the  prognosis  depends  upon  the  skill  of  the 
doctor  :  not  on  his  skill  as  an  operator,  but  in  diagnosis  and  prognosis, 
and  on  his  courage  and  wisdom  in  persuading  patients  to  accept 
his  decision  as  soon  as  he  has  given  it.  Any  instructed  surgeon 
can  operate  successfully  on  these  cases  under  reasonably  favourable 
conditions,  but  it  often  requires  knowledge  more  than  most  of  us 
possess  to  make  a  diagnosis  and  prognosis  without  fault. 
j,4Sj.._  Treatment. — If  the  nature  of  the  morbid  condition  has  been  made 
clear,  it  will  at  the  same  time  have  been  made  evident  that  the  only 
treatment  is  by  operation,  and  in  acute  cases  by  early  operation — the 
earliest  possible  operation. 

ILLUSTRATIVE    CASES. 
Ovarian  Cyst — History  of  Several  Attacks  of  Twist. 

Female,  age  44,  admitted  August  14,  1899.  The  patient  was  a  widow  ; 
she  usually  enjoyed  good  health.  Eight  months  before  admission  she  thought 
she  was  getting  very  stout.  On  one  occasion  she  had  a  sharp  pain  in  the 
left  side  of  abdomen  ;  there  was  no  vomiting  ;  it  got  well  after  thirty-six 
hours.  Three  months  later  she  had  another  attack  of  pain  more  severe 
than  before.  She  was  very  much  swollen  as  if  she  were  pregnant.  One 
week  before  admission,  when  getting  out  of  bed,  she  was  seized  with  a  sudden 
severe  pain  in  abdomen  ;  she  shivered,  perspired,  and  vomited.  The  pain 
got  worse  during  the  next  few  days,  and  her  abdomen  was  so  tender  that 
she  could  not  walk  or  allow  herself  to  be  touched.  At  the  operation  a  large 
ovarian  cyst  was  found  reaching  to  the  umbilicus,  the  surface  was  covered 
with  non-purulent  lymph,  and  there  were  some  adhesions.  The  pedicle  was 
twisted. 

Pregnancy — Four  Months — Ovarian  Cyst. 

A  young  woman.  The  patient  had  observed  no  definite  lump,  but 
thought  she  was  more  swollen  than  she  ought  to  be. 
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As  she  was  petting  out  <>!'  bed  in  the  early  morning  of  June  J-  she  was 
seized  with  a  severe  p;iin  in  the  right  side  and  the  hack,  and  commenced 
to  vomit  and  retch.  A  hypodermic  of  morphia  only  partially  relieved  the 
pain,  which  was  intense.  The  pain  never  entirely  ceased,  and  on  the  follow- 
ing day  there  were  signs  of  peritonitis.  When  1  saw  her  I  found  a  rounded 
cystic  swelling  the  size  of  a  foetal  head  in  the  right  iliac  fossa,  but  which 
could  be  moved  into  the  mid  line,  together  with  signs  of  peritonitis  and  four 
months  pregnancy.  Two  days  after  the  commencement  of  the  attack  I 
removed  a  congested  dermoid  tumour  of  the  ovary  of  the  right  side  with 
twisted  pedicle. 

Movable  Kidney — Twisted  Pedicle. 

Female,  age  27,  was  admitted  to  a  private  hospital  on  July  28,  1897. 

History. — Four  years  ago  the  patient  felt  an  aching  pain  in  the  lower 
part  of  the  right  side  of  her  abdomen,  which  at  first  was  not  severe,  but 
soon  became  worse  and  obliged  her  to  go  to  bed.  She  was  in  bed  under 
medical  care,  and  was  poulticed  for  two  or  three  days,  with  the  first  attack. 
After  this,  the  pain  recurred  every  two  or  three  weeks,  lasting  two  or  three 
days.  Two  doctors  who  examined  her  said  she  had  a  very  movable  kidney. 
During  the  last  three  weeks  her  bowels  had  been  constipated,  and  she  had 
frequent  desire  to  pass  water.  On  July  21  she  was  seized  with  sudden 
severe  pain  in  her  abdomen,  vomited  and  turned  faint.  The  pain  was  so 
severe  that  she  could  not  lie  still,  but  rolled  about  the  bed,  could  tolerate  no 
bedclothes  on  her,  and  screamed  loudly  enough  to  disturb  everyone  in  the 
neighbourhood.  From  this  time  the  pain  and  vomiting  continued,  the 
bowels  were  obstinately  confined,  and  her  whole  abdomen  swelled  and 
became  tender.  She  had  frequent  chills  and  profuse  perspirations,  and 
had  not  slept. 

She  had  been  married  four  years,  but  had  no  children. 

As  a  child  she  had  been  delicate',  and  at  fourteen  years  of  age  developed 
a,  marked  lateral  curvature  of  the  spine,  which  is  still  present. 

On  admission,  she  was  found  to  be  very  thin  and  ill-looking  ;  tongue 
dry  and  coated,  pulse  130,  temperature  100-8.° 

Her  urine  -had  a  specific  gravity  1016,  acid  reaction,  no  abnormal 
constituents. 

Examination  of  the  abdomen  showed  marked  swelling,  more  definite 
on  the  right  side  than  on  the  left.  The  most  prominent  point  was  between 
the  crest  of  the  ilium  and  the  umbilicus.  The  whole  abdominal  wall  was 
hard  from  rigidity  of  the  muscles.  A  large  swelling  extending  from  the 
midline  to  the  right  flank,  and  from  the  costal  margin  above,  to  Poupart's 
ligament  below,  was  found.  It  was  very  tender,  elastic,  and  dull  on  per- 
cussion over  the  bulk  of  it  (the  elastic  feel  gave  us  the  definite  impression 
of  a  tense  cyst). 

Operation  (July  28,  1897). — On  opening  the  abdomen,  intestines  and 
omentum  were  seen  adhering  to  a  tumour  lying  in  the  right  side  of  the 
abdomen  about  the  size  of  a  foetal  head.  Further  examination  showed  that 
this  tumour  was  retroperitoneal  and  cystic.  The  abdominal  cavity  was 
packed  off  and  the  tumour  was  enucleated.  In  doing  this  it  ruptured,  and  a 
large  quantity  of  blood-stained  fluid  escaped.  The  tumour  was  then 
recognized  as  a  dilated  kidney,  and  was  isolated.  An  attempt  was  made 
to  separate  the  pedicle  into  its  constituent  parts,  but  this  was  found  to  be 
impossible.  The  pedicle  was  as  thick  as  my  wrist,  matted  and  cedematous  ; 
it  was  clamped  in  forceps,  which  were  left  on. 
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The  specimen  was  an  enormously  distended  kidney  with  thickened 
rotten  walls.  The  distended  pelvis  was  lined  by  purulent  lymph. 

The  critical  condition  of  the  patient  did  not  allow  of  detailed  examina- 
tion of  the  pedicle,  but  all  present  at  the  operation  agreed  with  me  that  this 
was  a  case  of  hydronephrotic  movable  kidney  with  twisted  pedicle. 

Torsion  of  the  Omentum. 

Male,  age  41,  was  admitted  to  the  Royal  Infirmary,  Newcastle-on-Tyne, 
on  a  Tuesday,  complaining  of  pain  in  his  abdomen,  and  illness  of  four  days 
duration. 

History  of  Present  Illness. — On  Friday  last,  about  10  a.m.,  he  was  lifting 
heavy  boxes,  when  he  felt  pain  in  his  abdomen,  and  found  that  a  rupture, 
which  had  troubled  him  before,  was  down.  He  walked  home  with  difficulty. 
On  Saturday  his  doctor  partially  reduced  the  rupture,  but  the  pain  continued, 
his  bowels  were  not  opened,  and  no  wind  could  be  passed,  but  he  did  not 
vomit.  On  Sunday  night,  his  urine,  which  he  had  been  unable  to  pass  since 
the  attack  commenced  two  days  before,  was  drawn  off  by  catheter.  On 
Monday  he  felt  better,  but  at  night  the  pain  got  much  worse,  and  after  an 
enema  at  12  p.m.,  he  vomited.  At  9  a.m.  the  following  morning  (Tuesday, 
the  day  of  admission),  he  vomited  again  after  an  enema.  Neither  of  the 
enemata  produced  any  action  on  the  bowels. 

For  ten  years  he  had  a  left  inguinal  hernia,  which  occasioned  no  trouble 
till  lately,  when  he  has  had  pain  and  difficulty  in  reducing  it. 

On  admission  he  looked  ill,  was  pale  and  sweating,  with  a  pulse  of  104, 
and  a  normal  temperature. 

His  abdomen  was  distended  and  rigid  all  over,  but  particularly  at  the 
lower  part.  There  was  an  indefinite  swelling,  firm  and  tender,  extending 
up  from  the  left  inguinal  region  to  the  umbilicus.  Every  two  or  three 
minutes  there  were  exacerbations  of  pain,  and  a  hand  on  the  abdomen  felt 
occasional  intestinal  gurgling.  The  lower  quarter  of  the  abdomen  was  dull 
on  percussion.  There  were  no  signs  of  free  fluid  in  the  abdomen.  No  hernia 
was  present  in  the  scrotum,  but  a  large  hernial  sac  could  be  felt  there. 

The  diagnosis  made  was  reduction  en  masse,  peritonitis. 

Operation. — The  abdomen  was  opened  by  an  incision  extending  from 
the  external  inguinal  ring  to  the  anterior  superior  spine  of  the  ilium.  The 
inguinal  canal  was  occupied  by  a  large  dark-coloured  mass  of  omentum, 
which  was  attached  by  a  long  twisted  cord  to  the  bottom  of  the  hernial  sac 
low  in  the  scrotum.  On  drawing  down  the  omentum,  an  extraordinary 
state  of  affairs  was  apparent.  Nearly  the  whole  omentum  was  of  a  dark 
plum  colour,  as  if  on  the  point  of  gangrene,  and,  at  its  attachment  to  the 
transverse  colon,  was  twisted  into  a  tight  rope-like  structure.  This  was 
obviously  the  cause  of  the  symptoms  and  of  the  condition  of  the  omentum. 
The  twist  was  so  near  to  the  transverse  colon  that  care  had  to  be  exercised 
not  to  damage  the  gut  in  ligaturing  the  omentum.  After  the  omentum  had 
been  ligatured  in  many  portions  and  divided,  the  whole  of  the  involved 
part  was  removed.  The  mass  weighed  one  pound.  The  vessels  of  it 
throughout  were  thrombosed.  Some  blood-stained  fluid  escaped  from  the 
belly  when  the  omentum  was  withdrawn.  The  abdominal  wound  was 
quickly  closed,  as  the  patient's  condition  did  not  permit  of  further  pro- 
longation of  the  operation.  He  made  a  practically  uninterrupted  recovery^ 
and  left  the  Infirmary  in  a  fortnight. 
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MAJOR   ABDOMINAL    AND    PELVIC    OPERATIONS: 

A  RECORD  OF  WORK  FROM  THE  OLD  ROYAL  INFIRMARY, 

NEWCASTLE-ON-TYNE. 

(Edinburgh  Medical  Journal,  February,   1907.) 

Lack  of  time  and  the  rapid  chants  which  occurred  in  the  staff 
of  the  Royal  Infirmary  of  Newcastle  have  prevented  me  from  carrying 
out  my  intention  of  publishing  in  the  Edinburgh  Medical  Journal 
a  series  of  papers  which  I  had  commenced,  and  a  full  record  of 
my  surgical  work  during  1903.  As,  however,  the  chief  point  of  this 
record  was  to  draw  attention  to  the  results  obtainable  by  the  simplest 
and  most  antiseptic  methods,  i.e.,  the  use  of  strong  antiseptics  for 
everything  but  the  wound,  in  the  worst  possible  environment,  I  have 
asked  my  house  surgeon,  Dr.  Bulkeley,  to  prepare  statistics  of  the 
major  operations  performed  by  me  during  his  term  of  office  as  my 
house  surgeon  in  the  Royal  Infirmary,  Newcastle.  These  have  been 
verified  by  the  Surgical  Registrar,  Mr.  G.  Grey  Turner. 

So  far  as  I  can  judge,  the  only  serious  difficulty  arising  from  this 
old  building  was  the  frequent  occurrence  of  pneumonia  after,  or  even 
independent  of,  operation. 

The  record  is  that  of  my  last  house  surgeon  in  the  old  Royal 
Infirmary,  and  may  in  a  few  years  possess  some  historical  interest. 
For  more  than  one  month  of  his  term  of  office  (November,  1905,  to 
March,  1906)  I  was  not  on  duty.  The  statistics  therefore  refer  to  a 
period  of  less  than  five  months,  and  do  not  include  the  cases  of  my 
assistants,  wrho  do  most  of  the  emergency  work. 

APPENDICITIS. 

RECURRENT. — Twelve  cases. 

ACUTE  APPENDICITIS. — Four  cases. 

ABSCESS. — Ten  cases. 

Indications  for  Operation. — In  all  acute  cases,  with  urgent  pain, 
rigidity,  rise  in  pulse  and  temperature  (and  we  regard  a  steady  rise 
in  the  pulse-rate  as  the  most  important  of  these  indications),  the  sooner 
operation  is  done  the  better.  In  each  acute  case  operated  upon  the 
appendix  was  totally  gangrenous.  In  three  of  them  the  peritonitis 
was  localized.  These  patients  were  sent  in  early,  and  operated  upon 
at  once.  They  recovered. 


694  RUTHERFORD     MORISON 

The  following  are  the  notes  of  one  case  in  which  the  peritonitis 
was  general  :— 

F.,  age  16  ;    admitted  February  14,  1906. 

History. — Illness  of  four  days'  duration.  Commenced  with  severe 
abdominal  pain,  followed  by  vomiting. 

On  Admission. — Looked  ill,  but  not  dangerously  so.  Pulse,  136  ; 
temperature,  100°.  Abdomen  tense,  distended,  and  rigid.  Signs  of  free 
fluid  in  both  flanks.  I  broke  my  rule  "  never  to  operate  radically  on  a 
tense  distended  abdomen." 

Operation. — The  gangrenous  perforated  appendix  was  rapidly  excised, 
and  the  pelvis  gently  mopped  out.  Death  occurred  next  day. 

Post-mortem  examination  showed  general  peritonitis. 

Much  previous  experience  has  taught  us  that  such  a  peritonitis 
can  localize,  and  that  the  patient  can  recover ;  we  think  this  patient's 
chance  would  have  been  better  without  an  immediate  operation. 

Four  cases  ;    three  recovered. 

APPENDIX  ABSCESS  — Indications  for  operation. — Every  definite 
tender  lump  resulting  from  an  attack  of  appendicitis  is  regarded  as  an 
abscess,  and  an  indication  for  operation.  The  operation  performed 
was  that  described  by  me  in  the  Lancet  of  February  23,  1901.  A  long 
oblique  incision,  extending  from  the  back  of  the  iliocostal  space  behind 
to  the  outer  side  of  the  rectus  muscle  in  front,  opens  the  abdomen, 
allows  of  complete  inspection,  packing,  posterior  drainage,  and  the 
removal  of  the  appendix.  This  has  already  been  located  by  the 
relations  (shape  and  position)  of  the  abscess,  with  the  object  of 
removing  it,  an  important  aim  in  every  case.1 

In  nine  cases  the  appendix  was  removed,  and  the  abscess  was 
drained  by  gauze  and  tube. 

In  one  case  the  caecum  was  gangrenous,  and  the  patient  so  ill 
that  no  attempt  was  made  to  find  the  appendix. 

Ten  cases  ;    ten  recovered. 

RECURRENT  APPENDICITIS. — Indications. — To  excise  the  appendix 
after  or  at  the  commencement  of  a  second  attack  of  appendicitis,  or 
if  a  tender  nodule  remains  after  a  first  attack. 

Twelve  cases  ;    twelve  recovered. 

Total,  twenty-six  cases  ;   one  died. 

RADICAL  CURE  OF  HERNIA. 
INGUINAL. — Twenty-nine  cases. 
FEMORAL. — Two  cases. 
UMBILICAL. — One  case. 

Of  the  inguinal  cases,  one  was  strangulated. 
Thirty-two  cases  ;    thirty-two  recovered.   2 


1  Lancet,  London,  1903,  February  23. 

2  See  a  paper  on  "  Hernia,"  Edin.  Med.  Jour.,  1904,  March  and  April. 
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GALL-STONES. 

CHOLECYSTOTOMY  (emptying  and  immediate  closure  of  the  gall- 
bladder) was  done  in  two  cases. 

Indications. — Repeated  attacks  of  gall-stone  colic,  with  patent 
ducts  and  a  fairly  healthy  gall-bladder.  If  the  patency  of  the  ducts 
be  not  proved  by  the  free  escape  of  bile  into  the  gall-bladder  after 
incision,  normal  saline  (as  was  done  in  these  cases)  is  syringed  into 
the  gall-bladder,  from  which  it  escapes  through  the  cystic  duct,  if 
there  is  no  obstruction.  The  gall-bladder  opening  is  then  completely 
sutured,  and  the  hepatic  pouched  drained. 

Two  cases  ;    two  recovered. 1 

CHOLECYSTOSTOMY  (drainage  of  the  emptied  gall-bladder). 

Indications. — Inflammation,  without  destruction  of  gall-bladder. 
One  of  these  cases  is  of  special  interest,  as  it  was  complicated  by  sub- 
acute  pancreatitis. 

F.,  age  26  ;   admitted  March  10,  1906. 

History. — Admitted  complaining  of  '  gastric  ulcer.'  Married  woman, 
age  26.  Two  children  ;  youngest,  age  2.  Quite  well  up  to  five  years  ago. 
She  had  a  severe  pain  in  the  epigastrium,  which  went  through  to  the  back, 
between  the  shoulders.  It  made  her  shout,  vomit,  and  took  away  her 
breath.  The  pain  persisted  for  three  to  four  days,  followed  by  a  sore  feeling 
for  a  further  similar  period.  After  the  attack  was  over  she  got  well,  and 
was  able  to  do  her  work  as  usual.  Since  the  initial  attack,  similar  ones  had 
recurred  every  six  months  or  so,  the  last  being  three  days  prior  to  admission. 
Sometimes  the  pain  came  on  before,  sometimes  an  hour  after,  food.  Patient 
said  she  always  fainted  either  before  or  after  an  attack  ;  as  a  rule,  she  could 
eat  anything,  though  she  noticed  that  a  big  meal  of  pastry  or  vegetables 
brought  on  an  attack  ;  she  had  always  been  troubled  with  '  wind.' 

On  Admission.  A  well-nourished  woman.  Temperature,  97-8°  ;  pulse,  92. 
Tongue,  dry  and  furred.  Urine  acid,  sp.  gr.  1032.  No  albumin  ;  no  sugar. 

Local. — On  admission,  the  only  physical  sign  was  rigidity  of  the  upper 
part  of  the  right  rectus  muscle. 

Later. — In  the  position  of  the  gall-bladder  a  rounded  tender  swelling 
could  be  felt. 

Diagnosis. — Gall-stones,  with  acute  cholecystitis. 

Operation  (March  13,  1906). — Transverse  incision.  On  opening  the  belly, 
patches  of  necrosed  fat  were  seen  in  the  neighbourhood  of  the  head  of  the 
pancreas,  which  formed  a  large  rounded  swelling,  projecting  towards  the 
belly  wall.  A  hole  was  made  through  the  ascending  mesocolon  into  the 
inflamed  head  of  the  pancreas,  which  was  drained  with  iodoform  gauze. 
The  gall-bladder  was  fairly  normal  in  appearance,  but  contained  several 
stones,  large  and  small  ;  on  their  removal,  it  was  drained  by  a  tube.  No 
stone  in  the  common  duct. 

N.B. — Fat  necrosis  was  seen  on  omentum,  small  omentum,  over  stomach, 
in  mesocolon,  and  around  head  of  pancreas. 

April  4,  1906. — Uninterrupted  recovery.  Her  wound  healed  before 
going  home. 

1  For  fuller  explanation,  see  "  Gall-stones,"  Edin.  Med.  Jour.,  1905,  October. 
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Three  cases  ;    two  recovered  ;    one  died. 

The  patient  who  died  was  a  woman,  age  31,  admitted  on  November 

20,  1905. 

History. — Typical  attack  of  gall-stone  colic  (some  jaundice)  fourteen 
days  prior  to  admission.  Pain  eased  after  first  three  or  four  days. 

On  Admission. — Poor  general  condition.  Large  rounded  tender  mass 
in  gall-bladder  area.  Whole  belly  very  tender. 

Operation  (Nov.  21,  1905). — The  gall-bladder  was  found  to  be  distended 
with  purulent  contents  and  a  large  number  of  gall-stones,  and  it  was  drained. 
During  operation  it  was  noted  that  there  were  signs  of  old  tuberculous  disease 
in  the  abdomen. 

After-progress  was  entirely  satisfactory  till  December  4  (fifteen  days 
after  operation),  when  difficulty  in  taking  drink,  from  stiffness  of  the  jaw, 
was  complained  of.  Tetanus  developed,  and  on  December  10  (six  days 
later)  she  died. 

Post-mortem  Examination. — The  surgical  conditions  were  satisfactory. 
The  gall-bladder  had  so  far  recovered  that  the  normal  tessellated  appearance 
of  its  mucous  membrane  was  distinctly  seen.  There  were  old  caseating 
glands  from  the  iliac  arteries  to  the  diaphragm,  and  remnants  of  old 
peritoneal  adhesions. 

This  is  one  of  four  other  cases  of  tetanus  following  operation 
recently  in  this  district,  and,  so  far  as  I  know,  they  are  the  only 
examples  of  what  used  to  be  no  infrequent  occurrence.  On  November 

21,  1905,  I  operated  on  the  following  cases,  in  the  order  given,  and 
two   of  these   patients   developed  tetanus  ;     one  recovered,    and   one 
died  :- 

1.  Excision  of  Whole  of  Internal  Saphenous  Vein  for  Varix. — Recovery. 

2.  Excision  of  Uterus,   Tubes,   Ovaries,   and  Broad  Ligaments. — Septic. 
Recovery. 

3.  Mammary  Tumour. — Recovery. 

4.  Recurrent  Appendicitis. — Recovery. 

5.  Gall-stones,  Suppurating  Gall-bladder. — Death  from  tetanus. 

6.  Appendicitis,  Recurrent. — Recovery. 

7.  Acute  Appendix  Abscess. — Drainage  of  abscess,  excision  of  appendix. 
Tetanus  developed  ten  hours  later  than  in  Case  5.     Recovery. 

In  these  cases  we  have  good  reasons  for  believing,  as  I  hope  to 
show  in  a  later  paper,  that  the  tetanus  resulted  from  infected  catgut.* 

CHOLECYSTECTOMY  (removal  of  the  gall-bladder)  was  done  in  two 
cases.  One  recovered  ;  one  died. 

F.,  age  54  ;   admitted  March  5,  1906. 

*  The  catgut  remaining  was  sent  jor  bacteriological  examination. 
It  contained  a  living  organism  with  all  the  appearances  of  the  Tetanus 
bacilli.  Cultures  oj  it  were  not  successful,  and  because  it  could  not  be 
obtained  Jor  experimental  inoculation,  the  bacteriologist  refused  to  say 
it  was  certainly  Tetanus  bacilli. 
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History. — She  has  for  years  had  attacks  of  windy  spasms.  About  ten 
weeks  before  admission  had  sudden  acute  pain  in  the  area  of  the  gall-bladder, 
which  made  her  vomit  for  seven  or  eight  hours.  The  pain  was  above  the 
umbilicus,  and  reached  up  to  the  shoulder.  She  went  to  bed,  her  doctor 
gave  her  some  medicine,  and  the  pain  got  gradually  better.  A  week  later, 
and  again  a  fortnight  later,  patient  had  similar  attacks,  though  not  so  severe. 
Since  this  time  they  have  recurred  with  increasingly  shorter  intervals,  attended 
by  vomiting  for  five  or  six  hours.  The  vomit  lately  had  a  foul  smell.  She 
his  had  rigors.  Patient  had  severe  cramp  in  the  legs  during  the  first  attack. 
She  has  been  jaundiced,  and  has  lost  flesh  considerably. 

On  Admission. — She  looks  pale  and  anxious.  Temperature  normal  ; 
pulse,  92  ;  tongue  very  dry  ;  constipation. 

Local. — No  mass  is  felt.     Tenderness  is  present  in  the  gall-bladder  area. 

Operation  (May  7,  1906). — The  gall-bladder  is  in  a  state  of  hour-glass 
constriction.  A  small  ulcer  at  the  contraction  ring  ruptured  when  the 
bladder  was  raised.  The  gall-bladder  was  excised.  There  were  several 
small  stones,  and  many  large  plate-like  masses  of  cholesterin.  One  stone 
was  impacted  in  the  cystic  duct  ;  another  lay  in  the  fundus  of  the  gall- 
bladder. In  the  cavity  of  the  gall-bladder  there  were  bile,  mucus,  and  the 
debris  of  gall-stones.  Death  from  pneumonia.  No  necropsy. 

CHOLEDOCHOTOMY  (removal  of  stones  from  the  common  and 
hepatic  ducts). 

Three  cases  ;    three  recovered. 

Twelve  years  ago  I  published  a  paper.1  The  object  of  this  paper 
was  to  draw  attention  to  a  potential  space  between  the  liver  above 
and  the  transverse  colon  below,  and  to  show  that  the  gall-bladder  and 
bile-ducts  could  be  fully  exposed  and  thoroughly  drained  through  a 
transverse  incision  over  this  space.  It  has  surprised  me  much,  and 
the  more  as  time  passes,  that  surgeons  have  not  recognized  the 
advantage  of  this  route  over  the  usual  incision  through  the  right  rectus 
muscle.  If  the  diagnosis  of  gall-stones  is  definite,  I  like  no  other. 

STOMACH  OPERATIONS. 

GASTRO-EXTEROSTOMY. — The  chief  indications  for  this  operation 
are  chronic  gastric  ulcer.  In  three  patients  this  had  produced  hour- 
glass constriction  of  the  stomach.  In  all,  the  operations  were  done 
by  the  posterior  method  with  my  own  decalcified  bone  bobbin,  because 
this  apparatus  saves  me  time  and  trouble  and  has  given  results  as 
good  as  any  published. 

Nine  cases  ;   nine  recovered. 

One  of  the  cases  of  gastro-enterostomy  is  of  more  than  usual 
interest. 

Male,  age  48  ;   admitted  April  2,  1906. 

Twelve  months  before  began  to  have  epigastric  pain  and  an  uncom- 
fortable feeling  immediately  after  food.  Vomiting  gave  relief.  The  vomited 


1  '*  The  Anatomy  of  the  Right  Hypochondrium,  relating  especially  to  Opera- 
tions for  Gall-stones,"  Brit.  Med.  Jonr",  1894,  November  3. 
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matter  was  unchanged  food.  These  symptoms  had  continued.  He  had 
lost  2  stone  weight  in  twelve  months. 

On  admission,  he  was  an  emaciated,  very  feeble  man,  with  a  hard 
movable  lump  the  size  of  a  Tangerine  orange  in  the  pyloric  neighbourhood. 
A  definite  diagnosis  of  cancer  of  the  pylorus  was  made,  but  it  was  decided 
that  gastro-enterostomy  only  should  be  done ;  his  condition  was  so  bad  that 
he  would  obviously  tolerate  no  more  even  if  he  could  survive  that. 

Operation  (April  3,  1906). — Posterior  gastro-enterostomy  with  Mr. 
Morison's  button.  The  operation  demonstrated  a  firm  pyloric  tumour, 
which  every  one  present  agreed  with  Mr.  Morison  to  be  malignant.  There 
were  also  enlarged  glands  along  the  lesser  curvature  of  the  stomach.  He 
made  good  progress  after  the  operation,  and  left  the  infirmary  in  two  weeks. 
Readmitted  very  much  improved,  May  4,  1906,  for  pylorectomy.  Weight, 
8  st.  4  Ib. 

Second  Operation  (May  5,  1906). — On  opening  the  abdomen,  it  was  found 
that  the  entire  tumour  had  vanished,  and  the  abdomen  was  closed. 

July  26,  1906  (two  months  after  second  operation). — The  patient  came 
and  reported,  "  Can  eat  anything  at  any  hour."  Weight  9  st.  4  Ib. 

Sept.  1,  1906. — This  condition  is  maintained. 

Though  similar  cases  have  been  reported  by  several  surgeons, 
they  are  in  my  experience,  which  has  not  been  inconsiderable,  very 
rare,  and  it  is  usually  safe  to  say  that  a  definite  pyloric  tumour  in  a 
patient  over  40  is  due  to  malignant  growth.  A  still  more  difficult 
case  for  diagnosis  occurred  to  me  on  one  occasion.  The  pyloric  tumour 
was  surrounded  by  little  sago-grain  nodules,  and  though  I  did  not 
doubt  its  malignancy,  I  excised  a  gland  for  microscopic  examination. 
The  pathologist  reported  tubercle,  and  the  patient  was  cured  by 
gastro-enterostomy. 

STOMACH  CANCER. — Exploratory  operation  in  the  belief  that  the 
patient  was  suffering  from  gall-stones.  Death. 

Male,  age  37  ;   admitted  March  12,  1906,  complaining  of  '  gall-stones.' 

History. — Quite  fit  up  to  two  years  previously.  Had  an  acute  attack 
of  pain  starting  in  right  hypochondrium  and  running  round  the  abdomen. 
It  was  so  severe  as  to  make  him  shout,  vomit,  and  double  up.  He  has  never 
been  jaundiced. 

For  first  four  months  had  on  an  average  one  attack  weekly,  then  for 
three  months  he  had  daily  attacks,  and  was  also  in  bed  for  five  weeks.  After 
this  he  was  better,  and  put  on  weight.  Six  months  before  admission  the 
attacks  started  again,  four  months  before  they  became  very  frequent,  some- 
times seven  or  eight  in  one  day,  and  had  persisted  up  to  admission.  Four 
months  ago  he  passed  two  or  three  gall-stones  (about  the  size  of  the  tip  of 
the  small  finger).  Three  months  ago  he  passed  twenty-eight  stones.  One 
month  ago  he  passed  seventeen.  The  passage  of  stones  did  not  ease  his 
pain.  For  the  past  few  months  he  has  had  dyspepsia.  He  stated  that  he 
had  felt  a  hard  lump  in  the  right  hypochondrium.  His  motions  have  been 
clay-coloured  lately.  Perfect  health  previously.  Before  the  illness  he  took 
three  or  four  glasses  of  beer  daily  ;  no  whisky.  Father,  two  brothers,  and 
one  sister  died  of  '  consumption.' 

On  admission,  very  thin  ;  8  st.  6  Ib.  Pulse,  temperature,  urine  all 
normal.  Urea,  17  gr.  per  1  oz. 
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Local. — Tenderness  and  rigidity  over  gall-bladder  area.  No  mass 
palpable.  Liver  not  palpable.  No  stones  seen  by  x  rays. 

Operation. — Incision  over  the  gall-bladder.  This  and  the  ducts  were 
normal.  A  mass  and  probable  stricture  of  pylorus  were  felt.  The  first 
incision  stitched  up  and  second  made  from  the  ensiform  cartilage  to  tin- 
umbilicus.  The  stomach  was  small,  indurated  like  "  malignant  pancake," 
and  fixed  posteriorly.  There  were  numerous  nodules  in  the  mesentery  and 
in  the  lesser  sac.  Belly  closed  up. 

Microscopical  examination  of  a  piece  of  omentum  showed  "(list  UK  I 
infiltration  with  epithelial  cells." 

March  28,  1906. — Patient  has  never  been  well  since  operation  ;  hashad 
incessant  vomiting  and  uncontrollable  diarrhoea.  Death  sixteen  days  after 
operation. 

Necropsy. — Peritoneum  throughout  thick  and  waxy,  especially  in  pelvis. 
Mesentery  studded  with  small  nodules  of  growth.  Adhesions  of  small  gut 
all  over  ;  no  obstruction.  Stomach  small,  hard,  and  infiltrated,  especially 
so  about  the  middle  of  the  body,  where  an  old  ulcer  was  found  at  the  upper 
part  of  the  posterior  surface  ;  the  omentum  was  adherent  to  this  part  on 
its  outer  surface.  No  pyloric  stenosis.  Glands  on  the  aorta  were  involved. 
The  gall-bladder  and  ducts  were  normal. 

Microscopic  Report  of  Stomach. — "  Colloid  cancer." 

GASTROSTOMY. — Indication. — Stricture  of  the  oesophagus  advanced 
far  enough  to  prevent  sufficient  milk  and  eggs  being  swallowed 
to  maintain  the  body  weight.  If  the  patient  is  not  hungry  and  dying 
of  starvation,  no  satisfactory  result  will  follow  the  operation.  In 
each  case  the  stricture  was  malignant. 

Kader  Senn's  operation  (by  which  an  inverted  cone-shaped 
opening  is  made  in  the  stomach)  was  done  in  each  instance.  Three 
cases  ;  three  recovered. T 

ON  OVARIES  AND  UTERUS. 

OVARIOTOMY. — In  every  case  the  indication  was  a  large  cystic 
abdominal  tumour.  In  two  cases  the  tumour  was  strangulated  from 
twisted  pedicle.  In  one  a  four  months'  pregnancy  complicated  the 
condition.  This  patient,  as  rarely  happens,  aborted  after  the 
operation. 

One  case  is  of  interest  from  the  youth  of  the  patient  and  the  many 
suggestions  offered  as  to  diagnosis  and  the  microscopic  report. 

F.,  age  13,  schoolgirl  ;   admitted  April  28,  1906. 

History. — Patient  had  noticed  an  abdominal  swelling  since  January, 
1906.  It  began  on  left  side,  and  had  gradually  grown.  No  pain.  Patient 
had  never  menstruated. 

On  Admission. — Healthy-looking  girl.  Abdomen  distended  to  size  of  a 
full-time  pregnancy  by  a  nodulated  fluid  swelling.  No  abnormal  sound 
heard  over  tumour.  No  mammary  changes. 


1  One  of  these  patients  whose  stricture  was  opposite  the  cricoid  cartilage  died 
a  fortnight  later,  a  few  hours  after  the  removal  of  the  pharyngeal  growth,  the 
larynx,  and  the  thyroid  gland,  which  were  bound  together  in  an  infected  malignant 
growth. 
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Per  Vaginam. — The  vagina  easily  admitted  two  fingers.  The  cervix 
was  high  up,  conical,  and  hard.  Bimanually  under  an  anaesthetic,  uterus 
felt  separate  from  tumour. 

Operation  (May  1,  1906). — A  large  cyst  adherent  behind  to  peritoneum 
of  pelvis  behind  sigmoid  flexure,  and  springing  from  the  right  ovary,  was 
evacuated  and  removed.  Left  ovary  normal. 

Pathology. — Large  unilocular  cyst  9  in.  by  7  in.  It  contained  2  pints 
of  yellow  viscid  fluid,  which  coagulated  on  standing.  The  cyst  wall  was 
very  thick  and  cedematous,  and  presented  numerous  nodules  of  hard 
material. 

Microscopical  Report. — "  Appears  to  be  a  flbrifying  sarcoma." 

May  11,  1906.— Left  hospital,  healed. 

Six  cases  ;    six  recovered. 

Two  cases  of  large  malignant  DERMOID  CYSTS  OF  THE  OVARY  were 
operated  npon.  The  presence  of  extensive  adhesions  and  secondary 
deposits  on  the  peritoneum  made  radical  operation  useless.  After 
emptying  and  cleansing  the  cyst  cavity,  the  opening  was  closed  by 
purse-string  suture  and  the  tumour  was  returned  to  the  abdomen. 
Both  recovered. 

LARGE     BROAD  -  LIGAMENT     CYST     WITH     FIBROID     UTERUS.  - 
Enucleation  of  the  cyst  and  supravaginal  hysterectomy. 

Woman,  age  44  ;   admitted  January  28,  1906. 

History. — Married  twenty-five  years  ;    four  children,  youngest  13. 

She  was  quite  well  till  one  year  ago,  when  she  had  uterine  haemorrhage 
persistently  for  three  months.  She  then  continued  well  till  two  months 
before  admission,  when  haemorrhage  returned.  For  three  weeks  heavy  and 
continuous  haemorrhage  has  persisted. 

On  Admission.  —  She  was  blanched  from  continuous  loss  of  blood. 
Pulse  varied  from  110  to  150,  and  could  not  be  felt  at  times.  Next  day 
she  had  considerably  improved.  Her  abdomen  was  distended  by  a  large 
cystic  swelling  the  size  of  a  full-time  pregnancy. 

Per  Vaginam. — A  large  cystic  swelling  bulged  down  into  the  left  fornix  ; 
cervix  large  ;  hard  uterus  to  right  side  of  the  tumour. 

Operation. — A  large  broad -ligament  cyst  was  enucleated  from  the  left 
side.  A  large  hard  uterus  with  the  right  tube  and  ovary  were  removed  by 
supravaginal  hysterectomy.  Oozing  from  the  bed  of  the  cyst  was  arrested 
by  gauze  packing,  one  end  of  which  was  brought  out  through  an  opening  in 
the  posterior  vaginal  wall.  The  operation  appeared  to  produce  no  shock 
or  any  change  in  her  condition.  Died  suddenly  the  same  night. 

Post-mortem  examination  showed  no  haemorrhage  or  other  cause  of 
death  beyond  fatty  liver  and  kidneys. 

One  case ;    one  died. 

ECTOPIC  GESTATION. — We  now  recognize,  clinically,  two  classes 
of  case — (1)  The  rarest  and  most  fatal,  in  which  serious  symptoms 
suddenly  develop  without  any  warning.  (2)  The  classical  variety, 
with  a  history  of  missed  menstruation,  pain,  a  supposed  miscarriage, 
sudden  development  of  serious  symptoms,  and  a  pelvic  tumour. 

In  the  first,  rupture  of  the  tube  has  occurred,  generally  close  to 
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the  uterus,  often  too  early  in  the  pregnancy  to  allow  of  a  missed  period. 
and  the  abdomen  rapidly  fills  with  blood.  In  such  a  case,  the  only 
symptoms  may  be,  sudden  pain,  usually  abdominal  but  indefinitely 
located  (in  one  of  my  cases  it  was  referred  to  the  epigastrium,  in 
another  to  the  heart),  followed  by  marked  pallor.  si«ri,s  of  free  fluid 
in  the  abdomen,  and  profound  collapse.  Immediate  operation 
accompanied  by  intravenous  transfusion  is  then  indicated. 

One  case  was  of  this  variety,  three  of  the  more  slow  and  well- 
recognized  type. 

Four  cases;    four  recovered. 

PREGNANCY  IN  ONE  HORN  OF  A  BICORNATE  UTERUS. — The  above 
name  is  given  to  what,  so  far  as  I  know,  is  a  unique  case. 

Female,  age  32  ;    admitted  November  3,  1905. 

History. — Marriage  five  years  ago  ;  miscarriage  four  years  ago.  A 
child  was  born  after  prolonged  labour  two  years  ago.  Menstruation  ceased, 
and  she  thought  herself  piegnant  at  the  end  of  March  last  (1904).  From 
this  time  her  abdomen  increased  in  size  up  to  August,  and  her  breasts  grew 
larger.  In  the  beginning  of  August  (five  months)  she  '  quickened.'  Just 
after  this  she  had  pain  in  the  back  and  left  leg,  which  came  on  suddenly  and 
made  her  feel  sick.  She  thought  labour  was  coming  on,  and  sent  for  a 
doctor.  There  was  no  haemorrhage  at  that  time,  but  a  few  days  later  a 
'  flooding  '  came  on.  From  this  time  there  had  been  pain  every  afternoon 
and  evening,  and  some  haemorrhage.  The  abdomen  diminished  in  size 
after  this,  and  so  did  the  breasts.  There  was  nothing  extraordinary  in  the 
progress  of  the  pregnancy  before  August. 

From  the  history  a  diagnosis  of  ectopic  gestation  with  death  of  the 
foetus  seemed  probable.  Physical  examination  gave  the  signs  of  an  ovarian 
tumour  with  a  long  pedicle. 

Operation  (November  9,  1905). — On  opening  the  abdomen  the  tumour 
was  seen  to  be  the  colour  of  a  uterine  fibroid.  It  had  a  long  pedicle,  and 
was  easily  drawn  out  of  the  abdomen.  Its  appearance,  position,  and 
relations  to  the  uterus  and  broad  ligament  led  to  the  conclusion  that  it 
was  an  ovarian  fibroid.  What  appeared  to  be  a  long  Fallopian  tube  led 
from  the  lower  pole  of  the  tumour  to  the  left  cornu  of  the  uterus,  which 
appeared  of  normal  size  and  shape.  The  pedicle  was  ligatured  with  catgut, 
and  the  tumour  removed  by  the  ordinary  method  for  ovarian  tumours. 
Section  of  the  tumour  was  a  surprise,  for  it  revealed  in  its  interior  a  mummified 
foetus  of  about  five  months'  gestation.  More  careful  examination  showed 
that  the  tumour  measured  from  pole  to  pole  5  in.  The  breadth  at  its  widest 
was  3  in.,  transverse  circumference  9|  in.,  longitudinal  circumference  12  in. 
The  wall  of  the  tumour  was  thick,  and  had  the  appearance  that  might  be 
expected  in  the  wall  of  a  uterus  under  similar  circumstances.  The  normal 
ovary  and  Fallopian  tube  were  separate  from  but  attached  by  a  pedicle  to 
the  upper  pole  of  the  tumour  ;  and  both  the  Fallopian  tube  and  the  ovarian 
ligament,  which  formed  this  pedicle,  ended  there.  The  tube  which  connected 
the  tumour  to  the  uterus  was  no  larger,  but  thicker,  than  an  ordinary 
Fallopian  tube.  Recovery. 

PYOSALPINX.  —  Indications. — Definite  tubal  swellings  or  the 
indications  (peritonitis  and  haemorrhage)  of  active  and  urgent  mischief 
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are  the  only  trustworthy  evidences  of  the  need  for  operation.  The 
majority  and  nearly  all  chronic  cases  recover  with  time,  rest,  and 
mercury  internally.  Some  patients  present  such  urgent  symptoms 
that  they  are  admitted  as  abdominal  emergencies,  and  are  sent  for 
immediate  operation  with  a  diagnosis  of  ruptured  ectopic  gestation 
or  leaking  gastric  ulcer.  In  one  such  case  of  this  series,  in  which  I 
confirmed  the  mistaken  diagnosis,  operation  showed  a  large  acute 
leaking  pyosalpinx  and  pelvic  peritonitis.  The  less  acute  cases 
resemble  other  conditions  that  cause  localized  pelvic  swellings  com- 
plicated by  active  pelvic  peritonitis,  and  often  so  closely  as  to  be 
indistinguishable  by  the  most  careful  and  skilful  diagnostician. 
Excluding  pelvic  appendicitis,  which  should  never  be  forgotten,  these 
are :  leaking  ectopic  gestation,  small  inflamed  ovarian  cysts,  and 
pelvic  tubercle. 

My  rules  as  to  the  operation  to  be  performed  for  pyosalpinx  are  : 

1.  When  both  tubes  and  the  uterus  are  infected  (uterus  enlarged, 
firm,  and  adherent),  removal  of  the  uterus  and  appendages  by  supra- 
vaginal  hysterectomy.     If  the  uterus  is  not  removed  in  these  cases, 
the  haemorrhage  and  pain  are  apt  to  continue  in  spite  of  the  fact  that 
tubes  and  ovaries  are  gone  ;    and  the  experience  of  having  had  to 
perform  hysterectomy  secondarily  on  several  occasions  for  this  cause 
appears  to  me  good  reason  for  this  view.     The  method  of  Howard 
Kelly,  by  splitting  the  uterus,  cutting  transversely,  and  turning  each 
half  with  the  broad  ligament  upwards  and  outwards  from  below,  is 
an  invaluable  addition  to  pelvic   surgery. 

2.  If  the  uterus  is  not  badly  infected,  especially  in  the  case  of 
young  women,  removal  of  the  diseased  tubes  alone  is  the  operation  of 
election. 

Drainage  is  necessary  in  cases  where  pus  has  leaked  into  the  pelvis, 
where  intestine  is  damaged,  and  in  septic  as  apart  from  gonorrhoeal 
cases.  In  doubtful  cases,  or  in  those  where  all  oozing  cannot  be 
arrested,  I  always  pack  and  drain,  on  the  principle  that  as  little  as 
possible  should  be  left  to  chance. 

Two  cases  ;   two  recoveries. 

OOPHORECTOMY. — Indications. — This  was  done  for  mammary 
cancer  according  to  Beatson's  suggestions.  No  one  who  has  watched 
the  effects  of  this  operation  in  a  series  of  cases  can  doubt  that  in  some 
it  produces  a  marvellous  change  for  the  better.  No  cure  has  occurred 
in  my  experience,  but  in  several  cases  marked  arrest  of  the  disease 
and  atrophy  of  the  breast  tumours  has  followed  this  operation.  In 
one  case  of  this  series  the  operation  wras  performed  on  a  woman  still 
menstruating,  for  advanced  and  inoperable  cancer.1  In  two  cases 

1  Dec.  12,  1906. — It  is  nine  months  since  the  operation,  and  the  primary 
growth  and  enlarged  axillary  and  neck  glands  are  still  shrinking.  Her  general 
condition  is  excellent. 
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(exceptionally  young  women,  26  and  34  years  of  age)  it  was  performed 
for  cancer  ten  days  after  complete  removal  of  the  breast  by  Halsted's 
method,  as  a  possible  preventive  of  return  of  the  disease,  which  in 
such  young  subjects  was  to  be  expected  early  under  ordinary 
circumstances. 

Three  cases  ;    three  recoveries. 

UTERINE  FIBROIDS. — In  addition  to  the  usual  indications  for 
operation  —  namely,  haemorrhage,  pressure  symptoms,  and  rapid 
growth, — it  is  important  to  remember  that  persistent  pain  is  a  serious 
symptom,  and  does  not  occur  in  uncomplicated  fibroids. 

Supravaginal  hysterectomy  was  performed  in  every  case,  though 
in  one  instance  the  tumour  was  a  cervical  one  6  in.  in  diameter. 

In  the  cervical  fibroid  the  fundus  of  the  uterus,  perched  upon 
the  abdominal  aspect  of  the  tumour,  was  divided  down  its  centre 
well  into  the  tumour.  The  tumour  was  then  enucleated,  and  the  two 
halves  of  the  body  of  the  uterus  were  excised  by  transverse  division 
of  the  cervix  from  the  centre  outwards.  By  this  method,  which  I 
have  practised  during  the  last  seven  years,  and  have  described  for 
insertion  in  an  early  number  of  the  Lancet,  cervical  fibroids  can  be 
removed  with  ease  and  safety.  In  the  great  majority  of  cases  I 
remove  both  ovaries.  Patients  with  fibroids  or  other  pelvic  troubles 
who  have  been  ill  enough  to  require  operation  do  not  make  serious 
complaint  of  the  symptoms  described  as  consequent  on  removal  of 
the  ovaries. 

Seven  cases  ;    seven  recoveries. 

CANCER  OF  THE  UTERUS. — One  case  of  cancer  of  the  cervix  was 
operated  on  by  vaginal  hysterectomy.  The  broad  ligaments  were 
secured  in  clamp  forceps  (haemostatic  forceps  do  as  well  as  any  other 
form,  but  many  are  required).  A  strand  of  iodoform  gauze  was  left 
reaching  from  the  pouch  of  Douglas  into  the  vagina.  The  forceps 
were  removed  in  forty-eight  hours,  the  gauze  on  the  fifth  day  (after 
the  bowels  had  been  moved).  Until  the  gauze  was  taken  out,  all 
urine  was  passed  through  a  catheter.  No  further  after-treatment  was 
needful.  This  is  my  usual  routine. 

One  case  ;    one  recovery. 

VENTRO-SUSPENSION  OF  THE  UTERUS. — The  indications  were 
uterine  prolapse,  and  a  fixed,  tender,  enlarged,  and  retroflected  fundus. 
In  addition,  for  the  prolapse  cases,  perineorrhaphy  and  anterior  and 
posterior  colporrhaphy  were  done  at  the  same  time  ;  in  the  retro- 
flexion  case  the  cavity  of  the  uterus  was  curetted  and  drained  by 
iodoform  gauze. 

Prolapse,  two  cases  ;    retroflexion,  one  case  ;    three  recoveries. 
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ON  INTESTINES. 

INTESTINAL  OBSTRUCTION.1 
ACUTE  OBSTRUCTION. 

A  man,  age  22,  was  admitted  on  March  25,  1906,  very  ill,  with  a  history 
of  six  days'  pain  and  vomiting.  His  abdomen  was  greatly  distended  and 
tense.  Immediate  enterostomy  with  local  anaesthesia  (eucaine)  and  Paul's 
tube.2 

One  case  ;    one  recovery. 

RECURRING  ATTACKS  OF  ABDOMINAL  PAIN  DUE  TO  OBSTRUCTION 
OR  TORSION  OF  AN  INTESTINAL  TUMOUR.  MECKEL'S  (?). 

M.,  age  51  ;   admitted  February  2,  1906. 

History. — Perfectly  well  up  to  fourteen  days  before  admission.  (1)  He 
awoke  at  1  a.m.  with  a  sudden  violent  pain  across  the  abdomen,  making  him 
groan.  (2)  Shortly  after  this,  vomiting,  which  lasted  for  hours,  ensued  (the 
character  of  the  vomited  matter  is  not  known).  His  bowels  were  opened 
on  the  night  before.  Next  morning  he  sent  for  a  doctor,  who  found  a  lump 
in  his  right  iliac  region.  Next  night  he  had  some  return  of  pain,  and  for 
several  days  he  was  very  sore.  His  bowels  were  always  regular  until  after 
this  attack,  when  he  had  to  take  several  doses  of  oil.  He  had  a  good  appetite, 
but  had  lost  weight  during  the  past  few  months. 

On  Admission. — He  was  a  fairly  healthy  looking  man,  with  a  rather 
lax  and  pendulous  abdomen.  When  first  admitted  a  hard  rounded  nodular 
mass  was  felt  in  the  right  iliac  fossa  ;  it  could  be  moved  about  freely,  down 
into  the  pelvis,  over  into  left  .iliac  fossa,  and  upwards  into  epigastrium. 
No  signs  of  free  fluid  were  present.  Nothing  definite  was  made  out  per 
rectum.  On  examination  later,  when  the  tumour  could  not  be  found  in  the 
abdomen,  it  was  discovered  per  rectum  lying  in  the  rectovesical  pouch, 
and  could  be  fixed  between  the  hands  bimanually. 

Operation,  (Feb.  5,  1906). — A  median  incision  was  made  below  umbilicus. 
The  tumour  was  pulled  out  of  the  pelvis,  and  found  to  arise  from  small 
intestine,  but  not  within  3  ft.  of  the  ileocaecal  valve.  The  bowel  was  clamped 
above  and  below,  and  the  growth  removed  with  2  in.  of  gut.  End-to-end 
anastomosis  was  performed  by  Murphy's  button.  No  evidence  of  intestinal 
obstruction,  no  fluid  in  the  belly,  nor  other  growths  were  seen. 

Pathology. — A  large  lobulated,  partly  solid,  partly  cystic,  tumour,  of  a 
dark  violet-red  colour,  with  yellow  patches  on  it  (like  an  ovarian  cyst  with 
twisted  pedicle),  was  found  growing  from  the  small  gut  (probably  jejunum, 
since  there  were  many  valvular  conniventes),  and  attached  by  a  pedicle  at 
its  free  border  ;  large  vessels  passed  from  the  mesentery  round  the  gut  to 
reach  the  tumour,  as  occurs  in  Meckel's  diverticulum.  On  opening  the  gut 
a  rounded  depression  was  found  opposite  the  origin  of  the  pedicle,  which 
held  the  tip  of  a  little  finger.  The  floor  of  the  depression  (which  was  covered 
with  valvulae  conniventes)  was  very  thin,  and  the  growth  could  be  seen 
shining  through.  The  whole  tumour  looked  as  if  it  had  grown  subperitoneally . 
The  cyst  contained  blood.  Weight,  11|  oz.  ;  circumference,  10£  in. 


1  For  my  views  on  this  important  subject,  see  Edin.  Med.  Jour.,  1904,  July- 
August. 

2  Three  months  later  the  abdomen  was  opened,  and  the  obstruction  was  found 
to  have  resulted  from  bands  due  to  old  localized  tubercle.     These  were  divided,  and 
the  fir-cal  listula  excised.     Recovery. 
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Report  of  the  Main  Part  of  Tumour.  —  "  Spindle-c<  l!«l 
sarcoma,  with  marked  myxomatous  degeneration  in  places. 

On  resection  of  the  small  intestine,  there  was  a  dense  opaque  area  like 
a  scar  under  the  peritoneum  and  involving  it,  at  the  origin  of  the  tumour. 
This  made  me  suggest  that  the  attack  of  pain  was  probably  due  to  twisting 
of  the  pedicle  of  the  tumour. 

Microscopical  Report  on  the  Scar-like  Patch.  —  "  This  is  probably  an 
early  infiltration."  Recovery.* 

In  one  case  of  chronic  obstruction  a  lateral  anastomosis  was 
made  between  the  ileum  and  transverse  colon. 

M.,  age  15  ;    admitted  November  10,  1905. 

History.  —  Admitted  complaining  of  diarrhoea,  colicky  pain,  and 
rumblings.  Two  years  ago  he  had  an  attack  of  stomach  pain,  vomiting,  and 
diarrhoea,  and  during  the  past  year  every  fourth  week  similar  attacks 
occurred,  which  lasted  for  seven  days.  For  the  past  six  months  there  had 
been  in  addition  loud  belly  rumblings,  which  could  be  heard  in  the  next 
room.  Between  these  attacks  he  was  wonderfully  well. 

Is  a  seven-months  child  ;  he  did  not  walk  until  the  age  of  4  ;  when 
4  years  old  had  '  glands  in  the  bowels  '  ;  has  always  suffered  from  belly 
pain  after  food,  and  diarrhoea.  FW  two  years  between  ages  of  6  and  8  he 
had  epileptiform  fits  at  intervals  of  two  or  three  months,  but  has  had  none 
since.  Fifteen  months  ago  was  in  South  Shields  Infirmary  for  4  consumption 
of  the  glands  of  the  bowels  '  (no  operation).  One  year  ago  was  in  Sunderland 
Eye  Infirmary  for  three  weeks  suffering  from  4  ulcer  '  of  the  left  eye. 
Family  history  good. 

On  Admission.  —  Looked  healthy,  but  very  thin.  Heart  sounds,  chest, 
temperature,  and  pulse  all  normal. 

Local.  —  His  belly  was  slightly  distended  and  resonant  except  in  right 
iliac  fossa.  No  pain,  tenderness,  or  mass  was  made  out.  Very  markedly 
exaggerated  peristaltic  movements,  starting  in  the  left  side  of  the  lower 
abdomen,  passed  across  to  the  right,  where  they  terminated  in  the  region  of 
the  caecum. 

Diagnosis.  —  Stricture  of  ileocaecal  valve,  probably  tuberculous. 

Operation.  —  A  7-in.  oblique  incision  was  made  over  the  caecum.  The 
mesenteric  glands  were  enlarged.  The  lower  10  in.  of  ileum  were  distended 
and  hypertrophied  (apparently  2  in.  in  diameter).  The  ileocaecal  ring  was 
constricted  ;  on  the  outside  of  this  the  peritoneum  was  roughened,  reddened, 
and  covered  with  large  tubercles.  The  rest  of  the  gut  that  was  seen 
appeared  normal.  Glands  extended  up  to  the  root  of  the  mesentery  ;  those 
nearest  the  disease  were  distinctly  caseous.  Lateral  anastomosis  between 
the  ileum  (just  above  diseased  portion)  and  ascending  colon  by  the  Morison 
decalcified  button.  Recovery. 

RECTAL  CANCER.  —  Two  cases  of  cancer  of  the  rectum,  of  con- 
siderable standing,  had  invaded  the  surrounding  structures,  and 
caused  intestinal  obstruction.  Both  had  been  treated  for  months  as 
'  diarrhoea  and  piles.'  The  need  for  examination  of  the  rectum  in  cases 
of  '  diarrhoea  complicated  by  piles  or  sciatica  '  cannot  be  too  strongly 
impressed  upon  students,  and  the  importance  of  rectal  examination 

*  This  patient  died  three  years  later  with  multiple  growths  in  his 
abdomen  and  'a  cough.' 

A  45 
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has  become  even  more  pressing  since  radical  operations  for  cancer 
have  been  attended  by  such  a  measure  of  success  during  late  years. 

Colostomy  was  done  in  both  to  relieve  the  obstructive  symptoms. 
I  am  very  chary  about  accepting  any  other  indication  for  this 
operation. 

One  case,  also  advanced,  but  not  beyond  hope  of  radical  cure, 
was  treated  by  excision  of  the  whole  rectum,  coccyx,  a  part  of  the 
sacrum,  and  the  formation  of  a  sacral  anus. 

Three  cases  ;    three  recoveries. 

EXCISION  OF  MALIGNANT  GLANDS  SECONDARY  TO  CANCER  OF 
SIGMOID. — A  year  previously  I  had  excised  the  sigmoid  flexure  and 
mesocolon  for  an  advanced  malignant  growth,  and  the  patient  returned, 
in  excellent  condition,  to  see  if  anything  could  be  done  to  close  the 
artificial  anus.  On  opening  the  abdomen  (March  20,  1905)  with  this 
object,  I  found  further  involvement  of  the  meseriteric  glands,  and 
removed  them  by  so  extensive  an  operation  that  I  was  unable  to 
attempt  the  cure  of  the  artificial  anus  at  the  same  time.  Recovery. x 

INTRA-ABDOMINAL  ABSCESS;  INTESTINAL  OBSTRUCTION.— 

Boy,  age  8  ;  admitted  December  12,  1905.  For  three  weeks  he  had 
acute  abdominal  trouble,  pain  and  vomiting. 

On  Admission. — There  was  a  rounded  swelling  the  size  of  an  orange  to 
the  right  of  the  umbilicus,  under  the  rectus  muscle. 

Operation  (Dec.  5,  1905). — An  incision  through  rectus  muscle  discovered 
a  large  abscess  covered  by  omentum.  This  was  evacuated  and  drained. 
Death,  with  symptoms  of  intestinal  obstruction,  twenty-four  hours  later. 

Post-mortem  showed  intestinal  obstruction  to  be  due  to  matting  together 
of  coils  of  small  intestine.  The  mesentery  of  the  small  intestine  was  every- 
where studded  with  enlarged  tuberculous  glands,  many  of  them  calcareous. 
The  abscess  was  apparently  due  to  suppuration,  rupture,  and  localization 
by  omentum  of  one  of  these.  There  was  no  disease  of  the  intestines  or  of 
the  vermiform  appendix.  Except  locally,  there  was  no  peritonitis. 

N.B. — The  boy  had  '  never  ailed  '  before  his  present  illness,  and  had 
looked  exceptionally  healthy.  Death. 

ILIO-PSOAS  ABSCESS. — I  have  included  these  cases  because  my 
operation  brings  them  into  the  list  of  abdominal  operations.  The 
principle  of  the  operation  is  to  expose  to  sight  every  part  of  the  abscess 
cavity.  For  this  purpose  a  long  incision  is  necessary.  It  extends 
obliquely  from  the  outer  edge  of  the  quadratus  lumborum  behind  to 
the  outer  edge  of  the  rectus  muscle  in  front,  along  the  nerve  track. 
The  abdominal  muscles  are  divided  down  to  the  transversalis  fascia, 
which  is  then  separated  from  the  iliac  crest.  On  drawing  this  up- 
wards and  inwards  with  the  underlying  peritoneum  and  intestines, 
the  hinder  part  of  the  abscess  is  exposed  and  opened  by  tearing  widely 

1  Died,  probable  recurrence,  9th  October,  1906. 
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through  the  iliopsoas  fascia.  The  cavity  of  the  abscess  is  thoroughly 
cleansed  with  irrigation  and  curetting,  thoroughly  dried  with  gauze 
mops,  and  the  bone  focus  in  the  spine  is  exposed,  if  possible,  and 
curetted.  (This  was  possible  in  these  cases  because  the  disease  was 
at  the  dorso-lumbar  junction.)  The  bone  cavity  is  packed  with  iodo- 
form  paste.1  The  whole  wound  is  carefully  closed  by  buried  sutures  of 
catgut.  After-treatment  directed  to  the  general  condition  and  rest  of  the 
spine  are  needful.  I  have  done  this  operation  for  the  last  ten  years, 
with  no  mortality  due  to  the  operation,  and  very  satisfactory  results. 
Two  cases  ;  two  recoveries. 

ON  KIDNEYS. 

NEPHRECTOMY. — The  indication  in  these  cases  was  the  presence 
of  a  large  and  dangerous  kidney  swelling.  It  may  still  be  useful, 
though  it  has  become  common  knowledge,  to  emphasize  the  need  for 
careful  examination  of  the  urine  from  each  kidney,  and  of  cystoscopic 
examination  before  excising  a  kidney.  The  lesson  has  been  painfully 
impressed  upon  me,  because  on  two  occasions  within  the  last  ten  years 
I  have  removed  the  only  functional  kidney  for  pyoiiephrosis.  In  one 
of  these  cases  the  patient  was  too  ill  to  allow  of  abdominal  exploration, 
and  instead  of  draining  the  kidney,  as  I  ought  to  have  done  in  the 
circumstances,  I  excised  it.  She  died  some  days  later  from  uraemia. 

Post-mortem  showed  that  the  left  (remaining)  kidney  had  been 
destroyed  years  before  by  tubercle. 

In  the  second  case  the  patient's  condition  allowed  of  exploration 
of  the  opposite  kidney.  It  appeared  to  be  of  normal  size  and  shape, 
but  felt  softer  than  natural  (and  this  I  remarked  to  my  assistant  at 
the  time,  though  not  attaching  sufficient  importance  to  it).  The 
destruction  of  the  enlarged  and  diseased  kidney  by  suppurating  hydro- 
nephrosis  seemed  to  be  so  complete  that  I  removed  it.  The  same 
sequence  of  events,  good  recovery  from  the  operation,  but  complete 
anuria,  as  in  the  first  case,  followed  by  death.  The  kidney  excised 
had  a  stricture  at  the  upper  end  of  its  ureter.  The  opposite  kidney 
was  entirely  destroyed  by  gummatous  deposits,  the  result  of  old 
syphilis,  but  still  retained  its  normal  shape  and  size,  as  if  it  had  been 
stuffed  with  gummatous  matter. 

The  notes  of  the  present  cases  are  : — 

CASE  1. — Female,  age  36  ;  admitted  January  10,  1906.  Twenty- four 
years  before,  patient  began  to  have  severe  attacks  of  pain  in  her  right  side. 
These  attacks  lasted  for  twelve  years.  Four  years  before,  shortly  after  a 
confinement,  she  was  jaundiced  for  a  month.  Six  months  before,  aching 
pain  commenced  in  the  right  loin.  At  the  same  time  she  vomited  about  a 

1  lodoform  powder  made  into  a  stiff  paste  by  mixing  with  watery  solution  of 
hyd.  perch.  1-1000. 
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quarter  of  an  hour  after  taking  food.  These  symptoms  continued  for  five 
months.  Shortly  after  the  onset  of  pain  a  swelling  appeared  for  the  first 
time  in  the  right  side.  She  did  not  think  it  was  increasing  in  size.  She 
had  noticed  her  water  very  thick.  She  thought  she  had  got  thinner. 

On  Admission. — She  was  a  healthy  looking  woman  with  a  normal 
temperature.  There  was  a  tumour  in  the  right  renal  region  the  size  of  a 
foetal  head. 

Per  Vaginam. — The  right  ureter  was  considerably  thickened,  and 
pressure  on  it  caused  an  urgent  desire  to  micturate.  The  urine,  on  standing, 
showed  a  thick,  purulent  sediment  ;  (by  segregator) — that  from  the  right 
kidney  was  opaque  from  pus,  and  contained  1  gr.  of  urea  per  ounce  ;  that 
from  the  left  was  perfectly  clear,  and  contained  8  gr.  of  urea  per  ounce. 

Operation  (Jan.  16,  1906).— Nephrectomy.  The  kidney  measured  5|  in. 
by  4|  in.,  was  generally  distended  by  pus,  each  calix  being  separately 
involved.  Very  little  normal  kidney  tissue  remained.  A  large  uric-acid 
branched  calculus  filled  the  pelvis. 

CASE  2. — Male,  age  38  ;  admitted  December  27,  1906.  Eight  years 
before,  he  had  a  sharp  pain  in  his  belly,  travelling  down  to  both  groins. 
Seven  weeks  before,  he  had  pains  in  the  back.  Six  weeks  before,  he  felt  ill, 
and  had  night  sweats.  Four  weeks  before,  he  felt  a  lump  in  his  right  side. 
Three  weeks  before,  he  had  frequency  of  micturition  and  pain  just  before  the 
act,  and  passed  small  quantities  of  foul  urine.'  For  years  he  had  noticed  a 
white  urinary  deposit,  but  had  never  seen  blood. 

On  Admission. — A  thin,  ill-looking  man.  Pulse  and  temperature 
normal.  Urine  alkaline  ;  sp.  gr.,  1015.  Albumin  and  pus  were  present. 
Urea  average,  250  gr.  per  day.  No  tubercle  bacilli  were  found.  Examina- 
tion of  the  bladder  was  attempted  on  two  occasions,  but  bleeding  was  so 
readily  produced  that  the  results  were  negative.  The  abdomen  was  distended 
by  a  cystic  swelling  the  size  of  a  seven-month  pregnancy,  occupying  the 
right  kidney  region. 

Operation  (Jan.  6,  1906). — The  opposite  kidney  was  first  felt  through 
an  anterior  incision.  The  swelling  was  incised,  and  found  to  contain  non- 
smelling  pus  in  large  quantity  ;  after  evacuation  of  its  contents,  and  clamp- 
ing the  opening,  the  kidney  with  the  thickened  upper  half  of  the  ureter  were 
removed. 

Pathology. — An  immense  pyonephrotic  kidney.  No  stone  was  found 
in  thickened  ureter.  The  calices  were  dilated  and  converted  into  pus 
cavities.  The  walls  were  lined  by  granulation  tissue.  A  large  stone,  1|  in. 
by  f  in.,  was  found  in  the  upper  part  of  the  kidney  nowhere  near  the  pelvis. 

The  pathologist' s  report  after  microscopic  examination  is  :  "  Though 
not  certain,  has  little  doubt  that  it  is  tuberculous," 

CASE  3. — Female,  age  51  ;  admitted  February  16,  1906.  Six  weeks 
before,  attacks  of  pain  commenced  in  the  left  lumbar  region.  They  came  on 
suddenly,  were  very  severe,  and  recurred  once  a  week.  Haematuria  followed 
each  attack.  Three  weeks  later  she  noticed  a  lump  in  her  side  the  size  of 
a  hen's  egg,  which  had  grown  gradually  larger.  Since  then  there  had  been 
no  more  attacks.  She  had  lost  much  flesh  lately. 

On  Admission. — A  small,  thin,  feeble-looking  woman.  Temperature, 
99°.  A  large  (size  of  adult  head)  solid,  fixed  mass  was  present  in  the  left 
kidney  region.  Urine  neutral ;  sp.  gr.,  1015.  No  albumin  or  sugar.  A 
mucous  deposit  present. 

On  segregation,  the  urine  was  as  follows  : — 

From  the  right  side — four  times  quantity  from  left.  Urea,  7  gr.  per 
ounce. 


SURGICAL     CONTRIBUTIONS— ABDOMINAL  709 

From  the  left  side — defective  quantity.     Urea,  3  gr.  per  ounce. 

Operation  (Feb.  24,  1906). — There  was  a  large  growth  in  the  lower  half 
of  the  kidney..  It  was  adherent  to  the  vessels  in  the  descending  mesncolon, 
and  there  was  a  large  irremovable  mass  of  malignant  disease  on  the  inner 
border  of  the  kidney.  As  a  palliative  operation,  the  kidney,  the  tumour, 
and  a  portion  of  adherent  peritoneum  were  excised. 

J'athology. — On  section,  the  growth  looked  like  a  li\  pernephroma.  The 
ureter  was  blocked  with  blood-clot. 

Microscopical  Report. — Hypernephroma. 

Five  months  later  the  patient  returned  in  much  improved  condition, 
but  with  evident  abdominal  growth. 

Three  cases  ;    three  recoveries. 

The  operation  in  'the  first  case  was  done  through  the  ordinary 
oblique  incision  ;  in  the  second  and  third  through  an  incision  which 
I  introduced  about  seventeen  years  ago.  After  experiments  on  the 
dead  body,  I  found  that  the  best  access  to  a  kidney  pedicle  and  the 
easiest  removal  of  the  kidney  was  secured  by  a  T-shaped  incision,  the 
vertical  portion  passing  through  the  rectus  muscle,  and  the  transverse 
back  into  the  flank.  For  large  kidneys  I  always  use  it  still,  and  have 
discovered  no  drawback.  Hernia  is  the  objection  raised,  but  I  think 
we  have  learned  that  it  is  equally  true  to  say  that  hernia  may  be 
provided  against  through  any  abdominal  wall  incision,  while  at  the 
same  time  it  is  impossible  always  to  prevent  hernia. 

ON  BLADDER  AND  PROSTATE. 
HOUR-GLASS  HYDROCELE. — 

A  male,  age  18  ;    admitted  December  20,  1906. 

On  Admission. — There  was  a  large  scrotal  partially  reducible  swelling  on 
the  left  side,  with  a  marked  expansile  impulse  on  coughing.  (A  variety  of 
trusses  had  been  tried  during  the  past  year,  and  failed  to  retain  this  '  rupture,' 
and  he  was  sent  in  for  a  radical  cure  of  hernia.)  Pressure  above  Poupart's 
ligament  discovered  a  large  deep  cystic  swelling,  which  could  also  be  felt 
bimanually  (a  finger  in  the  rectum  and  hand  on  abdomen). 

Operation  (Dec.  23,  1905). — An  attempt  was  made  to  dissect  out  the 
entire  sac  through  the  inguinal  canal.  The  portion  from  the  scrotum  was 
easily  dealt  with,  but  the  pelvic  portion  was  so  thin  and  so  closely  adherent 
to  the  peritoneum  that  several  holes  were  made  in  this,  and  it  is  doubtful 
if  the  whole  of  the  upper  part  was  excised,  though  the  greater  portion  of  it 
was.  After  closing  the  peritoneal  openings,  the  inguinal  canal  was  closed 
by  Bassini's  methods. 

One  case ;    one  recovery. 

SUPRAPUBIC  CYSTOTOMY. — Indications. — In  one  case,  that  of  a 
child  with  a  large  stone  and  acute  cystitis,  the  bladder  was  opened  and 
drained,  and  the  stone  removed.  In  three  cases  the  operation  was 
performed  for  prostatic  obstruction.  I  do  not  like  the  ordinary  opera- 
tion of  suprapubic  prostatectomy,  in  spite  of  the  published  results. 
It  is  done  in  the  dark,  removes  more  than  is  essential,  occasionally 
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requires  considerable  force,  and  is  only  accomplished  by  tearing  all 
resisting  tissues.  No  operation  with  these  disadvantages  can  have 
come  to  stay.  I  do  not  yet  know  that  in  detail  the  operation  I  perform 
is  a  solution  of  the  difficulty,  but  it  is  based  on  two  important 
principles — (1)  To  see  the  cause  of  the  obstruction,  and  (2)  to  remove 
it  only.* 

The  bladder  is  widely  opened  transversely  with  the  patient  in 
the  Trendelenburg  posture,  and  by  means  of  retractors,  mops,  and  a 
good  light  the  internal  meatus  is  fully  exposed  to  view,  and  the  prostatic 
urethra  explored  by  a  finger.  Any  obstruction  is  cut  away  with 
punch  forceps,  or  adenomata  are  enucleated,  all  bleeding  is  arrested, 
and  the  bladder  wound  is  sutured  except  where  the  drainage  tube 
emerges. 

Four  cases  ;  four  recoveries. 

ON  LIVER. 

EPIPLORRHAPHY. — Indications. — Ascites  the  result  of  alcoholic 
cirrhosis. 

A  male,  age  29  ;    admitted  January  3,  1906. 

Since  his  youth  the  patient  had  been  a  free  consumer  of  beer,  and  for 
six  months  his  health  had  been  failing.  During  three  weeks  before  admission 
he  had  been  tapped  four  times,  and  more  than  a  gallon  of  fluid  was  removed 
on  each  occasion. 

On  Admission. — His  general  condition  was  fair.  His  kidneys  and 
other  organs  appeared  to  be  healthy.  His  abdomen  was  much  distended. 

Operation  (Jan.  6,  1906). — A  median  incision  was  made  above  umbilicus. 
(The  diagnosis  of  hepatic  cirrhosis  was  verified  by  inspection  of  the  liver 
and  palpation  of  the  much  enlarged  spleen.)  A  second  incision  large  enough 
to  admit  a  drainage-tube  was  made  midway  between  the  umbilicus  and 
pubes.  The  abdominal  cavity  was  mopped  dry,  the  surfaces  of  the  liver 
and  spleen  and  adjoining  peritoneum  were  roughly  scrubbed  with  a  mop, 
and  the  omentum  was  stitched  across  the  parietal  peritoneum  lining  the 
anterior  abdominal  wall.  The  upper  wound  was  entirely  closed.  Broad 
bands  of  strapping  were  firmly  applied  over  dressings  from  the  costal  margin 
above  to  the  neighbourhood  of  the  tube  below. 

After -progress . — The  tube  was  kept  in  for  ten  days,  during  which  it  was 
regularly  exhausted  by  a  tube  and  syringe  passed  into  the  rectovesical 
pouch.  It  was  then  removed.  He  was  discharged  with  the  wounds  healed, 
January  23,  1906  (seventeen  days  after  operation).  On  February  28  he 
returned  with  fluid  in  the  abdomen  ;  tapped — 28  pints  removed.  Since 
then  he  had  twice  been  tapped  by  his  own  doctor,  but  when  he  last  came  to 
the  hospital  in  June,  three  and  a  half  months  after  the  last  tapping,  he  was 
perfectly  well,  and  there  was  no  fluid  in  his  abdomen. 

*  /  think  now  that' the  perineal  operation  of  Young,  done  by  his 
method,  is  the  best  operation. 
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SUMMARY  OF  RESULTS. 

OPERATIONS  i  OK   RADICAL  CURE  OF  Hernia  — 

Inguinal  ..  ..  ..  .  .      29  \ 

.  .          .  .          .  .          .  .       2  1 


Femoral 
Umbilical 


l  -Recoveries,  32. 


APPENDICITIS — 
Acute 
Abscess 
Recurrent 


Recoveries,  24 ;    death,   1 


GALL-STONES — 

Cholecystotomy 
Cholecystostomy 
Ch  olecystectomy 
Choledochotomy 


2 

3 

2  |  Recoveries,  8  ;     deaths,   2. 
3 
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STOMACH  OPERATIONS — 
Gastrostomy 
Gastro-enterostorny 
Exploratory 


1  ^Recoveries,   12  ;    death,  1, 


ON  OVARIES  AND  UTERUS — 
Cases 

ON  BLADDER  AND  PROSTATE — 
Cases 

ON  INTESTINE — 

Lateral  anastomosis 

Resection 

Entercstomy 

Excision  of  rectum      .  . 

Inguinal  colostomy 

Excision  of  secondary  glands 


30 — Recoveries,  29;    death.   1 
4 — Recoveries,  4. 


Recoveries,  7. 
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TOTAL  — 

Recoveries 
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3 — Recoveries,  3. 


5 — Recoveries,  4  ;    death,  1 . 
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CASE  OF   CIRRHOSIS   OF   LIVER   (AFTER   OPERATION). 

(Northumberland  and  Durham  Medical  Society:    Reported  in 
Journal,  1907.) 

Patient,  age  50,  a  butcher  ;  history  of  alcohol  for  many  years  ;  great 
ascites  for  twelve  months,  during  which  time  he  was  tapped  eleven  times. 

Operated  upon  by  Mr.  Morison  ;  omentopexy  done  ;  now  perfectly 
well  ;  none  of  old  symptoms  ;  never  been  tapped  since  operation.  Has  put 
on  five  stones'  weight  since  he  left  hospital. 


REMARKS   ON  A  CASE  IN  WHICH  GASTRO-ENTEROSTOMY 
WAS   PERFORMED    TWELVE   MONTHS    PREVIOUSLY. 

(Northumberland   and   Durham   Medical   Society:    Reported   in 
Journal,    1907.) 

Mr.  Rutherford  Morison  :  May  I  remind  you,  Mr.  President,*  of  a  case, 
one  of  the  first  gastro-enterostomies  that  was  done  in  this  district,  and  with 
which  I  helped  you.  The  patient  had  a  stricture  of  the  pylorus  with  dilated 
stomach.  You  did  a  gastro-enterostomy  with  Senn's  plates,  and  the  patient 
made  a  straightforward  recovery  and  entirely  regained  his  health.  You 
told  me  some  two  and  a  half  years  later  that  you  found  by  an  exploratory 
operation  that  he  had  cancer  of  the  pylorus,  of  which  he  died.  This  is  the 
longest  record  I  know  of  recovery  after  gastro-enterostomy  for  cancer. 

I  may  also  remind  Dr.  Murray  of  a  patient  of  his  I  operated  on  for  a 
pyloric  tumour  causing  pyloric  stricture.  We  found  the  tumour  irremovable, 
and  agreed  that  it  was  almost  certainly  cancer.  A  gland  which  I  removed 
for  microscopic  examination  showed  that  it  was  tubercle.  The  patient 
recovered  and  was  well  five  years  later. 


SPECIMENS. 

(Northumberland    and   Durham    Medical   Society :    Reported    in    the 

Journal,   1907.) 
Mr.  Morison — 

1 .  A  specimen  of  epithelioma  of  the  vagina,  removed  together  with  the 
uterus,  which  contained  a  four  months'  foetus.     At  the  operation  the  whole 
vagina  was  stripped  up  from  below,  the  patient  being  in  the  lithotomy  posi- 
tion.    A  purse-string  suture  having  closed  the  vaginal  orifice,  the  abdomen 
was  opened  suprapubically,  and  uterus  with  vagina  were  removed  en  masse. 
The  patient  recovered. 

2.  A  tubercular  pyonephrotic  kidney  (left)  from  a  man,  age  31.     There 
was  a  history  of  great  urinary  frequency,  scalding  micturition,  some  pyuria, 
and  occasional  slight  haematuria. 

Cystoscopy  by  Mr.  R.  J.  Willan  showed  tubercular  ulcers  around  the 
left   ureteric   orifice.     Catheterization   of  ureters   demonstrated  : — 

*  A.  E.  Morison. 
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LEFT  KIDNEY. 

Quantity.  Reaction.      Urea,  grs.  per  oz.     Sp.Or.  Bacteria. 

210  c.c.    ..    Alkaline     ..       H       ..      1007      ..      Tubercle  and  Cono- 

cocci  present. 
RIGHT  KIDNEY. 
160  c.c.     ..       Acid         ..       5V       ..     1025       ..  Nil 

The  latter  organisms  were  demonstrated  by  Dr.  Slade. 

Uninterrupted  recovery. 

3.  Malignant  kidney  (right)  removed  from  a  female,  age  59,  whose 
principal  symptom  was  intermittent  painless  htcmaturia  for  thirteen  months. 
Sixteen  years  previously  she  had  passed  a  calculus.  She  was  enormously 
fat,  and  there  were  no  abnormal  physical  signs. 

Cystoscopy  by  Mr.  R.  J.  Willan  showed  a  much  enlarged  right  ureteric 
orifice,  with  normal  efflux  from  each  side.  She  was  next  cystoscoped  during 
an  attack  of  haematuria,  and  profuse  bleeding  from  the  right  ureter  made 
out.  Catheterization  of  the  ureters  gave  the  following  result : — 

LEFT  KIDNEY. 

Quantity.  Reaction.  Urea,  grs.  per  oz. 

66  c.c Acid         . .          .  .  5 

RIGHT  KIDNEY. 
8  c.c Neutral      . .          . .  2J 

Good  recovery. 

1.  RUPTURED  DUODENAL  ULCER. 

The  patient  died  two  days  after  perforation  ;  no  operation  being  per- 
formed. 

History. — R.  S.  W.,  male,  age  46.  Sudden  pain  at  work  on  Thursday. 
Wont  on  working  for  two  hours,  then  walked  home.  Pain  all  night  and 
worse  next  day.  On  Saturday  removed  to  Infirmary  ;  patient  was  very  ill  ; 
there  was  absence  of  liver  dullness  and  rigidity.  Death  occurred  half  hour 
after  admission. 

No  previous  stomach  history.  The  specimen  shows  circular  hole  quarter- 
inch  diameter  just  beyond  pylorus.  No  surrounding  evidence  of  mischief. 
No  second  ulcer.  Stomach  large. 

2.  RUPTURED  DUODENAL  ULCER. 

The  patient  died  after  operation  carried  out,  twenty  hours  from  the 
time  of  perforation. 

History. — Male,  age  29.  Patient  while  acting  on  Saturday  night  was 
suddenly  struck  down  by  a  severe  pain  in  the  abdomen.  He  was  carried  to 
an  adjoining  house,  where  he  was  treated  with  castor  oil  and  Epsom  salts. 
The  pain  was  intense  all  night,  and  patient  was  brought  to  hospital  twenty 
hours  after  the  perforation.  On  admission,  patient  was  blue  in  face,  with 
cold  extremities  ;  he  was  very  restless  and  in  great  pain.  An  incision  was 
made  in  middle  line.  Perforation  found  and  catheter  inserted.  Peritoneum 
washed  out  and  flush  tubes  inserted.  Died  half  an  hour  after  operation. 

The  specimen  shows  perforation  on  duodenal  side  of  pylorus.  No  sur- 
rounding infiltration.  No  posterior  ulcer.  Stomach  appeared  large. 

No  previous  stomach  trouble.  Appendix  removed  three  years  before  at 
Guy's  Hospital. 
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FIBROIDS    OF    THE    UTERINE    CERVIX. 

(The  Lancet,  February,  1907,  p.  354.) 

Seven  years  ago  I  had  to  operate  on  a  case  of  cervical  fibroid 
so  large  and  so  firmly  jammed  in  the  pelvis  that  its  removal  by  an 
ordinary  hysterectomy  appeared  to  be  a  hopeless  task.  I  had  read 
Howard  Kelly's  articles  on  splitting  the  uterus  in  difficult  cases  of 
pyosalpinx,  and  it  struck  me  that  by  splitting  the  uterus  down  its 
centre  on  and  into  the  tumour  its  removal  might  then  be  possible. 
To  my  surprise,  when  the  tumour  capsule  was  divided  the  tumour 
turned  out  easily  and  almost  bloodlessly,  then  the  two  halves  of  the 
split  uterus  were  readily  removed,  and  the  operation  was  completed 
as  an  ordinary  supravaginal  hysterectomy,  the  cervix  being  left  behind 
as  a  stump.  Since  then  I  have  performed  a  similar  operation  between 
twenty  and  thirty  times  without  any  mortality. 

Bland-Sutton  mentions  that  such  an  operation  may  occasionally 
be  needed  for  cervix  fibroids,  but  several  of  my  surgical  and  gyneco- 
logical friends  who  have  seen  me  do  this  operation  have  been 
impressed  with  its  simplicity,  and  not  having  heard  of  it  before, 
suggest  that  I  should  describe  it.  I  am  the  more  inclined  to  do  this 
because  there  can  be  no  doubt  that  the  safety  of  serious  operations 
depends  more  than  anything  else  on  their  performance  in  definite 
stages,  each  one  of  which  can  be  seen  and  perfected  before  under- 
taking the  next.*  Only  experience  enables  such  steps  to  be  laid  down 
satisfactorily,  but  when  they  are  the  operation  is  robbed  of  its  risks. 
No  better  illustration  of  the  truth  of  this  could  be  found  than  the 
ordinary  supravaginal  hysterectomy  for  fibroids.  Fifteen  years  ago 
this  operation  was  one  of  great  danger  ;  now  it  is  not  more  serious 
than  ovariotomy  or  any  other  major  abdominal  operation  which  can 
be  performed  with  the  smallest  risk. 

The  diagrams,  made  by  Mr.  W.  G.  Richardson,  illustrate  the 
steps  of  the  operation  in  an  ordinary  case.  The  abdomen  is 
opened  in  the  Trendelenburg  posture,  the  intestines  are  packed  off 
with  sterile  gauze  wrung  out  of  hot  normal  saline  solution,  and  the 
uterus  and  tumour  are  exposed  by  a  retractor  at  the  lower  angle  of 
the  wound.  The  fundus  of  the  uterus  is  caught  on  each  side  by 
volsellum  forceps  and  drawn  upwards  and  forwards  into  view.  The 
round  ligaments  are  clamped  by  forceps  on  either  side  and  divided 
between  two  pairs,  one  above  and  one  below.  The  peritoneum  cover- 
ing the  lower  part  of  the  uterus  and  tumour  is  cut  through  transversely 
between  the  round  ligaments,  and  sponged  downwards.  The  uterus  is 
next  split  from  its  fundus  down  the  middle  line  well  into  the  tumour. 

*  This  is  the  most  important  guide  in  doing  surgical  operations. 
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Tlu*  edges  of  the  tumour  made  distinct  by  retraction  of  the  divided 
capsule  are  caught  in  volsellum  forceps  and  the  tumour  is  (nucleated 
by  the  linger.  This  has  in  my  experience  always  been  easy  and 
accomplished  with  trifling  loss  of  blood.*  After  enucleation  of  the 
tumour  its  cavity  quickly  contracts,  reducing  the  parts  left  to  manage- 
able dimensions.  The  bed  of  the  tumour  is  cut  transversely  from  the 
middle  line  outwards,  first  on  one  side  and  then  on  the  other,  and  the 
body  and  upper  portion  of  the  cervix  are  turned  out  and  up,  expos- 
ing the  uterine  vessels,  which  are  clamped,  divided,  and  tied.  The 
remainder  of  the  broad  ligament  is  divided  outwards  and  upwards 
till  the  infundibulo-pelvic  ligament  containing  the  ovarian  vessels  is 
reached.  These  are  clamped,  divided,  and  tied.  The  uterus  and  its 
appendages  are  then  removed.  The  anterior  and  posterior  lips  of 
the  stump  of  the  cervix  left  are  sutured,  and  the  cervical  stump  is 
fixed  to  the  round  ligaments  on  each  side.  Finally,  the  peritoneal 
flap  in  front  is  made  to  cover  and  protect  the  whole  by  three  or  four 
interrupted  catgut  sutures. 

The  following  notes  refer  to  the  largest  and  most  difficult  case 
of  this  sort  that  I  have  dealt  with  : — 

The  patient,  a  woman,  45  years  of  age,  was  married,  and  had  eight 
children,  the  youngest  being  3|  years  of  age.  She  noticed  during  her 
pregnancy  that  she  was  not  the  same  shape  as  on  previous  occasions,  and 
after  a  tardy  labour  a  deformed  child  was  born  dead.  Since  the  confine- 
ment she  had  been  troubled  by  haemorrhages  and  difficulty  .in  micturition. 

On  admission  her  abdomen  and  legs  were  much  swollen.  Round  the 
umbilicus  the  abdominal  measurement  was  42  in.  A  fluid  thrill  was  felt 
in  the  abdomen  from  side  to  side.  The  abdomen  was  apparently  filled 
by  a  large  tumour.  Per  vaginam  the  pelvis  was  filled  by  a  large  firm 
tumour  which  reached  downwards  close  to  the  perineum.  There  was  a 
chink  leading  upwards  between  the  tumour  behind  and  the  pubes  in  front. 
No  cervix  could  be  felt.  The  diagnosis  made  was  :  uterine  fibroid  jammed 
in  the  pelvis  ;  large  ovarian  cyst  in  the  abdomen. 

Operation  was  performed  on  May  28,  1903.  On  opening  the  abdomen 
the  tumour  looked  like  an  enormous  ovarian  cyst,  with  the  fundus  of  the 
uterus  perched  on  its  anterior  surface.  The  whole  pelvis  appeared  to  be 
filled  by  the  growth,  and  the  broad  ligament  of  each  side  was  spread  over 
it.  The  tumour  was  absolutely  fixed,  and  this,  together  with  the  enormous 
vessels  lying  on  its  surface,  and  its  huge  proportions,  made  a  formidable 
appearance.  The  abdominal  incision  was  prolonged  upwards  to  the  ensi- 
form  cartilage,  and  the  upper  part  of  the  tumour  was  turned  out  of  the 
abdomen.  An  attempt  to  separate  the  peritoneum  in  front  was  followed 
by  such  serious  bleeding  that  after  quickly  arresting  it  by  sponge  pressure 
the  abdominal  aorta  was  steadily  compressed  by  a  sponge,f  thus  stopping 
the  circulation  in  the  uterine  arteries,  and  the  infundibulo-pelvic  ligaments 

*  Complete  hysterectomy,  as  usually  still  done  in  these  cases,  is 
difficult  and  bloody  compared  with  this  method. 

t  This  is  a  life-saving  measure  in  such  a  difficulty. 
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were  clamped,  preventing  any  flow  through  the  ovarian  vessels.  The 
uterus  was  now  caught  between  two  volsella  and  split  down  the  centre 
well  into  the  tumour,  the  peritoneum  being  pushed  downwards  in  front. 
The  tumour  was  then  easily  enucleated.  Each  half  of  the  uterus  was 
removed  by  dividing  the  bed  of  the  tumour  transversely  outwards,  the 
uterine  arteries  being  readily  found  by  relaxing  the  pressure  on  the  aorta, 
and  broad  ligaments,  ovaries  and  tubes  were  taken  away  with  the  corres- 
ponding portions  of  the  uterus.  Both  ureters  were  seen  to  be  considerably 
dilated  but  uninjured.  Some  oozing  persisted  from  the  raw  surface  in  the 
pelvis.  This  was  arrested  by  packing  the  cavity  with  a  long  strip  of  gauze, 
one  end  being  brought  out  through  an  opening  made  in  the  posterior 
vaginal  wall.  The  slack  peritoneum  was  sutured  over  the  gauze  and 
stump,  shutting  off  completely  the  general  peritoneal  cavity.  The  tumour 
felt  so  soft  that  it  appeared  to  be  cystic,  but  section  showed  that  it  was  a 
fibroid  undergoing  myxomatous  degeneration. 

The  patient  made  a  straightforward  recovery. 
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THE    GENERAL    PRINCIPLES    OF    ABDOMINAL    SURGERY. 

(Surgery,  Gynccology  and  Obstetrics,  February,  1908.) 

Whenever  we  can  think  in  terms  of  accepted  general  principles, 
it  is  always  wise  to  do  so.  We  are  spared  confusion  and  bewilderment 
of  thought,  and  enabled  at  the  same  time  to  connect  and  to  retain 
scattered  items  of  knowledge  which  are  liable,  for  want  of  such  con- 
nection, to  miss  their  true  significance  and  to  slip  rapidly  from  the 
memory.  The  general  principles  of  surgery  apply  to  every  part  of 
the  body,  but  there  are  certain  points  to  which  attention  may  be 
usefully  drawn  when  the  abdomen  is  under  special  consideration. 
Here,  as  elsewhere,  inflammation  has  for  its  recognized  cause  infection 
by  organisms. 

Acute  inflammation  is  due  to  pyogenic  organisms,  and  in  the 
abdomen  the  chief  of  these  is  the  Bacillus  coli. 

Chronic  inflammation  is  traceable  to  the  activity  of  the  organisms 
of  tubercle  and  syphilis. 

The  terminations  of  acute  inflammation  in  the  abdomen,  as  else- 
where, are  : 

1.  Resolution.  3.  Partial  destruction. 

2.  Fibrosis.  4.  Total  destruction. 

This  knowledge  applied  to  a  consideration  of  conditions  met  with 
in  the  abdomen  prevents  confusion  and  renders  some  otherwise  obscure 
problems  comparatively  easy  of  solution.  Applied,  for  example,  to 
three  diseases  much  discussed  at  the  present  time,  viz.,  appendicitis, 
cholecystitis,  and  pancreatitis,  it  shows  how  the  pathological  conditions 
prevailing  agree  with  what  would  be  expected  on  general  principles  ; 
it  explains  how  the  appendix,  the  gall-bladder  and  the  pancreas  may 
each  become  fibrosed  ;  how  each  may  ulcerate  or  suppurate  and 
slough  ;  and  how  under  the  most  serious  conditions  gangrene  may 
represent  the  final  stage  of  each  of  these  diseases. 

With  regard  to  chronic  inflammation — which  in  the  abdomen  is 
nearly  always  due  to  tubercle — the  same  rule  of  thought  applies,  for 
the  difficulties  which  confront  the  surgeon  are  usually  those  which  he 
is  accustomed  to  associate  with  the  presence  of  tubercle  elsewhere. 
There  is  the  same  tendency  to  infect  lymphatic  glands  and  soften  and 
break  them  down,  the  same  slow  obstinate  ulceration,  the  same  natural 
cure  by  fibrosis,  the  same  clinical  tendency  to  mislead  in  diagnosis 
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by  the  occasional  mimicry  of  malignant  growths  and  ulcers,  and  the 
same  need  for  remembering  the  specific  underlying  disease  as  a  frequent 
cause  of  obscure  or  indefinite  tumours  or  fluid  effusions. 

CALCULI. 

Much  discussion  has  arisen  lately  as  to  the  cause  of  calculi.  All 
recent  writers  suggest  micro-organisms  as  the  cause  of  such  of  them 
as  are  produced  in  sites  communicating  with  the  alimentary  canal, 
and  judging  from  what  has  been  observed  elsewhere  the  explanation  is 
probably  a  correct  one  in  some  cases.  Phosphatic  calculi  are  of  frequent 
occurrence  in  septic  bladders  and  kidneys,  and  the  septic  bacteria 
present  are  most  probably  responsible.  On  the  other  hand,  it  is  clear 
that  no  theory  on  the  subject  can  be  regarded  as  entirely  satisfactory 
which  does  not  explain  the  occurrence  of  calculi  in  every  situation  in 
which  they  appear,  and  under  all  the  circumstances  of  their  produc- 
tion. It  is  more  probable  that  salivary,  cerebral,  biliary,  vascular, 
intestinal,  urinary  and  other  calculi  all  own  the  same  general  cause, 
and  that  it  remains  as  yet  unknown. 

A  fashionable  disease  known  as  '  mucous  colitis  '  is  not  uncommon. 
A  few  of  its  victims  have  such  a  tendency  to  form  grit  that  they  pass  it 
from  the  bowel  in  large  quantities  as  intestinal  sand.  The  capacity 
of  some  persons  for  the  formation  of  urinary  gravel  has  to  be  seen  in 
order  to  be  believed.  To  explain  these  cases  by  the  microbic  theory 
would  postulate  the  exercise  of  such  prodigious  micro-organic  activity 
as  to  be  inconceivable,  in  view  of  the  local  and  general  conditions 
of  health  observable  in  patients  at  the  time.  From  a  practical 
standpoint  calculi  are  to  be  regarded  as  foreign  bodies,  for  they  behave 
as  such.  Like  foreign  bodies,  when  undisturbed  and  quietly  resting, 
they  cause  no  serious  trouble  and  but  few  symptoms.  Like  foreign 
bodies,  they  weaken  the  normal  resistance  of  the  surrounding  tissues 
and  predispose  to  infection.  As  in  the  case  of  foreign  bodies,  when 
once  infection  has  occurred,  it  is  difficult  to  get  rid  of  until  the  calculus 
has  been  removed  or  extruded.  No  one  possessing  a  knowledge  of 
these  facts  could  be  surprised  to  learn  either  that  biliary,  renal, 
salivary,  bladder,  or  intestinal  calculi  may  be  present  without 
symptoms,  or  that  once  infection  has  occurred  in  connection  writh 
any  of  them,  serious  troubles  are  likely  to  follow. 

But  the  results  dependent  on  the  presence  of  calculi  in  the 
abdomen  cannot  be  understood  unless  the  conduct  of  the  hollow 
viscera  in  which  they  are  contained  is  fully  appreciated.  All  of  these 
viscera  possess  the  power  of  contraction  by  virtue  of  the  unstriated 
muscle  in  their  walls. 

The  ordinary  contractions  of  unstriated  muscle  are  not  perceived  ; 
they  are  painless.  The  forcible  contractions  of  unstriated  muscle  are 
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well-nigh  unendurable  ;  they  cause  the  most  severe  pain  that  human 
beings  can  experience.  All  the  colics  are  pathological  examples  of 
this  fact ;  labour  is  a  physiological  analogue. 

The  most  usual  stimuli  to  forcible  contraction  are  the  presence  of 
a  foreign  body  plus  inflammation,  or  rapidly  increased  tension.  An 
excess  of  carbonic  acid,  such  as  accumulates  in  the  blood  during  sleep, 
is  a  predisposing  cause  of  active  contraction  in  unstriated  muscle  ; 
hence  the  frequency  with  which  colic  awakens  the  patient  in  the  early 


Fig.  58. — Stomach,   with  stricture  of   pylorus, 
femali  cavity.     Ihick  walls. 


Fig.  59.— Bladder,  with  stricture  of  urethra. 
Small  cavity.     Thick  walls. 


Fig.  60. — Gall-bladder,  with  common-duct 
stone  not  large  enough  to  fill  distended  common 
duct.  (Partial  obstruction.)  Small  cavity. 
Thick  walls. 

hours  of  the  night  when  sleep  is 
deepest.  Exhaustion  of  the  mus- 
cular walls  follows  prolonged  and 
intense  effort,  and  relief  from  the 
severe  pain  results,  even  though 
its  cause  be  not  removed.  Instances  of  this  in  the  urinary  and 
gall-bladders,  the  intestine,  the  ureter,  the  bile  ducts,  and  the  preg- 
nant uterus,  are  not  rare. 

All  the  hollow  viscera  react  in  a  similar  manner  to  stimuli.  If 
the  obstacle  to  be  overcome  is  partial  obstruction,  their  walls  thicken 
from  hypertrophy  and  their  cavities  diminish  (Figs.  58,  59,  60,  61). 


j.  61. — Caacuin  and  colon,  with  stricture 
of  sigmoid.  Small  cavity.  Thick  walls. 
(Partial  (obstruction.) 
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If  the  obstacle  prove  invincible,  the  muscular  walls  cease  to  contract, 
the  violent  pains  abate,  paresis  of  the  muscular  coat  occurs  and  is 
followed  by  passive  distention  of  the  viscus  and  degeneration  of  the 
unstriated  muscle.  Painless  urinary  retention  with  overflow  is  thus 
explained  ;  so  are  hydrops  of  a  gall-bladder  distended  by  its  own 
secretion,  and  the  large  gall-bladder  dependent  on  a  complete  and 


Fig.  62. — Stomach,  with  stricture  of  pylorus. 
Large  cavity.    Thin  walls. 


t'ig.  63. — Bladder,  with  enlarged  prostate. 
Large  cavity.    Thin  walls. 


Fig.  64.— Gall-bladder,  with  enlarged  head 
of  pancreas  acd  distended  common  duct.  Large 
cavity.  Thin  walla.  (Complete  obstruction.) 


Fig.  65. — Caacum  and  colon,  with  ti£?ht  strict- 
ure of  sigmoid.  Large  cavity.  Thin  walls.  (Com- 
plete obstruction.) 


chronic  obstruction  of  the  common  duct ;  so  are  painless  distention 
of  the  caecum  following  on  a  block  of  the  sigmoid  flexure ;  the 
enormous  painless  distention  of  the  stomach  resulting  from  obstructed 
pylorus  ;  hydrosalpinx  following  occlusion  of  the  Fallopian  tube  and 
hydrops  of  the  vermiform  appendix  (Figs.  62,  63,  64,  65). 
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If  active  inflammation  is  superaddcd  to  obstruction,  the  intra- 
visceral  tension  may  become  so  acute  that  partial  or  total  gangrene 
of  the  involved  viscus,  to  be  followed  by  its  rupture,  will  take  place. 
It  is  a  very  general  belief  at  present  that  gangrene  of  the  abdominal 
and  pelvic  viscera  is  the  direct  result  of  infection  by  specially  virulent 
organisms.  That  some  rare  forms  of  gangrene  are  due  to  this  cause 
is  undoubted,  but  in  these  regions,  as  in  others,  we  believe  that 
gangrene  is  in  general  directly  due  to  a  mechanical  interference  with 


Fig.  67. — The  gangrene  followed  fourjdays^of 
complete  obstruction. 


Fig.  66. — From  acnte  gall-stone  attack  cf  four 
days'  duration. 


Fig.  G8.— From  an  acute  appendicitis  of  twenty- 
lour  hours'  duration. 


tig.  69.— From  a  case  of  acute  intestinal  ob- 
struction ot  two  days'  duration. 


the  circulation  in  the  nutrient  blood-vessels  of  the  parts  concerned, 
and  that  infection  and  inflammation,  by  causing  intravisceral  tension, 
are  often  exciting  causes  of  the  circulatory  disturbance.  We  think 
that  evidence  of  this  is  forthcoming  in  the  fact  that  gangrene  com- 
mences at  a  site  furthest  from  the  vascular  supply.  We  have  had 
opportunities  for  observing  that  in  the  gall-bladder  a  gangrenous 
patch  is  observed  first  at  the  fundus  (Fig.  66) ;  in  the  urinary  bladder 
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at  the  superior  portion  of  the  posterior  wall  (Fig.  67) ;  in  the  appendix 
and  small  intestine  at  a  point  opposite  the  mesentery  (Figs.  67,  68, 
69) ;  in  the  caecum  in  the  neighbourhood  of  its  anterior  longitudinal 
band  (Fig.  70) ;  and  that  in  each  instance  it  appears  as  a  rounded 


Fig.  70. — trom  a  case  of  stricture  (malig- 
nant) of  the  sigmoid  flexure,  causing  complete 
obstruction  of  two  weeks'  duration. 


Fig.  71. — A  stone  of  this  size  will  cause  com- 
plete obstruction. 


Fw.  72.— Size  of  gall- 
stone which  caused  jaun- 
dice and  death  by  occlu- 
ding the  common  bile- 
duct.  The  gall-bladder 
and  common  duct  had 
been  cleared  (?)  by  oper- 
ation two  weeks  pre- 
viously, and  this  stone 
only  was  found  post 
mortem.  The  patient 
whilst  convalescent  was 
seized  with  a  severe  at- 
tack of  biliary  colic ;  next 
day  was  jaundiced,  and 
died  suddenly  syncopal 
three  days  later. 


Fig.  73. 


or  oval  patch,  so  placed  as  to  be  furthest  from  the  vascular  supply 
of  the  viscus  involved. 

Another  fact  which  should  be  remembered  is  that  muscular  tubes, 
such  as  the  intestine,  urethra,  bile  duct,  and  ureter,  may  all  behave 
in  the  same  way  when  a  foreign  body  attempts  to  pass  through  them.* 


*  As  in  the  female  genital  canal  during  labour. 
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A  relatively  small  body,  such  as  a  stone  of  moderate  size  (Fig.  72), 
may  set  up  violent  spasmodic  contraction  and  be  so  tightly  gripped 
as  to  cause,  temporarily,  complete  obstruction  (Fig.  71).  At  a  later 
stage  the  walls  of  the  muscular  tube  recede  from  the  foreign  body, 
and  active  dilatation  follows  (Fig.  73).  The  temporary  attacks 
of  intestinal  obstruction,  caused  by  the  passage  of  a  gall-stone 
through  the  intestine,  may  be  thus  explained  ;  so  may  intermittent 
hydronephrosis  from  a  stone  in  the  ureter ;  and  intermittent  jaundice 
from  a  stone  in  the  common  bile  duct. 


Fig.  76. 


Fig.  75. 

SACCULI. 

The  importance  of  grouping  together  similar  structures,  in  order 
to  understand  pathological  possibilities,  is  well  demonstrated  by  the 
discovery  of  sacculi.  Sacculation  of  the  urinary  bladder  is  well  known 
(Fig.  75).  Similar  changes  have  been  found  in  the  intestines,  especially 
of  the  colon  (Fig.  76),  in  the  gall-bladder  (Fig.  74),  the  vermiform 
appendix  (Fig.  77),  and  Fallopian  tubes;  indeed,  it  is  safe  to  say 
that  they  will  be  found,  if  sought  for,  in  any  of  the  hollow  muscular- 
coated  viscera.  The  exact  pathology  in  all  is  obscure,  but  they  all, 
excepting  the  congenital  types,  probably  have,  as  in  the  urinary 
bladder,  some  relation  to  inflammation  of  the  walls  and  obstruction 
of  the  outlet. 
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SOME  FUNCTIONS  OF  THE  OMENTUM. 

A  special  protective  agency  exists  in  the  abdomen  but  for  which 
many  abdominal  diseases  and  operations  would  be  attended  by  a 
much  higher  mortality  than  they  are.  The  omentum,  in  addition  to 
other  uses,  may  be  regarded  as  the  '  abdominal  policeman.'  It 
travels  about  in  the  abdomen  with  considerable  activity,  and  is  attracted 
by  some  sort  of  information  to  neighbourhoods  in  which  mischief  is 
brewing.  It  may  effect  a  radical  cure  of  hernia  by  blocking  the  hernial 
orifice  with  an  omental  plug.  It  surrounds  and  adheres  to  a  recently 
reduced  strangulated  and  damaged  loop  of  intestine,  and  may  keep 
it  alive  and  prevent  a  leak.  It  is  generally  found  in  the  neighbour- 
hood of  a  diseased  or  inflamed  appendix,  and  by  wrapping  it  up,  if 
gangrenous,  or  by  locking  up  the  pus  from  an  appendix  abscess,  may 
prevent  general  peritonitis.  In  a  similar  manner  it  may  prevent  the 
perforation  of  an  ulcerating  malignant  growth,  or  of  a  gastric  ulcer, 
or  the  death  of  a  damaged  portion  of  bowel,  or  the  perforation  of  a 
suppurating  gall-bladder.  When  it  is  found  covering  and  closely 
enveloping  an  ovarian  cyst  or  a  fibroid  tumour  of  the  uterus,  even 
though  not  adherent,  it  is  safe  to  assume  that  something  wrong  will 
be  found  in  the  tumour.  Its  effective  mobility  is  shown  by  the  fact 
that  whether  the  lesion  be  in  the  diaphragmatic  roof  of  the  abdomen, 
or  on  the  floor  of  the  pelvis,  there  the  omentum  can  and  does  find  its 
way. 

TORSIONS. 

Twists  are  common  to  nearly  all  of  the  abdominal  viscera.  The 
intestine  (volvulus),  stomach,  gall-bladder,  appendix,  kidney,  spleen, 
omentum,  ovaries,  Fallopian  tubes,  uterus  (pregnant  and  fibroid), 
and  testes  are  each  liable  to  such  accident. 

The  sudden  attack,  the  mystery  of  its  onset,  the  associated  dangers 
and  pain,  and  the  amenability  of  the  condition  to  surgical  treatment, 
have  made  this  subject  one  of  special  interest. 

Whatever  organ  the  twist  involves,  and  whether  viewed  in 
reference  to  etiology,  pathology,  symptoms,  diagnosis,  prognosis,  or 
treatment,  all  cases  have  many  points  in  common. 

In  order  to  twist,  the  organ  must  have  a  pedicle,  congenital  or 
acquired,  and  the  longer  the  better.  It  must  have  space  to  turn  in 
and  a  shape  which  will  allow  of  rotation.  No  other  movable  body 
answers  to  these  requirements  as  does  an  ovarian  tumour,  and  so 
accordingly  the  majority  of  torsions  are  associated  with  ovarian 
tumours. 

The  presence  of  a  second  ovarian  tumour  or  of  a  pregnant  uterus 
predisposes  to  twisting,  so  does  the  fact  that  the  tumour  is  a  dermoid. 
The  probable  explanation  is  that  one  swelling  helps  to  roll  the  other 
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over,  and  that  dermoid  tumours,  being  lighter  than  ordinary  ovarian 
tumours,  are  more  easily  rotated. 

The  causes  of  torsion  have  been  largely  discussed,  but  there  is 
little  real  knowledge  of  them.  Chronic  constipation,  congrnitjil  or 
acquired  defects  in  attachment,  and  in  the  case  of  ovarian  cysts, 
alternate  distention  and  collapse  of  the  sigmoid  flexure  and  urinary 
bladder,  movements  of  the  abdominal  wall,  and  peristaltic  move- 
ments of  the  intestines  have  been  specially  mentioned.  It  is  possible 
that  in  some  cases  the  omentum,  recognizing  the  tumour  as  an  intruder, 
tries  to  hustle  it  and  thus  starts  the  twist. 

In  the  great  majority  of  cases  the  twist  is  from  left  to  right.  The 
reason  for  this  has  been  widely  disputed,  but  it  has  apparently  been 
forgotten  that  a  left  to  right  twist  is  an  inherent  physiological  trait 
which  reveals  itself  amongst  other  instances  in  the  heart's  beat,  in  the 
development  of  the  gastro-intestinal  tract,  and  in  the  contractions  of 
the  uterus  during  labour. 


Fig.  78. — Volvulus  of  small  intestine.  Fig.  79. — Volvulus  oi  sigmoid. 

The  pathological  changes  that  occur  in  connection  with  twists 
are  in  all  cases  similar,  and  are  due  to  interference  with  the  local 
circulation.  If  recognized  early,  the  twist  can  be  undone.  Later 
changes,  due  to  inflammation  and  matting  of  the  surrounding  tissues, 
may  obscure  the  cause  of  the  condition. 

The  first  change  is  an  engorgement  of  the  veins  of  the  organ 
twisted,  with  an  effusion  of  blood-stained  serum  into  the  peritoneal 
cavity,  or  into  the  tunica  vaginalis  if  the  case  is  testicular.  Then 
follow  extravasation  of  blood  into  the  affected  organ,  total  arrest  of 
the  circulation,  and  gangrene.  Afterwards  the  dead  tissue  acts  as  a 
foreign  body,  and  peritonitis  ensues.  Organisms  from  the  surrounding 
intestines  penetrate  the  dead  or  dying  tissues,  and  an  abodminal 
abscess  results.  Or.  in  the  case  of  small  ovarian  cysts  and  those 
damaged  gradually  by  a  series  of  twists,  a  new  circulation  can  be 
established  through  new  vessels  formed  in  omental  adhesions,  and 
following  on  such  a  history  an  ovarian  tumour  may  then  be  found 
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growing  in  and  from  the  omentum.  More  rarely  still,  entire  absorption 
of  the  gangrenous  mass  may  take  place.  Death  is,  however,  the  usual 
and  expected  result. 

In  all  cases  the  attack  commences  suddenly  with  severe  pain, 
increasing  steadily  in  intensity,  and  accompanied  by  vomiting,  by  the 
symptoms  of  collapse,  and  by  suggestive  tenderness  to  pressure  over 
the  involved  organ.  Then  peritonitis  may  follow.  In  all  cases  the 
attack  may  steadily  progress  to  a  fatal  issue,  and  in  well-pronounced 
instances  this  is  the  rule.  The  majority,  however,  give  a  history  of 
one  or  many  previous  attacks,  which  have  either  been  recovered  from 
very  rapidly,  or  else  somewhat  slowly.  In  the  former  the  twist  had 
become  undone,  and  of  this  we  have  obtained  overwhelming  evidence. 
In  the  latter  the  effects  had  passed  off,  but  a  permanent  twist  remained. 


tig.  80. — Volvulus  of  subperi-  tig.  81. — Volvulus  of 

toneal  fibroid.  ovarian  cyst. 

Bowel  and  ovarian  cases  in  which  several  twists  had  occurred 
have  come  under  our  notice,  and  in  these  the  last  attack  had 
been  preceded  by  many  of  a  similar  character.  It  was  clear  that 
though  several  old-standing  twists  were  present,  the  last  was  the  cause 
of  serious  mischief.  No  dangerous  result  may  follow  even  five  or 
six  twists,  the  result  depends  on  the  effect  on  the  local  circulation. 
Half  a  twist  with  a  short  broad  pedicle  may  be  more  serious  in  its 
results  than  half  a  dozen  when  the  pedicle  is  long  and  narrow. 

The  diagnosis  in  this,  as  in  all  other  abdominal  emergencies,  has 
to  be  made  between  ruptured  gastric  or  duodenal  ulcer,  appendix 
perforation,  gall-stones,  intestinal  obstruction,  ectopic  gestation,  and 
other  causes  of  peritonitis. 

The  treatment  of  all  internal  twists  is  the  same,  viz.,  by  operation 
as  early  as  possible. 

For  the  illustrations  I  am  indebted  to  Dr.  G.  W.  Richardson, 
F.R.C.S. 
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A    PATIENT    FROM    WHOM    THE    SIGMOID   COLON   WAS 
EXCISED  SEVEN  YEARS  AGO. 

(Notiliuniht'iiand  and  Durham  Medical  Journal,  1908,  p.  15.) 

Mr.  Morison  showed — 

H.  B.,  age  56. 

History. — So  far  as  he  could  remember  he  had  suffered  all  his  life  from 
abdominal  pain  and  difficulty  in  getting  his  bowels  moved. 

When  46  years  of  age  he  had  serious  pain,  and  was  obliged  to  leave 
work.  When  48  he  got  severe  pain  which  came  on  in  '  attacks.'  He  then 
noticed  swelling  of  his  abdomen  and  had  severe  constipation.  The  last  two 
attacks  were  very  bad. 

On  admission  he  was  a  feeble,  woe-begone-looking  man,  with  a  large 
conical  tympanitic  swelling  in  the  upper  part  of  the  abdomen. 

Operation  (June  21,  1900). — The  whole  abdomen  seemed  to  be  occupied 
by  what  turned  out  to  be  an  enormously  distended  sigmoid  colon.  On  turn- 
ing it  out,  the  condition  was  found  to  be  due  to  chronic  volvulus.  Owing  to 
cicatricial  changes  in  the  neighbourhood  of  the  twist  it  was  impossible  to 
make  out  exactly  how  many  twists  were  present,  but  it  was  estimated  that 
there  were  at  least  three  half- twists.  The  whole  sigmoid  colon  was  excised, 
and  the  lower  end  of  the  descending  colon  and  the  upper  end  of  the  rectum 
were  anastamosed  laterally. 

Now,  seven  years  after  the  operation,  the  man,  though  dejected-looking 
and  feeble,  has  fair  health,  is  free  from  pain,  and  his  bowels  act  with  fair 
regularity.  He  has  a  ventral  hernia  through  the  scar  and  a  double  inguinal 
hernia,  and  does  no  work. 


SPECIMENS  ILLUSTRATING  ABDOMINAL  PATHOLOGY. 

(Northumberland  and  Durham  Medical  Society :   Reported  in  Journal, . 

1908,  p.  47.) 

1. — RUPTURED  PEPTIC  ULCER  OF  JEJUNUM. 

Mr.  Morison :  The  specimen  showed  the  stomach  with  an  anterior 
gastro-enterostomy,  the  peptic  ulcer  being  situated  on  the  anterior  wall 
of  the  intestine,  just  beyond  the  anastomosis.  The  perforation  was  circular, 
clean  cut,  and  about  a  quarter  of  an  inch  in  diameter.  The  operation  was 
performed  for  pyloric  stricture  in  January,  1907.  The  man  was  very  well 
until  September  of  the  same  year,  when  lie  had  a  sudden  severe  attack  of 
abdominal  pain,  followed  by  peritonitis.  He  was  admitted  to  the  hospital 
and  died  in  a  few  hours,  the  specimen  being  secured  after  death. 

2. —  MALIGNANT    STRICTURE    (ADENOMA-CARCINOMA)    OF   THE    SMALL 

INTESTINE. 

The  specimen  showed  enormous  hypertrophy  of  the  bowel  above  the 
stricture,  with  many  enlarged  glands  in  the  mesentery.  The  patient  had 
been  ill  for  a  year. 

3. — AN    INGUINAL   HERNIAL  SAC,  WITH  CURIOUS  GRAPE-LIKE  CYSTS 
GROWING  FROM  A  PERITONEAL  RIDGE. 
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4. — UTERINE    MYOMA     UNDERGOING     '  RED     DEGENERATION,'     AND 

SIMULATING  PELVIC  ABSCESS. 

From  a  patient  of  32,  who  had  frequency  of  micturition  for  some  years. 
A  week  before  admission  there  was  a  sudden  severe  attack  of  abdominal 
pain,  followed  by  tenderness  in  the  lower  abdomen,  and  a  tender  mass  in 
pouch  of  Douglas.  Pulse  96  ;  temperature  100. 

5.— CERVICAL  UTERINE  MYOMA. 

There  was  a  twelve  months'  history  of  dysmenorrhoea  and  one  severe 
'  flooding.'  The  tumour  was  removed  by  splitting  the  uterus,  enucleating 
the  myoma,  and  then  removing  each  half  of  the  uterus  separately. 

6. — CARCINOMA  OF  CERVIX  UTERI. 

Removed  with  the  ovaries  and  tubes,  and  some  pelvic  cellular  tissue  by 
vaginal  hysterectomy. 

7. — MALIGNANT  PROSTATE. 

The  growth  chiefly  invaded  the  left  lobe,  the  left  ureter  was  dilated, 
and  the  kidney  atrophied.  The  glands  along  the  iliac  vessels  were  invaded 
with  growth. 

8. — THREE  LARGE  PHOSPHATIC  VESICAL  CALCULI. 
Removed  by  suprapubic  cystotomy  from  an  old  man.     Two  years  pre- 
viously the  prostate,  weighing  9  oz.  10  gr.,  was  removed.     He  was   quite 
well  for  a  year,  when  he  began  to  have  increasing  frequency  of  micturition. 
The  stones  were  distinctly  felt  per  rectum  and  on  the  passage  of  a  catheter. 

9. — ENDOTHELIOMA  OF  THE  KIDNEY. 
Symptoms  of  six  months'  duration  only. 

10. — TUBERCULOUS  KIDNEY. 

Patient,  age  33,  five  years'  history.  Great  frequency  of  micturition, 
pain  and  swelling  on  the  right  side.  Tubercle  bacilli  found  in  urine  from 
the  right  kidney.  Other  kidney  normal.  No  tubercle  bacilli  in  urine  since 
nephrectomy.  , 

SPECIMEN   OF   DOUBLE    RENAL  CALCULI. 

(Northumberland  and  Durham  Medical  Society:  Reported  in  Journal, 

1908,  p.   247.) 

Mr.  Morison  exhibited :  Double  renal  calculi  with  ureters  and  base  of 
bladder.  C.  C.,  age  40,  male. 

Points  shown. — Right  kidney  with  calculi,  which  were  removed  by 
operation  and  the  kidney  drained.  Left  kidney  with  a  large  calculus  im- 
pacted in  pelvis  and  extending  down  into  ureter.  Note  the  numerous  points 
where  calculus  has  been  fractured  as  shown  by  facets. 

History. — Patient,  who  looked  the  picture  of  health,  had  his  appendix 
removed  nine  years  ago.*  He  remained  perfectly  well  until  one  year  ago, 
when  he  began  to  have  attacks  of  right-sided  pain,  followed  some  months 

*  This  is  a  still  too  frequent  occurrence.  When  possible,  renal  and 
ureter  calculi  should  be  excluded  bejore  the  appendix  is  operated  upon. 
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later  by  pus  in  the  urine.     On  catheterizing  ureters,  the  riylil  kidney  excreted 
no  urine,  while  the  left  excreted  urine  and  pus. 

Patient  died  nine  hours  after  operation  for  drainage  of  right  kidney.* 


SPECIMEN   OF    DESMOID    OF   RECTUS    ABDOMINIS. 

(Northumberland  and  Durham  Medical  Society :  Reported  in  Journal, 

1908,   p.  247). 

E.  F.,  age  30,  female. 

Points  shown. — Longitudinal  section  through  tumour  ;  on  under  sur- 
face and  at  each  end  the  edge  of  healthy  rectus  muscle  is  seen. 

History. — Patient  is  married,  two  children,  youngest  three  years  old. 
Micro-section  shows  the  tumour  to  be  a  fibrifying  spindle-celled  sarcoma 
with  myxomatous  change. 

About  two  years  ago,  she  noticed  a  lump  about  the  size  of  a  walnut 
about  2  in.  below  and  to  the  right  of  the  umbilicus.  It  was  quite  hard 
and  painless.  The  swelling  has  grown  rapidly,  lately,  and  it  is  now  a  well- 
defined  tumour,  2£  in.  in  diameter  and  5  in.  long,  running  longitudinally  in 
the  rectus  muscle. 

At  the  operation,  the  whole  of  the  involved  portion  of  rectus  muscle 
was  removed  along  with  the  tumour. 

Desmoids  occur  in  young  married  women  that  have  been  recently  preg- 
nant. They  may  occur  either  in  the  recti  muscles  or  the  oblique  muscles  of 
the  abdominal  wall.  When  occurring  in  the  rectus  muscle  they  tend  to 
extend  upwards  and  downwards.  When  in  the  oblique  muscles  they  form 
a  sausage-shaped  tumour  running  parallel  with  the  fibres  of  the  muscle  from 
which  they  spring. 

APPENDICITIS. 

(Medical  Annual,  1908.) 

It  is  now  generally  admitted  that  many  of  these  cases  get  well  and 
require  no  immediate  operation.  Such  patients  are  obviously  never 
seriously  ill,  and  recover  in  a  few  days  with  rest  and  abstinence  from 
food  and  purgatives.  A  first  attack,  if  entirely  recovered  from,  need 
not  be  followed  by  an  interval  operation.  A  tender  nodule  or  a 
variety  of  uneasy  sensations  or  marked  tenderness  left  after  an  attack 
demands  operation.  Relapse  or  recurrence  of  the  illness  is  due  to 
permanent  pathological  changes  in  the  appendix,  and  indicates  exci- 
sion as  the  safest  treatment.  The  serious  cases  only  should  be  dealt 
with  by  immediate  operation,  i.e.,  within  the  first  twenty-four  hours. 

How  are  the  serious  cases  which  demand  operation  to  be 
diagnosed  from  the  milder  cases  which  may  safely  be  left  ?  First,, by 
the  history  of  their  commencement.  They  begin  with  pain  so  urgent 
as  to  convey  an  unmistakable  message.  Later  a  rigor  (we  attach 

*  These  kidneys  were  so  defective  as  to  cause  surprise  as  to  how  the 
patient  had  lived;  yet  he  looked  'quite 
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considerable  importance  to  a  rigor  early  in  the  attack  as  indicating  a 
severe  type  with  gangrenous  appendix)  or  diarrhoea  indicates  a 
severe  lesion  of  the  appendix.  The  early  diagnosis  of  appendicitis 
from  other  abdominal  emergencies,  which  all  produce  similar  sym- 
ptoms, is  chiefly  based  upon  two  signs — the  first  a  definite  localized 
rigidity  of  the  abdominal  wall  muscles  over  the  appendix  ;  the  second 
a  marked  deep  tenderness  in  the  same  neighbourhood.  The  enlarged 
and  tender  appendix  can  occasionally  be  felt,  and  this  is  conclusive 
evidence,  though  but  seldom  forthcoming.* 

The  prognosis  in  children  is  so  serious  that  all  cases  in  which  a 
definite  diagnosis  can  be  made  demand  immediate  operation. 

Until  the  need  for  immediate  operation  in  these  cases  is  more 
fully  recognized,  abscess  and  general  peritonitis  will  exact  their  toll  of 
victims.  The  greatest  advance  to  be  made  in  the  treatment  of  appen- 
dicitis depends  on  the  skilful  diagnosis  and  prompt  action  of  the  general 
practitioner. f  An  early  operation  is  safe  and  easy,  and  by  it  the  develop- 
ment of  an  abscess  or  of  peritonitis  can,  and  should  be,  prevented. 

Relief  of  severe  pain  and  the  development  of  signs  of  peritonitis 
mean  rupture  of  the  appendix.  {  A  tender,  definite  lump  after  the 
third  day  means  an  abscess.  Early  operation  is  indicated  in  either 
case.  The  operation  in  both  should  allow  of  removal  of  the  appendix 
and  provide  for  drainage.  In  some  serious  cases  of  appendicitis  and 
general  peritonitis,  with  the  abdomen  tense  and  distended,  we  believe 
more  recoveries  will  follow  without  than  with  immediate  operation. 

The  magnificent  results  of  L.  A.  Stimson,  of  New  York,  induce 
us  to  record  our  views  on  the  principles  of  operative  treatment. 
We  hold  that  the  great  surgical  revolution  brought  about  by  Lister's 
work  is  due,  more  than  to  anything  else,  to  the  possibility  of  seeing 
what  has  to  be  done,  and  consequently,  how  it  can  best  be  accom- 
plished. It  is  quite  certain  that  an  oblique  incision  through  the 
abdominal  wall,  parallel  to  its  nerves,  allows  of  complete  repair  with- 
out subsequent,  hernia.  This  clean-cut  wound— long  enough  to  allow 
of  free  exposure  of  the  parts— we  prefer  to  muscle  splitting.  § 

*  Students  should  be  taught  that  the  diagnosis  is  based  upon  the 
discovery  oj  such  symptoms  and  signs  as  indicate  inflammation.  The 
available  local  evidence  "will  be  pain  and  tenderness  on  pressure,  and  the 
general  will  be  fever.  These  are  the  most  important  points  in  the 
diagnosis  of  appendicitis. 

|  The  most  difficult  problem  now  is  to  differentiate  between  pyelitis 
(Bacillus  coli)  and  appendicitis. 

J  This  pain  is  due  to  tension  in  the  appendix,  and  is  also  relieved  by 
gangrene  oj  it  without  perforation. 

§  /  stiU  do. 
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In  all  acute  cases,  before  doing  anything  rise,  the  abdominal  \\.ill 
is  gently  but  firmly  drawn  forward  by  a  large  ret  rartor.  .-UK I  above. 
below,  and  to  the  inner  side  of  the  caecum,  an  paeked  earel'nlK 
round  with  gau/e.  Then,  but  not  till  then,  search  is  made  for  the 
appendix.  In  abscess  cases  the  incision  is  a  long  oblique  one.  extend- 
ing to  the  back  of  the  iliocostal  space,  and  the  pus  as  it  escapes  is 
directed  toward  the  lower  back  part  of  the  incision,  and  mopped  away. 

The  appendix  is  nearly  always  (95  per  cent)  sought  for  and 
removed.  Every  blood-vessel  in  the  meso-appendix  is  carefully  tied. 
The  stump  of  the  appendix  is  dealt  with  by  clamping  ligature  and 
cauterization,  and  is  then  somehow  or  other  enfolded  by  a  peritoneal 
covering.  If  the  appendix  is  found  detached,  we  make  a  persevering 
effort  to  secure  its  caecal  attachment  and  deal  with  it  in  the  ordinary 
\\~i\y.  In  none  but  the  most  serious  cases  is  haste  necessary,  but  in 
all,  careful  arrest  of  haemorrhage,  thorough  precautions  to  prevent 
diffusion  of  sepsis,  and  complete  repair  of  openings  into  the  intestine 
are  regarded  as  essential.*  There  are,  it  must  be  admitted,  surgical 
artists  who  can  transgress  every  surgical  canon,  not  only  with  impunity, 
but  with  brilliant  success.  Unfortunately  it  is  not  possible  for  them 
to  hand  on  their  secret,  and  general  surgical  improvement  has  to  be 
expected  from  more  ordinary  methods  of  progress. 


AFFECTIONS    OF    GALL-BLADDER. 

(Medical  Annual,  1908.) 

Gall-stones. — The  presence  of  calculi  in  the  gall-bladder  and  liver- 
ducts  is  partially  explained  by  the  action  of  micro-organisms,  and  it 
is  certain  that  most  of  the  softer  varieties  at  least  are  due  to  this  cause. 
It  is  probable  that  others  are  due  to  the  same  causes  which  give  rise  to 
the  formation  of  calculi  elsewhere,  and  these  will  not  be  understood 
till  an  explanation  of  the  origin  of  calculi  in  general  is  forthcoming. 

It  is  certain  that  calculi  may  exist  for  long  periods  without  pro- 
ducing serious  symptoms.  It  is  probable  that  inflammation  has  to  be 
supcradded  before  the  typical  attacks  occur.  Then  the  gall-bladder 
and  ducts,  stimulated  by  the  presence  of  the  foreign  body  and  the 
inflammation  of  their  lining  membrane,  attempt  to  expel  the  intruder. 
The  symptoms  are  explained  by  these  efforts.  The  signs — gall- 
bladder tumour  or  jaundice — are  due  to  mechanical  blocking  of  the 
ducts  by  a  stone  or  stones.  Gall-stones  are  a  very  serious  possession. 
In  addition  to  the  painful  illnesses  and  prolonged  incapacity  caused 
by  them,  a  fatal  result  is  much  more  frequent  than  the  post-mortem 

*  /  would  still  make  the  same  rules. 
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records  suggest.  Their  diagnosis  is,  therefore,  a  matter  of  great 
importance,  for  surgical  removal  is  the  only  known  means  of  cure. 
As  in  all  diagnosis  based  on  circumstantial  evidence  only — and  this 
has  to  be  done  in  the  majority  of  instances — mistakes  are  certain  to 
occur  ;  but  the  symptoms  are  usually  so  typical  that  it  is  rare  to  see 
futile  operations. 

It  has  been  taught  for  too  long  that  jaundice  follows  the  attack, 
and  that  a  stone,  or  stones,  may  be  found  in  the  faeces  after  it.  In 
the  majority  of  cases  neither  of  these  results  need  be  anticipated,  for 
they  mean  that  the  stone  has  been  small  enough  to  pass  into,  or 
through,  the  common  duct,  and  this  is  comparatively  rare.  The 
probable  course  of  events  is,  that  the  gall-bladder  with  stones  in  it 
attempts  to  extrude  them,  causing  sudden  very  severe  pain  of  a 
cramplike  character,  and  that,  after  a  futile  effort,  frequently  of  some 
hours'  duration,  the  contractions  cease,  and  the  stones  fall  back  into 
the  gall-bladder  again.  If  the  stone  becomes  impacted  in  the  neck 
of  the  gall-bladder,  or  in  the  cystic  duct,  a  gall-bladder  tumour  will  be 
discoverable  after  the  attack.  In  any  case,  pressure  over  the  gall- 
bladder discovers  tenderness  lasting  come  days.  If  the  stone  passes 
into  the  common  duct,  jaundice  may  be  expected  to  follow  the  attack. 
It  does  not  always  do  so,  however,  and  it  must  be  remembered,  for 
we  have  abundant  evidence  of  it,  that  a  stone,  or  stones,  may  lie  in 
the  common  duct  for  months  without  producing  symptoms  after 
the  first  violence  of  the  paroxysm  has  ceased. 

With  regard  to  treatment,  the  only  reasonable  advice  to  offer  to 
otherwise  healthy  people  is  to  get  the  stones  removed  as  early  as 
possible  by  operation.  What  operation  to  select  is  still  a  disputed 
question.  Guided  by  a  most  important  surgical  principle — that 
operations  should  as  far  as  possible  leave  everything  in  a  natural 
state — our  view  is  that  the  best  operation  on  the  gall-bladder  consists 
in  opening  it,  removing  the  stones,  and  closing  it  completely  again 
(cholecystotomy).  This  is  a  safe  operation,  and  one  attended  by 
satisfactory  results,  both  immediate  and  remote,  when  the  ducts 
are  patent  and  the  gall-bladder  is  fairly  healthy. 

If  the  infection  of  the  gall-bladder  or  ducts  has  advanced  further, 
but  drainage  is  likely  to  restore  them  to  a  normal  condition  after 
removing  the  stones,  the  gall-bladder  is  drained  (cholecystostomy). 

When  the  cystic  duct  is  hopelessly  blocked,  or  the  gall-bladder 
has  any  suspicious  localized  thickening  which  may  mean  malignant 
growth,  its  removal  is  indicated  (cholecystectomy).* 

*  When  cholecystectomy  is  difficult,  either  from  physiological  or 
pathological  causes,  by  opening  it  fully  and  burning  out  its  inner  walls 
with  the  thermo-cautery  the  same  result  is  achieved.  I  have  done  this 
twelve  times,  and  all  the  patients  have  recovered  satisfactorily. 
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HERNIA. 

(Medical  Annual,  1008.) 

Recent  discussions  as  to  whether  such  a  thing  as  acquired  hernia 
exists  have  at  least  done  much  to  increase  interest  in  the  subject  of 
hernia  and  its  treatment.  Ingenious  and  instructive  though  such 
speculations  concerning  the  congenital  or  acquired  origin  of  hernia  are, 
they  must  not  be  allowed  to  govern  the  treatment,  which  is  now  estab- 
lished on  a  satisfactory  basis.  For  a  radical  cure  by  operation  two 
things  are  essential  :  (1)  To  remove  the  entire  sac  ;  and  (2)  To  close 
satisfactorily  the  opening  through  which  the  hernia  made  its  escape. 
That  a  radical  cure  can  be  brought  about  by  these  measures  properly 
adapted  has  been  abundantly  proved.  Our  own  experience  shows 
that  the  hardest  work,  done  in  cramped  and  awkward  positions  by 
colliery  hewers,  fails  to  produce  recurrence  of  the  hernia  which  has 
been  operated  upon  satisfactorily.  Without  selection  of  cases  further 
than  that  demanded  in  all  operations,  not  more  than  2  per  cent  will 
recur. 

LIVER,    CIRRHOSIS    OF. 

(Medical  Annual,  1908.) 

It  is  now  generally  accepted  that  the  ascites  due  to  liver  cirrhosis 
can,  in  suitable  cases,  be  cured  by  an  operation  for  the  establishment 
of  a  new  anastomotic  circulation,  which  is  chiefly  brought  about  by 
the  artificial  formation  of  omental  adhesions  to  the  parietes.  The 
cases  most  suitable  are  those  of  alcoholic  patients  who,  having 
survived  repeated  tappings,  still  retain  fair  health  and  are  free  from 
signs  of  serious  disease  elsewhere. 


PANCREAS,    SURGERY    OF. 

(Medical  Annual,  1908.) 

R.  Hamilton  Russell,  of  Melbourne,  reports  a  case  of  acute  ha?mor- 
rhagic  pancreatitis  with  sloughing.  Lumbar  drainage  after  abdominal 
section  was  followed  by  prolonged  flow  of  chyle  and  ultimate  recovery. 

The  case  presented  the  clinical  features  of  a  severe  acute  pancrea- 
titis, and  the  usual  difficulty  of  distinguishing  it  from  one  of  acute 
intestinal  obstruction  was  encountered.  The  diagnosis  was  only 
suggested  during  operation,  after  the  discovery  of  a  retroperitoneal 
hacmatoma,  from  which  subsequently  large  quantities  of  a  juice 
resembling  sputum,  and  with  a  beer-like  odour,  escaped.  It  was 
subsequently  confirmed  by  the  escape  of  a  slough  resembling  pancreas, 
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and  of  portions  of  tissue  undergoing  fat  necrosis.  Russell  concludes, 
from  the  profuse  creamy  discharge  which  occurred  towards  the  end, 
that  the  receptaculum  chyli  had  been  opened  by  ulceration.  The 
case  was  a  grave  one.  The  patient,  who  was  apparently  moribund 
before  the  first  operation,  was  so  far  restored  by  drainage  as  to  tolerate 
further  operations,  and  his  ultimate  cure  necessitated  three. 

The  result  is  evidence  of  what  skilful,  careful,  and  bold  surgery 
can  accomplish,  and  should  serve  as  an  encouragement  to  surgeons 
and  patients  in  similar  desperate  conditions. 

It  is  particularly  noted  that  the  face  was  pale.  The  characteristic 
appearance  which  many  of  these  patients  present  has  suggested  to  us 
a  correct  diagnosis  more  than  once,  so  that  it  deserves  to  be  empha- 
sized. Cyanosis  is  frequently  present,  and  so  far  as  we  know,  acute 
pancreatitis  is  the  only  acute  abdominal  emergency  at  the  commence- 
ment of  which  this  has  been  observed.  If  a  patient,  usually  stout, 
and  of  middle  age,  has  a  sudden  abdominal  attack  with  symptoms  of 
intestinal  obstruction,  and  is  cyanosed,  while  an  indefinite  tender 
resistance  is  jelt  over  the  pancreas,  a  diagnosis  of  acute  pancreatitis  is 
justified.  Slight  jaundice  or  sugar  in  the  urine  strengthens  this  view. 
No  explanation  of  the  cyanosis  has  been  forthcoming.  It  appears 
before  marked  failure  of  the  circulation  in  these  cases,  and  our  view 
is  that  it  must  be  due  to  the  absorption  of  some  toxin  similar  in 
effect  to  such  drugs  as  antifebrin.  Operation  and  drainage,  contrary 
to  what  might  have  been  anticipated,  have  been  attended  by  remark- 
ably good  results.* 


PERITONEUM,    SURGERY    OF. 

(Medical  Annual,  1908.) 

Two  years  ago  any  surgeon  asked  as  to  the  mortality  of  general 
septic  peritonitis  would  have  replied  that  it  was  something  between 
80  and  100  per  cent ;  at  the  present  time  the  answer  would  be  that 
it  is  no  more  than  10  per  cent.  Why  is  this  ? 

1.  Because  of  the  earlier  recognition  by  the  general  practitioner  of 
conditions  likely  to  lead  to  peritonitis.  His  diagnostic  skill  has 
advanced  rapidly.  He  now  also  recognizes  that  the  treatment  of 
these  conditions  is  surgical  at  the  onset,  and  that  his  patient,  if 
operated  upon  early,  will  recover.  He  has  given  up  the  treatment 
of  abdominal  emergencies  by  opium,  poultices,  and  waiting  for  the 
development  of  symptoms  which  he  knows  mean  impending  dissolu- 
tion, and  submits  his  patient  to  immediate  surgical  treatment. 

*  The  less  done  the  belter.     Only  drainage  is  essential. 
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"2.  Surgeons  now  recognize  that  peritonitis  is  not  a  disease,  hut  a 
vigorous  reaction  against  tlie  onslaught  of  organisms,  and  that  the 
result  depends  less  upon  I  he  activity  of  the  surgeon  than  on  thai  <>(' 
the  peritoneum.  They  Consequently  avoid  any  more  tranmatism 
than  is  essential  for  dealing  with  the  focus  of  the  disease  ;ind  for 
providing  satisfactory  drainage.  They  also  conserve  ;.s  far  as  possible 
the  patient's  energy  during  operation,  by  maintaining  the  body  heat. 
by  skilful  anaesthesia,  and  by  prompt,  gentle  operating.  Afterwards, 
careful  nursing,  the  sitting  posture  as  an  aid  to  drainage,  and  saline 
cncmata  to  replace  the  lost  body  fluids  and  dilute  the  circulating 
toxins,  are  the  most  essential  aids  to  recovery. 

3.  These  essentials  cannot  be  satisfactorily  ensured  by  the  make- 
shift methods  which  have  to  be  tolerated  in  a  private  house,  and  the 
best  work  can  only  be  accomplished  in  hospital  cliniques,  with  a  staff 
trained  to  deal  with  such  emergencies. 

Peritoneal  Adhesions. — In  abdominal  diagnosis,  as  in  diagnosis 
elsewhere,  it  is  difficult  to  arrive  at  a  reasonable  opinion  without  the 
aid  of  physical  signs.  This  is  especially  true  when  the  diagnosis  has 
to  be  based  on  the  presence  of  pain  alone.  It  has  been  proved  by 
operation  and  by  post-mortem  experience,  that  the  most  wearing, 
constant,  and  localized  abdominal  pains  may  be  present  for  years 
without  any  recognizable  organic  cause.  Though  it  is  often  bad  to 
label  the  doubtful  cases  neurotic,  it  is  generally  worse  to  operate  on 
them,  and  no  cases  require  greater  consideration  and  more  careful 
repeated  examination.  Though  adhesions  may  be  very  serious,  as  for 
instance  those  causing  intestinal  obstruction,  in  the  great  majority  of 
people  adhesions  appear  to  produce  no  symptoms.  So  much  is  certain, 
that  the  majority  of  '  adhesion  '  operations  fail  to  relieve  the  pains 
for  which  they  were  performed,  even  though  a  second  operation  may 
demonstrate  that  the  first  has  been  entirely  successful.  In  addition, 
it  must  not  be  forgotten  that  operation  may  produce  adhesions  where 
none  existed  previously,  that  many  patients  think  they  are  made 
worse  by  the  operation,  and  that  the  most  brilliant  '  cures  '  have 
followed  an  operation  at  which  '  nothing  was  done.' 
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ABDOMEN,    SURGERY    OF. 

(Medical  Annual,  1909.) 

The  position,  direction,  and  methods  of  suturing  incisions  made 
in  the  abdominal  wall  have  for  years  been  fruitful  subjects  for 
discussion,  and  yet  are  of  interest,  because  surgical  opinion  is  not 
unanimous,  and  post-operative  hernia  through  the  scar  still  occasion- 
ally occurs.  The  linea  alba  has  held  its  own,  and  we  think  justly,  for 
its  advantages  are  many  and  the  disadvantages  few.  It  is  true,  as 
Maylard  points  out,  that  its  vascular  and  lymphatic  supply  are 
defective,  but  the  same  may  be  said  of  the  cornea  and  of  tendon,  and 
it  is  certain  that  in  no  other  tissues  does  healing  occur  with  greater 
rapidity.  Hernia  of  an  abdominal  scar  is  a  very  rare  event,  whatever 
the  position  of  the  wound  may  be,  provided  each  layer  is  separately 
united  and  some  care  is  taken  for  two  months  after  healing  has 
occurred.  The  most  important  matter  is  to  avoid  damage  to  the 
important  nerves  of  the  abdominal  wall  if  no  weakness  is  to  result. 
There  are,  in  our  opinion,  only  two  ideal  incisions  possible — that  in 
the  linea  alba  and  an  oblique  incision  running  a  course  parallel  to  that 
of  the  termination  of  the  intercostal  nerves.* 

Abdominal  Injuries. — There  is  no  more  difficult  or  responsible 
position  than  the  one  which  calls  for  a  decision  in  the  case  of  an 
abdominal  injury.  The  first  question  which  has  to  be  answered  refers 
to  its  danger — whether  it  is  serious  or  not.  The  answer  to  this 
question  generally  suffices  to  determine  the  mode  of  action  ;  hence 
it  is  of  the  greatest  importance.  A  trivial  injury  may  be  followed  by 
considerable  shock,  a  deadly  hurt  may  produce  little  shock  at  all, 
and  this  knowledge  may  in  obscure  injuries  lead  to  indecision  and 
fatal  delay.  And  how  is  the  matter  to  be  decided  ?  First,  perhaps, 
we  would  place  the  nature  of  the  injury.  Was  it  such  as  to  be  likely 
to  cause  serious  damage  ?  The  most  dangerous  results  are  likely  to 
follow  the  application  of  localized  force,  e.g.,  the  kick  of  a  horse, 
bicycling  into  a  cart  shaft,  etc.,  and  until  the  contrary  has  been  proved 
it  must  be  assumed  that  in  these  cases  serious  damage  has  been 
inflicted  on  the  abdominal  contents,  even  though  the  appearance  and 
general  condition  of  the  patient  lend  no  support  to  such  a  serious  view. 
In  these,  indeed  in  every  case  of  obscure  abdominal  injury,  the  second 

*  This  is  still  my  belief.  The  present  popularity  of  incision  through 
one  or  other  rectus  is  to  me  indefensible. 
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aid  to  diagnosis  should  be  employed,  viz.,  careful  watching.  Every 
hour  till  danger  has  passed,  eaeh  symptom  and  sign  should  be  noted, 
and  an  increase  in  any  important  one,  especially  the  pulse-rate,  should 
suggest  the  need  for  surgical  aid.  To  wait  for  the  development  of 
signs  of  peritonitis  is  to  court  disaster  ;  early  operation  is  the  treat- 
ment of  all  serious  abdominal  injuries. 

When  a  wound  exists  in  the  parietes,  for  example  a  stab  or  gun- 
shot, it  may  be  clear  from  examination  of  the  weapon  or  a  knowlcd.u<- 
of  the  direction  of  the  shot,  or  from  protrusion  of  contents,  that  pene- 
tration of  the  cavity  has  occurred,  but  this  evidence  is  not  always 
available.  In  such  instances  the  rule  should  be,  after  due  preparation, 
to  extend  the  wound  and  see  whether  the  peritoneum  has  been  opened 
or  not.  If  it  has  been  opened,  the  operation  of  abdominal  exploration 
follows. 


'  DIVERTICULA '    (SACCULITIS  ?)    OF    THE    COLON. 

(Medical  Annual,  1909.) 

'  Diverticula '  of  the  colon,  especially  of  the  sigmoid,  have 
been  long  known  to  pathologists.  Only  recently  has  their  surgical 
importance  been  recognized,  and  chiefly  as  a  cause  of  left-sided  intra- 
abdominal  suppuration,  or  as  '  tumours  '  of  the  sigmoid  which  have 
been  mistaken  for  cancer.  More  obscurity  than  probably  belongs  to 
the  subject  has  arisen  from  the  use  of  the  term  diverticulum  as  applied 
to  these  protrusions  from  the  bowel,  and  small  consideration  shows 
that  between  them  and  the  recognized  diverticula  there  are  many 
points  of  difference.  It  seems  probable  that  all  diverticula  are  of 
congenital  origin.  All  coats  of  the  intestine  enter  into  their  composi- 
tion. All  have  a  special  vascular  supply  of  their  own.  They  are 
seldom  if  ever  multiple,  and  are  found  at  any  age.  The  vermiform 
appendix  is  representative  of  this  type  in  the  normal  subject.  Meckel's 
diverticulum,  due  to  arrested  involution  of  the  omphalomesenteric 
duct,  has  long  been  recognized  as  of  surgical  importance,  and  the 
existence  of  diverticula  at  different  portions  of  the  gastro-intestinal 
tract  associated  with  small  pancreatic  outgrowths  has  been  recently 
added  to  our  knowledge  of  these  interesting  conditions.  Of  the 
traction  diverticula  due  to  the  drag  of  a  limited  adhesion,  nothing 
more  needs  to  be  said  than  that  they  ought  to  be  classed  separately 
from  any  other  form. 

The  swellings  observed  on  the  colon  do  not  answer  to  our  descrip- 
tion of  a  diverticulum  at  all ;  indeed,  their  origin  is  so  different  that 
the  confusion  caused  by  calling  them  diverticula  should  cease.  They 
differ  from  diverticula  in  that  they  are  never  of  congenital  origin, 

A  47 
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and  have  consequently  not  been  found  in  youth  ;  are  multiple  ;  thin- 
walled,  because  the  muscular  coat  of  the  intestine  is  usually  absent 
in  them  ;  they  are  rounded  in  shape,  do  not  attain  to  large  size,  and 
are  practically  limited  to  advanced  life.  In  the  urinary  bladder, 
other  parts  of  the  gastro-intestinal  tract,  the  gall-bladder,  the  vermi- 
form appendix,  and  Fallopian  tubes,  similar  swellings  have  been 
described  ;  indeed,  it  is  safe  to  say  that  they  will  be  found  if  sought 
for  in  any  of  the  hollow  muscular-coated  viscera.  The  cause  in  all  is 
obscure,  but  in  the  colon  as  elsewhere,  it  is  probable  that  chronic 
obstruction  to  the  escape  of  the  contents  (constipation)  and  weakening 
of  the  wall  are  the  determining  factors.  The  suggestion  that  they  are 
due  to  traction  from  little  masses  of  fat  must  be  received  with  caution, 
for  it  is  a  curious  fact  that  many  pathological  conditions  of  the  colon — 
even  cancer  and  tubercle — are  associated  with  localized  deposits  of 
fat  in  the  bowel  wall.  In  the  urinary  bladder,  where  they  have  been 
known  longest,  they  have  always  been  called  sacculi,  and  this  would 
appear  to  be  the  most  suitable  name  for  them  elsewhere.  In  their 
pathology,  however,  they  closely  resemble  the  diverticula  of  which 
the  vermiform  appendix  may  be  taken  as  a  type.  Like  this,  they 
may  harbour  fsecal  concretions,  and  inflammation  in  them  leads  to 
the  same  results.  It  is  therefore  possible  to  find,  as  a  consequence 
of  sacculitis  of  the  sigmoid,  gangrenous  perforation  with  peritonitis, 
ulceration,  and  perforation  with  left  iliac  abscess,  or  inflammatory 
thickening  and  fibrosis  closely  resembling  a  malignant  growth  of  the 
affected  bowel. 


MALIGNANT    DISEASE    OF    THE    COLON. 

(Medical  Annual,  1909.) 

The  excellent  results  from  excision  of  the  colon  for  malignant 
disease  reported  by  Charters  Symonds,  offer  encouragement  to 
surgeons  in  the  attempt  to  deal  radically  with  these  growths.  It  is 
certain  that  many  of  them  grow  very  slowly,  are  possessed  of  a  low 
degree  of  malignancy,  and  excision  is  followed  by  satisfactory  results. 
It  must  not,  however,  be  forgotten  that  exceptionally  these  growths 
are  possessed  of  a  high  degree  of  malignancy,  and  that  a  radical 
operation  is  followed  by  rapid  and  widespread  recurrence.  The 
probability  that  intestinal  obstruction  in  elderly  people  is  due  to  a 
malignant  growth  of  the  colon  should  never  be  lost  sight  of.  In  the 
face  of  obstruction  only  a  drainage  operation  (csecostomy) — not  resec- 
tion— should  be  performed.  The  radical  operation  must  be  postponed 
till  the  colon  has  emptied  itself  and  been  emptied  of  its  septic  contents. 
Jamieson  and  Dobson  have  carefully  worked  out  the  lymphatic  area 
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involved  in  ciccal  cancer,  and  the  operation  they  sui^rst,  and  have 
successfully  performed,  is  a  great  advance  on  the  older  methods, 
because  it  not  only  allows  of  removal  of  the  Drouth,  an  OJK  -ration 
which  can  only  be  regarded  as  palliative,  but  of  the  whole  lymphatic 
area  likely  to  be  invaded  by  cancer  cells.  The  information  of  to-day 
concerning  the  radical  cure  of  cancer  here  as  elsewhere  is,  that  removal 
of  the  growth  and  of  the  whole  of  the  lymphatic  area  connected  with 
it  is  necessary  :  hence  the  importance  of  their  work. 


GASTRIC,    PYLORIC,    AND    DUODENAL    ULCER. 

(Medical  Annual,  1909.) 

The  diagnosis  of  chronic  gastric  ulcer  is  chiefly  based  upon  three 
symptoms  :  pain,  vomiting,  and  the  discharge  of  blood  ;  and  upon 
three  signs  :  a  tender  spot,  rigidity  of  the  overlying  muscles,  and  the 
presence  of  a  tumour.  Surgery  has  proved  that  the  clinical  diagnosis 
of  ulcer  is  often  wrong,  and  surgeons  now  recognize  that  inspection 
and  palpation  of  the  exposed  stomach  from  the  outside  alone  may  be 
misleading,  and  that  it  is  necessary  to  inspect  or  palpate  (or  both) 
the  stomach  from  the  inside  as  well,  to  ensure  an  accurate  diagnosis. 
For  the  purpose  of  inspection  the  gastroscope  of  Rovsing  is  a  valuable 
aid  to  stomach  surgery. 

The  great  importance  of  a  correct  clinical  diagnosis  necessitates 
most  careful  consideration  of  the  symptoms  and  signs,  and  in  an 
overwhelming  majority  of  cases  this  will  lead  to  a  true  opinion. 
That  pain,  vomiting,  and  haematemesis  may  all  be  present  without 
an  ulcer  of  the  stomach  is  now  well  known,  and  in  the  case  of  women, 
mistakes  of  diagnosis  based  upon  these  grounds  have  been  frequent. 

Pain  is  the  most  important — may  indeed  be  the  one — symptom  of 
a  chronic  gastric  ulcer,  but  to  take  high  rank  in  diagnosis  it  must 
have  a  quite  definite  history.  Unless  it  occurs  after  food,  and  is 
absent  when  the  stomach  is  empty,  no  serious  diagnostic  importance 
attaches  to  it.  If  it  is  present  early  in  the  morning  before  food  has 
been  taken,  or  is  not  relieved  at  once  by  vomiting  the  contents  of 
the  stomach,  the  possibilities  are  very  strongly  against  ulcer.  The 
time  at  which  the  pain  appears  has  some  value  in  localization,  but  not 
quite  all  that  has  been  attributed  to  it.  Commencing  soon  after  a 
meal,  it  suggests  an  ulcer  towards  the  cardiac  end  of  the  stomach  ;  an 
hour  later,  one  at  or  near  the  pyloric  orifice.  The  explanation  of  this 
is  obviously  food  contact.  Night  pain,  occurring  in  the  early  hours 
(one  or  two  in  the  morning),  has  invariably  in  our  experience  been 
associated  with  an  ulcer  adherent  to  the  pancreas.  It  is  difficult  to 
offer  an  explanation  for  this.  Paroxysmal  pain  resembling  that  of 
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biliary  colic  is  associated  with  a  pyloric  ulcer,  and  is  probably  due 
to  forcible  irregular  contractions  of  the  unstriated  muscle  fibres  of 
the  pyloric  end  of  the  stomach. 

Vomiting. — This  may  be  a  most  misleading  symptom  and  requires 
particular  attention.  First,  it  should  bear  a  definite  relation  to  the 
pain,  and  should,  like  this,  follow  the  ingestion  of  food.  Vomiting 
without  severe  pain,  or  occurring  at  other  than  fixed  periods  after 
food,  is  not  a  symptom  of  any  value  in  the  diagnosis  of  chronic  gastric 
ulcer.  The  vomited  matter  is  most  likely  to  be  nothing  but  food 
taken,  and  after  the  stomach  has  been  emptied  by  the  act  of  vomiting 
the  patient  should  feel  entire  relief.  The  sickness  is  comparatively 
easily  controlled  by  limiting  the  amount  and  quantity  of  food  taken, 
and  by  rest.  Vomiting  which  is  not  controlled  by  rest  in  bed  and  by 
fluid  diet  is  quite  unlikely  to  be  due  to  ulcer.  Uncontrollable  vomit- 
ing is  not  due  to  chronic  gastric  ulcer. 

Blood. — The  presence  of  relatively  small  quantities,  repeated  at 
intervals,  of  blood  in  the  vomited  matter  is  an  important  symptom 
of  gastric  ulcer.  Other  forms  of  blood-loss  do  not  possess  the  same 
significance.  Blood,  especially  when  only  discoverable  microscopically 
in  the  stomach  contents  or  in  the  stools,  suggests  a  cancerous  rather 
than  a  chronic  ulcer.  Profuse,  painless,  sudden  haematemesis  in  a 
young  woman  is  quite  unlikely  to  be  due  to  a  chronic  ulcer,  and  in  an 
elderly  patient  suggests  cirrhosis  of  the  liver. 

A  tender  spot  in  the  epigastrium  has  significance,  and  taken  along 
with  other  symptoms  and  signs  is  a  valuable  aid  to  diagnosis. 

Rigidity  oj  the  overlying  muscles  is  frequently  found  in  chronic 
gastric  ulcer.  It  is  unlikely  that  an  active  pyloric  ulcer  exists  if  the 
upper  portion  of  the  right  rectus  does  not  show  rigidity. 

The  presence  of  a  Tumour. — A  considerable  tumour  may  be  caused 
by  inflammatory  induration  round  a  chronic  ulcer,  but  this  is  very 
rare.  A  definite  tumour  suggests  a  cancerous,  not  a  chronic,  ulcer. 
A  tender  nodule  or  an  indefinite  induration,  especially  in  the  neighbour- 
hood of  the  pylorus,  with  a  history  of  long-standing  stomach  trouble, 
is  characteristic  of  chronic  ulcer,  and  a  most  important  sign.  The 
usual  history  given  by  a  patient  with  chronic  gastric  ulcer  is  one  of 
long-standing  4  indigestion.'  There  has  been  pain  after  taking  food, 
depending  to  a  large  extent  upon  the  quality  and  quantity  of  it, 
occasional  vomiting  when  the  pain  was  severe,  and  relief  after  the 
stomach  was  emptied  by  sickness.  Often  the  first  warning  to  the 
patient  of  anything  more  serious  than  he  had  thought,  was  the 
appearance  of  some  blood  in  the  vomited  matter.  With  or  without 
a  variety  of  treatment  there  have  been  periods  of  health  so  good  as 
to  give  hopes  of  a  4  cure,'  but  a  disappointing  relapse  is  apt  to  make 
its  appearance  and  dissipate  these,  the  truth  being  that  healing  of  a 
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chronic  gastric  ulcer  is  only  brought  about  with  grc.-it  dillirulty,  and 
much  less  often  than  has  been  supposed.  Experience  has  taught  us 
that  the  apparent  c  cure  '  is  not  usually  due  to  healing  of  the  ulcer, 
but,  for  some  at  present  unknown  reason,  to  its  loss  of  sensibility. 
During  the  painless  intervals  small  dietetic  restrictions  suffice  to  keep 
the  patient  comfortable,  but  after  a  time  these  restrictions  have  to  be 
more  rigidly  practised,  and  the  intervals  of  ease  are  apt  to  become 
shorter,  until  eventually  a  condition  of  chronic  invalidism  results. 

The  TREATMENT  of  chronic  gastric  ulcer  is  by  an  operation  and 
after-treatment.  Excision  of  the  ulcer  is  the  ideal  operation  according 
to  many  distinguished  operators.  This  ignores,  however,  the  possi- 
bility of  an  ulcerous  diathesis  and  the  permanent  preventive  effect  of 
gastro-enterostomy  on  fresh  ulceration  ;  but  in  addition,  excision  is 
seldom  applicable,  and  experience  has  proved  that  gastro-enterostomy 
is  the  best  operation  for  universal  adoption  for  the  present.  Its 
mortality  is  less  than  5  per  cent.  Of  those  who  recover,  during  the 
first  year  after  operation,  in  50  per  cent  all  the  symptoms  disappear 
and  the  patients  are  able  to  eat,  digest,  and  enjoy  ordinary  food. 
In  30  per  cent  considerable  relief  follows  the  operation,  in  10  per  cent 
there  is  some  improvement,  and  in  10  per  cent  no  improvement. 
These  results  can,  however,  only  be  achieved  by  careful  medical  atten- 
tion after  the  operation  is  completed,  and  patients  should  be  taught 
that  a  chronic  ulcer  of  the  stomach,  just  as  much  as  tubercle,  means 
care  afterwards  in  diet,  and  attention  to  the  general  laws  of  health.* 

Pyloric  Ulcer. — The  fact  that  healing  of  a  pyloric  ulcer  is  followed 
by  more  or  less  stricture  of  the  pylorus  separates  it  clinically  from 
other  forms  of  gastric  ulcer.  It  resembles  most  closely  those  forms 
of  duodenal  ulcer  which  are  followed  by  stricture  of  the  duodenum, 
for  these  produce  the  same  pathological  results  and  symptoms.  In 
addition  to  the  ordinary  history  of  gastric  ulcer,  viz.,  pain,  vomiting, 
and  hgematemesis,  with  periods  of  remission,  each  remission  is  followed 
by  less  complete  recovery,  until  the  evidences  of  stomach  dilatation 
take  the  foremost  place.  Severe  pain  is  then  seldom  complained  of, 
and  the  character  of  the  vomited  matter  becomes  of  greatest  impor- 
tance. When  dilatation  has  fully  developed,  the  vomited  matter  is 
frothy  and  smells  yeasty  ;  it  is  in  greater  quantity  than  the  amount 
of  food  taken  ;  it  contains  particles  of  undigested  food  partaken  of 
hours  before,  and  occurs  toward  evening  from  the  filling  of  the 
stomach  during  the  day.  Continued  splashing  of  the  stomach  on 
succussion  confirms  this  ;  the  increased  stomach  area  visible  when 
the  stomach  is  distended  with  gas,  and  a  tender  nodule  movable 

*  It  is  important  to  realize  that  a  patient  in  good  health  and  of 
robust  constitution  does  not  get  a  gastric  or  duodenal  ulcer,  and  these 
indications  for  a  careful  life  should  be  accepted. 
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during  the  act  of  respiration  and  in  the  neighbourhood  of  the  pylorus 
make  the  diagnosis  of  stricture  due  to  pyloric  ulcer  certain. 

The  usual  history  is  that  the  patient's  illness  is  of  some  years' 
duration,  that  it  commenced  with  4  indigestion  '  and  haematemesis, 
which  after  a  short  period  of  treatment  disappeared,  though  digestion 
had  never  been  quite  so  perfect  as  before.  After  an  interval  of  good 
health  the  symptoms  recurred,  and  similar  attacks  followed  from  time 
to  time.  Finally,  no  amount  of  care  sufficed  to  bring  about  a  return 
to  health,  vomiting  of  a  large  quantity  of  yeasty  matter  occurred 
every  evening  or  every  few  days,  and  the  only  real  comfort  the  patient 
felt  was  after  the  stomach  had  been  emptied  by  this  act. 

TREATMENT. — All  surgeons  are  agreed  that  this  is  the  type  of  case 
most  surely  benefited  by  the  operation  of  gastro-enterostomy.  The 
results  are  so  satisfactory  that,  when  a  diagnosis  has  been  made, 
operation  should  be  strongly  advised.  A  very  few  patients  are  so 
much  improved  by  washing  the  stomach  out  that  operation  can  be 
delayed,  but  it  is  rare  to  see  permanent  improvement  follow.  If  the 
effects  of  stomach  lavage  are  not  immediate,  no  good  results  from 
its  continuation.  The  results  of  operation  in  competent  hands  are 
that  90  per  cent  are  cured,  7  per  cent  improved,  and  3  per  cent  die.* 

Stricture  of  the  Pylorus. — In  the  great  majority  of  instances 
stricture  of  the  pylorus  results  from  cicatrization  of  an  ulcer.  The 
cause  of  other  forms  of  stricture  has  not  yet  been  settled.  The  conse- 
quences of  stricture  of  the  pylorus  are  the  same  as  those  of  stricture 
of  the  outlet  of  other  hollow  viscera.  For  a  time  hypertrophy  of  the 
stomach  wall  compensates  more  or  less  perfectly  for  the  obstruction, 
the  stomach  cavity  is  diminished,  its  walls  are  thickened,  and  sym- 
ptoms of  serious  stomach  disorder  are  absent.  Later,  inflammation 
of  the  mucous  membrane  of  the  stomach  follows,  and  in  some  cases 
increased  contraction  of  the  unstriated  muscle  of  the  stomach  wall, 
especially  near  the  pylorus,  gives  rise  to  attacks  of  colic,  as  it  may  do 
in  like  circumstances  in  the  case  of  all  the  hollow  viscera,  and  in  conse- 
quence difficulties  in  diagnosis  arise.  It  is  occasionally  impossible  in 
these  cases,  as  it  is  in  ulcers  close  to  the  pylorus  in  either  stomach  or 
duodenum,  which  lead  to  similar  attacks,  to  say  whether  the  painful 
contractions  are  at  the  pylorus  or  at  the  gall-bladder  (gall-stones), 
and  many  operators  have  discovered  that  gall-stones  may  produce 
stomach  symptoms,  and  stomach  disease  the  troubles  of  a  gall-stone. 
At  a  still  later  stage  dilatation  of  the  stomach  occurs  with  all  the 
attendant  symptoms,  though  it  is  rare  to  have  a  stricture  so  tight  as 
to  produce  this  unless  it  is  cicatricial  and  due  to  old  ulceration. 
Apart  from  the  cicatricial  variety  we  recognize  at  the  present  time 


*  The  death-rate  now  should  be  less  than  one  per  cent.     It  is  in  the 
best  clinics. 


SURGICAL     CONTRIBUTIONS— ABDOMINAL  743 

two  types  of  stricture.  The  first  converts  the  pylorus  into  a 
membranous,  elastic,  easily  dilatable  opening.  In  this  form  operation 
has  not  in  our  experience  been  followed  by  satisfactory  results.  The 
second  form  converts  the  pylorus  into  a  uniformly  thickened  resisting 
ring ;  in  this  variety  operation  (pyloroplasty)  has  in  our  experience 
been  followed  by  complete  recovery. 

Congenital  Stricture  of  t)ie  Pylorus  in  Children. — The  fact  has  been 
established  that  stricture  of  the  pylorus  occurs  in  infancy  much  more 
frequently  than  was,  after  its  early  recognition,  supposed  The  first 
symptom  noted,  usually  in  healthy  boy  babies  about  ten  days  old, 
is  that  of  attacks  of  forcible  vomiting  after  meals.  The  food  may  be 
ejected  with  such  force  as  to  reach  a  considerable  distance,  and  is  often 
more  than  the  child  has  taken.  After  a  time  emaciation  becomes 
extreme,  but  in  spite  of  the  wrinkled,  emaciated  appearance  of  the 
child,  he  may  seem  to  be  brisk  and  fairly  vigorous.  The  vomiting 
is  not,  as  is  the  rule  in  other  gastric  conditions  of  babies,  attend* •< I 
by  diarrhoea,  but  by  constipation.  The  diagnosis  is  completed 
by  examination  of  the  epigastric  area  :  if  after  a  meal  rhythmical 
peristaltic  waves  can  be  seen  passing  over  the  stomach  from  left  to 
right,  and  if  a  nodule  in  the  position  of  the  pylorus  can  be  palpated. 

Surgery  has  not  maintained  the  position  it  held  earlier  in  these 
cases.  The  results  of  operative  treatment  have  not  equalled  those 
obtainable  by  medical  measures,  the  chief  of  which  arc  daily  washing 
out  and  careful  feeding.*  Surgeons  are  fortunately  realizing  that 
patients  with  stomach  troubles,  in  which  nervous  symptoms  pre- 
dominate, are  not  proper  cases  for  operation.  Atonic  dilatation, 
gastroptosis,  adhesions,  pyloric  and  duodenal  kinkings,  and  other 
similar  fanciful  diagnoses,  no  longer  justify  surgical  interference. f 

Chronic  Duodenal  Ulcer. — Until  recently  the  differential  diagnosis 
of  duodenal  and  gastric  ulcer  was  uncertain,  but  now,  chiefly  owing 
to  the  work  of  Moynihan,  a  definite  diagnosis  is  possible  in  the 
majority  of  cases.  Pain  is  the  chief  characteristic  feature  of  duodenal 
ulcer.  Like  the  pain  of  gastric  ulcer,  it  has  a  relation  to  the  ingestion 
of  food,  but  in  every  other  respect  is  distinguishable  by  definite 
symptoms.  It  is  frequently  relieved  by  food,  and  the  more  indigestible 
the  meal  the  longer  the  period  of  relief  following  it.  Pain  which 
occurs  less  than  one  hour  after  a  meal  is  unlikely  to  be  due  to  duodenal 
ulcer.  The  explanation  offered  of  this  is  that  the  introduction  of 
a  meal  is  followed  by  closure  of  the  pylorus  and  protection  of  the 
ulcer,  and  that  until  digestion  of  the  stomach  contents  has  occurred 
the  pylorus  continues  to  be  firmly  closed .{ 

*  The  position  is  still  unsettled,  but  operation  is  now  in  more  javour. 

t  This  still  requires  emphasis. 

t  This  is  no  longer  accepted  teaching. 
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Vomiting  is  rare  in  duodenal — much  less  frequent  than  in  gastric 
— ulcer.  It  seldom  appears  spontaneously,  but  not  infrequently 
patients  have  discovered  that  by  inducing  vomiting  they  obtain 
relief,  and  they  therefore  encourage  it. 

If  blood  vomiting  occurs  it  is  sudden  and  profuse,  and  is  usually 
accompanied  by  serious  symptoms  of  collapse.  A  frequent  story 
is  that  the  patient  felt  faint,  broke  out  into  a  cold  sweat,  and  had  a 
loose  evacuation  from  the  bowels  of  changed  blood  soon  after.  The 
diagnosis  is  complete  if  on  physical  examination  a  definite  tender  spot 
is  found  under  the  upper  part  of  the  right  rectus  abdominis  muscle,  or 
if  there  is  rigidity  of  this  portion  of  muscle,  or  if  both  signs  are  present. 

The  usual  history  of  such  cases  is  one  of  years  of  '  indigestion,' 
passing  off  entirely  or  almost  so  from  time  to  time  ;  that  pain  was 
the  chief  symptom  and  occurred  from  one  and  a  half  to  two  hours 
after  a  meal,  and  was  temporarily  relieved  by  more  food  ;  that  the 
chief  pain  might  have  been  felt  at  night  and  was  relieved  by  flexion 
of  the  body,  either  lying  curled  up  on  one  side  or  on  the  back  with  the 
legs  drawn  up,  or  sitting  up  and  leaning  forward,  or  that  the  pain 
might  have  come  on  in  attacks  like  those  of  biliary  colic  ;  that  vomit- 
ing was  rare,  and  if  it  occurred,  unlike  that  in  gastric  ulcer,  it  relieved 
the  pain  for  a  short  time  only ;  perhaps  that  fainting  attacks, 
followed  by  a  liquid,  black,  offensive  stool,  had  been  observed  at 
distant  intervals. 

TREATMENT. — Some  of  the  best  authorities  say  that  a  duodenal 
ulcer  never  heals.  This  is  not  true,  for  we  have  more  than  once  during 
routine  post-mortem  examinations  found  the  scars  of  healed  ulcers 
in  the  duodenum.  It  is  true  to  say,  however,  that  a  duodenal  ulcer 
is  a  very  serious  possession,  because  those  on  the  convex  surface  of 
the  duodenum  are  likely  sooner  or  later  to  perforate,  and  those  on 
the  opposite  side  are  equally  certain  to  bleed,  and  operation  is  the 
only  treatment  likely  to  bring  about  healing.  It  is  an  interesting 
fact  that  duodenal  ulcers  are  practically  limited  to  the  first  part  of 
the  duodenum,  i.e.,  the  portion  in  which  gastric  juice,  undiluted  by 
the  alkaline  bile  and  pancreatic  juices,  is  found,  and  emphasizes 
strongly  the  view,  which  we  share,  that  the  good  effects  of  gastro- 
enterostomy  in  gastric  and  duodenal  ulcers  are  largely  due  to  this 
admixture.  If  the  experiments  of  Canon  and  Blake,  proving  that  in 
dogs  after  gastro-enterostomy  food  still  passed  out  of  the  stomach  by 
the  pylorus,  were  true  of  human  beings,  the  operation  of  gastro- 
enterostomy  would  be  of  little  use  in  duodenal  ulcer  cases,  but 
Rontgen  rays  and  bismuth  meals  have  proved  that  what  is  true  of 
dogs  is  not  true  for  man,  and  surgery  has  proved  that  duodenal  ulcers 
are  cured  by  gastro-enterostomy,  and  that  the  cure  is  as  a  rule  rapid 
and  lasting. 
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ILEUS. 

(Medical  Annual,  1909.) 

C.  A.  Ewald  says  that  often  before  vomiting  or  eructations  have 
occurred,  the  introduction  of  a  stomach-tube  may  show  that  the 
stomach  contains  facculcnt  matter.  It  is  astonishing  how  early  in 
cases  of  ileus  the  stomach  contents  become  dirty,  and  how  quickly 
after  washing  out  it  refills.  He  had  frequently,  by  washing  out  a 
large  quantity  of  faeculent  stomach  contents,  demonstrated  the  serious 
condition  of  a  patient  who  otherwise  did  not  appear  to  be  very  ill. 


PERITONITIS. 

(Medical  Annual,  1909.) 

The  plan  formulated  by  Murphy  for  the  treatment  of  general 
peritonitis  has  been  generally  accepted  in  this  country  and  in  America. 
The  principles  on  which  it  is  based  are  sound,  and  improved  results 
are  reported  all  round  as  having  followed  its  adoption.  The  most 
important  points  are  :  (1)  To  stop  the  leak  by  suture  in  the  case  of 
gastric  or  duodenal  ulcer,  by  excision  in  the  case  of  the  appendix, 
as  rapidly  and  with  as  little  manipulative  disturbance  as  possible  ; 
(2)  To  drain  the  pelvis  with  a  tube  ;  (3)  To  keep  the  patient  sitting 
up  ;  so  that  poisonous  fluids  run  down  into  the  pelvis,  all  the  time, 
until  convalescent ;  (4)  To  dilute  the  toxins  in  the  blood  and  peritoneal 
cavity  by  continuous  rectal  infusion. 


SURGERY    OF    SPLEEN. 

(Medical  Annual,  1909.) 

Splenectomy  for  injuries  of  the  spleen  is  now  an  established 
operation,  for  many  successful  cases  have  been  recorded.  So  far  as 
is  at  present  known,  nothing  untoward  has  followed  removal  of  the 
spleen,  but  a  careful  detailed  record  of  cases  operated  upon  some 
years  ago  is  still  required  to  refute  or  establish  the  belief  that  compen- 
sation for  the  loss  of  the  spleen  is  perfectly  acquired.  The  diagnosis 
of  ruptured  spleen  is  based  upon  the  history  of  injury,  possible  marks 
of  its  site  over  the  spleen,  and  the  signs  of  a  serious  abdominal  lesion, 
plus  those  of  intra-abdominal  haemorrhage.  If  the  laceration  in  the 
first  instance  has  not  torn  the  spleen  capsule,  a  subcapsular  and 
limited  but  slowly  increasing  haemorrhage  may  occur.  When  this 
bursts  through  the  capsule  free  haemorrhage  follows,  so  that  in  such 
instances  the  signs  of  free  bleeding  may  not  occur  for  several  hours 
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after  the  accident.  Abdominal  pain,  rigidity  and  tenderness  of  the 
muscles  and  parietes  of  the  abdominal  wall,  marked  pallor,  and 
increasing  rapidity  of  the  pulse  are  the  chief  signs  upon  which  a 
diagnosis  has  to  be  based.  In  many  cases  it  has  been  noted  that 
coagulation  of  the  escaping  blood  around  the  spleen  has  caused 
increased  dullness  in  the  left  hypochondrium,  and  this  sign  has  led 
to  a  correct  guess  that  the  spleen  was  torn  and  bleeding.  In  the 
presence  of  such  symptoms  immediate  operation  is  demanded.  The 
operation  which  in  the  past  has  given  the  best  results  in  laceration 
of  the  spleen  has  been  excision,  but  this  should  not  be  undertaken 
unless  the  spleen  is  too  badly  damaged  to  recover,  or  the  bleeding 
cannot  otherwise  be  arrested.  Careful  and  skilful  use  of  catgut 
sutures  arid  gauze  packing  should  arrest  any  ordinary  haemorrhage, 
but  if  doubt  is  felt  that  this  has  been  fully  accomplished,  the  spleen 
should  be  excised.  In  one  of  the  reported  cases  the  injury  was  due 
to  gunshot,  in  the  other  to  more  ordinary  injury — a  run-over  producing 
laceration. 


ACUTE    DILATATION    OF     STOMACH. 

(Medical  Annual,  1909.) 

Acute  dilatation  of  the  stomach  has  been  recognized  and  written 
about  for  several  years,  but  no  definite  knowledge  has  been  arrived 
at  as  to  its  causation.  Every  surgeon  who  has  a  large  experience  of 
stomach  surgery  must  have  observed  that  the  duodenum  too  is  not 
infrequently  dilated  to  such  an  extent  as  to  excite  surprise,  though 
no  satisfactory  explanation  can  at  present  be  advanced,  and  in  these 
cases  the  jejunum  is  usually  small  and  contracted,  offering  a  marked 
contrast  to  the  distended  duodenum  above.  There  can  be  no  doubt 
that  moderate  degrees  of  acute  dilatation  of  the  stomach  are  common 
after  operations,  especially  abdominal  ones,  and  it  is  of  interest  in 
this  connection  to  note  that  Rontgen-ray  examination  after  a  bismuth 
meal  shows  that  handling  of  the  stomach  or  intestines  prevents  food 
leaving  the  stomach  for  several  hours.  The  majority  of  patients 
recover  after  free  vomiting  or  after  the  use  of  a  stomach  tube. 

At  post-mortem  examinations  made  on  patients  who  have  died 
after  extensive  injuries  from  '  shock  '  and  fractured  spine,  acute 
dilatation  of  the  stomach  is  so  frequently  observed  that  it  may  almost 
be  regarded  as  one  of  the  accompaniments  of  '  shock,'  and  possibly 
one  cause  of  it.  The  dilatation  may  cease  at  the  pylorus  or  any  part 
of  the  duodenum,  or  even  extend  into  the  jejunum,  but  in  the  majority 
of  cases  the  dilatation  ends  at  the  portion  of  duodenum  crossed  by 
the  superior  mesenteric  vessels.  This  fact  has  suggested  a  mechanical 
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causation,  and  it  has  been  assumed  by  certain  authorities  that  constric- 
tion of  the  duodenum  by  the  tight  mesenteric  vessels  is  the  only  e.nise 
of  acute  dilatation  of  the  stomach,  "  but  (though)  in  the  majority  of 
cases  the  dilatation  ends  at  the  mesentery,  this  does  not  prove  that 
the  mesentery  is  the  etiological  factor  in  the  obstruction  "  (Bloodgood). 
More  work  requires  to  be  done  in  the  post-mortem  room  and 
operating  theatre  before  the  etiology  can  be  satisfactorily  discussed. 
Meanwhile  it  is  of  great  importance  to  note  at  post-mortem  examina- 
tions the  condition  of  the  duodenum  and  of  the  upper  part  of  the 
jejunum  in  these  cases.  After  every  abdominal  operation  when 
sickness  is  troublesome,  this  condition  should  be  borne  in  mind  and 
the  importance  of  lavage  remembered.  It  seems  probable  that 
thorough  washing  of  the  stomach,  frequently  repeated,  and  change 
in  position,  will  reduce  the  mortality  of  this  serious  condition  to  a 
very  small  figure. 


SACCULI    NOT   DIVERTICULA. 

(Lancet,  1909,  ii,  p.  1775.) 
SIR,— 

It  was  my  good  fortune  to  be  present  at  a  demonstration  by  Dr.  W.  H. 
Maxwell  Telling  on  the  disease  of  the  colon  with  which  you  have  associated 
his  name  in  The  Lancet  of  November  27.  After  his  demonstration  I  explained 
my  views  of  the  condition,  and  I  believe  that  they  met  with  his  acceptance. 
They  were  expressed  in  the  "  Medical  Annual  "  (Wright),  1909,  p.  210,  as 
follows  : — 

4  Diverticula '  (Sacculitis  ?}  of  the  colon,  especially  of  the  sigmoid,  have 
been  long  known  to  pathologists.  Only  recently  has  their  surgical  importance 
been  recognized,  and  chiefly  as  a  cause  of  left-sided  intra-abdominal  suppura- 
tion or  as  '  tumours  '  of  the  sigmoid  which  have  been  mistaken  for  cancer. 
More  obscurity  than  probably  belongs  to  the  subject  has  arisen  from  the 
use  of  the  term  diverticulum  as  applied  to  these  protrusions  from  the  bowel, 
and  small  consideration  shows  that  between  them  and  the  recognized 
diverticula  there  are  many  points  of  difference.  It  seems  probable  that 
all  diverticula  are  of  congenital  origin.  All  coats  of  the  intestine  enter  into 
their  composition.  All  have  a  special  vascular  supply  of  their  own.  They 
are  seldom  if  ever  multiple,  and  are  found  at  any  age.  The  vermiform 
appendix  is  representative  of  this  type  in  the  normal  subject.  Meckel's 
diverticulum,  due  to  arrested  involution  of  the  omphalomesenteric  duct, 
has  long  been  recognized  as  of  surgical  importance,  and  the  existence  of 
diverticula  at  different  portions  of  the  gastro-intestinal  tract  associated 
with  small  pancreatic  outgrowths  has  been  recently  added  to  our  knowledge 
of  these  interesting  conditions. 

Of  the  traction  diverticula  due  to  the  drag  of  a  limited  adhesion,  nothing 
more  needs  to  be  said  than  that  they  ought  to  be  classed  separately  from 
any  other  form. 

The  swellings  observed  on  the  colon  do  not  answer  to  our  description 
of  a  diverticulum  at  all  ;  indeed,  their  origin  is  so  different  that  the  con- 
fusion caused  by  calling  them  diverticula  should  cease.  They  differ  from 
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divert icula  in  that  they  are  never  of  congenital  origin,  and  have  consequently 
not  been  found  in  youth  ;  are  multiple  ;  thin-walled,  because  the  muscular 
coat  of  the  intestine  is  usually  absent  in  them  ;  they  are  rounded  in  shape, 
do  not  attain  to  large  size,  and  are  practically  limited  to  advanced  life.  In 
the  urinary  bladder,  other  parts  of  the  gastro-intestinal  tract,  the  gall- 
bladder, the  vermiform  appendix,  and  Fallopian  tubes,  similar  swellings 
have  been  described  ;  indeed,  it  is  safe  to  say  that  they  will  be  found  if 
sought  for  in  any  of  the  hollow  muscular-coated  viscera.  The  cause  in  all 
is  obscure,  but  in  the  colon,  as  elsewhere,  it  is  probable  that  chronic  obstruc- 
tion to  the  escape  of  the  contents  (constipation)  and  weakening  of  the  wall 
are  the  determining  factors.  The  suggestion  that  they  are  due  to  traction 
from  little  masses  of  fat  must  be  received  with  caution,  for  it  is  a  curious 
fact  that  many  pathological  conditions  of  the  colon — even  cancer  and 
tubercle — are  associated  with  localized  deposits  of  fat  in  the  bowel  wall. 
In  the  urinary  bladder,  where  they  have  been  known  longest,  they  have 
always  been  called  sacculi,  and  this  would  appear  to  be  the  most  suitable 
name  for  them  elsewhere.  In  their  pathology,  however,  they  closely 
resemble  the  diverticula  of  which  the  vermiform  appendix  may  be  taken 
as  a  type.  Like  this,  they  may  harbour  faecal  concretions,  and  inflammation 
in  them  leads  to  the  same  results.  It  is  therefore  possible  to  find,  as  a  conse- 
quence of  sacculitis  of  the  sigmoid,  gangrenous  perforation  with  peritonitis, 
ulceration,  and  perforation  with  left  iliac  abscess,  or  inflammatory  thickening 
and  fibrosis  closely  resembling  a  malignant  growth  of  the  affected  bowel. 


THE    STORY    OF    A    CHRONIC    DUODENAL    ULCER. 

(University  oj  Durham  College  of  Medicine  Gazette,  February,  1909.) 

BY  THE  PATIENT,  A  CLERIC,  AGE  42.     COMMENTS  BY 
RUTHERFORD  MORISON. 

My  first  recollection  of  stomach  trouble  runs  back  some  twenty- 
two  years.  The  attacks  were  of  short  duration,  never  continuing 
longer  than  a  week.  I  felt  no  nausea  and  did  not  vomit,  but  always 
had  a  lingering,  gnawing  pain.  The  pain  usually  came  on  in  the  day 
time  about  three  hours  after  food,  and  was  always  appeased  on  eating ; 1 
even  a  few  biscuits  sufficed  to  achieve  relief.2  At  the  end  of  an  attack 
I  would  be  free  from  pain  for  three  or  four  months. 

Three  years  later  the  attacks  became  more  insistent  and  more 
continuous,  sometimes  troubling  me  for  two  or  three  weeks,  the  pain 
becoming  increasingly  acute.  After  much  tossing  and  doubling  of 
oneself  up  the  pain  would  abate  by  3  or  4  a.m.  Even  during  this 
period  eating  would  lessen  the  pain  for  a  while,  but  I  endeavoured  to 
avoid  that  course.  Carbonate  of  soda  always  afforded  almost  instant 

1  The  pain  three  hours  after  food  is  said  to  be  caused  by  the  escape  of  acid 
chyme  from  the  pylorus  into  the  duodenum. 

-  Relief  was  obtained  by  the  closure  of  the  pylorus  consequent  on  taking  food. 
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temporary  relief.1  Other  things  were  tried  with  more  or  less  success 
MS  palliatives,  but  an  attack  usually  disappeared  at  the  end  of  two  or 
three  weeks  as  quickly  as  it  had  come  grjidimlly.  The  pain  never 
came  suddenly  or  violently,  but  was  always  a  constant,  measured, 
gnawing  pain.  From  this  period  I  began  to  vomit  an  acid  waterlike 
fluid,  which  always  afforded  relief,  and  I  often  took  carbonate  of  soda 
to  assist  me  to  vomit. a 

Things  went  on  in  much  the  same  way  from  my  27th  year.  I 
always  had  an  attack  in  November  or  December.  A  worrying  straining 
time  might  induce  one,  but  whatever  the  occasion  the  attacks  were 
always  of  the  same  nature.  From  this  period  the  pain  would  be 
almost  continuous,  neither  did  eating  modify  it,  nor  vomiting  afford 
relief  for  more  than  an  hour  or  two.  I  gradually  grew  thin  and  white 
under  these  attacks,  but  managed  to  keep  on  my  feet,  as  I  hoped  each 
day  might  see  an  end  of  it.;J 

About  eight  years  ago  I  first  noticed  the  stool  was  of  a  black 
tar-like  consistency.  Pressed  for  time,  I  ran  about  1 J  miles  on  a  damp 
muggy  April  morning  to  catch  a  train,  and  was  considerably  overdone 
by  the  exertion.  During  the  night  I  had  to  rise,  and  had  a  violent 
discharge  from  the  bowel  of  a  black  tar-like  substance,  only  thinner. 
This  was  accompanied  by  great  perspiration  and  prostration,  and  a 
slight  swimming  of  the  head  on  rising  from  bed,  yet  I  had  no  pain  or 
sickness  either  before  or  after  this  seizure,  but  an  unusual  pallor  and 
a  loud-beating  pulse  in  my  head  on  the  slightest  exertion.4  As  I 
had  neither  pain  nor  vomiting,  it  did  not  occur  to  me  to  associate  this 
seizure  with  my  stomach  trouble. 

Four  years  later  I  had  a  similar  though  less  pronounced  attack. 
I  had  no  pain,  no  sickness,  and  my  appetite  was  not  interfered  with, 
only  the  sounding  pulse  in  my  head,  and  pallor,  as  on  the  previous 
occasion.  The  periods  in  which  these  attacks  occurred  were  charac- 
terized by  an  absence  of  pain  for  several  months  ;  in  the  one  case 
from  January  to  August — the  attack  in  April ;  in  the  other  case  from 
April  to  September — the  attack  in  June.5 

1  Carbonate  of  soda  neutralizes  the  acid  stomach  contents,  and   from  this 
action  gives  relief. 

2  Unlike  gastric  ulcer,  duodenal  ulcer  does  not  cause  vomiting.     The  patient 
causes  it  to  obtain  relief.     This  one  was  no  exception. 

3  Byrom  Bramwell  has  stated  that  a  duodenal  ulcer  never  heals.     This  is  not 
quite  true,  but  near  enough  to  the  truth  to  be  of  great  practical  value. 

*  These  are  the  symptoms  resulting  from  large  loss  of  blood  into  the  bowel. 

5  Though  pain  was  absent  the  ulcer  was  active  enough  to  erode  some  blood- 
vessel. Absence  of  pain  in  either  gastric  or  duodenal  ulcer  cases  is  not  certain 
evidence  of  healed  ulcer. 
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The  approach  of  an  ordinary  attack  was  generally  heralded  by 
the  same  symptoms.  It  might  be  occasioned  by  cold,  or  through 
being  run  down,  or  from  transgression  in  eating.  I  have  blamed  each 
of  those  in  turn  as  occasion  seemed  to  warrant,  yet  when  an  attack 
passed  off  I  seemed  to  be  able  to  eat  in  moderation  of  any  dish  with 
impunity,  but  once  an  attack  was  in  full  swing,  not  even  the  lightest 
milk  diet  gave  help.1  Everything  was  turned  to  acid  and  vomited. 
The  first  indication  was  a  feeling  of  being  slightly  out  of  sorts,  followed 
by  occasional  belchings  of  wind.  Soon  what  I  had  last  eaten  repeated 
with  strong  acidity.  I  found  myself  becoming  constipated  ;  passage 
of  wind  downward  from  the  bowel  practically  ceased.  I  began  to 
try  what  expedients  I  was  familiar  with  for  avoiding  an  attack,  but 
rarely  succeeded. 

Within  three  days  of  the  first  intimation  the  pain  began  to  make 
itself  evident — a  grinding,  gnawing  pain  which  increased  in  intensity 
until  I  began  to  vomit  (voluntarily).  The  length  and  virulence  of 
the  attack  varied.  During  the  last  four  or  five  years  I  have  probably 
endured  pain  as  long  as  I  have  been  free  from  it,  and  it  was  no  un- 
common thing  for  me  to  vomit  (voluntarily)  twice  or  thrice  a  day 
an  acid  frothy  liquid  into  which  all  I  ate  or  drank  seemed  to  be  churned. 
Often  the  pain  would  extend  across  to  my  right  side  and  fix  itself 
into  my  back.  It  is  worthy  of  note  that  never  in  my  life  have  I  felt 
sickly  or  had  a  headache. 

On  the  advice  of  Dr.  Frazer  Hurst  I  consulted  a  physician  and 
described  my  symptoms  to  him  about  four  or  five  years  ago.  I  did 
not  mention  the  black  stool,  as  I  was  not  then  aware  those  seizures 
had  any  bearing  on  my  complaint  He  prescribed  for  acid  dyspepsia. 

Last  September  I  had  an  attack  coming  on  in  the  usual  way, 
which,  after  continuing  for  a  week  or  ten  days,  was  followed  by  the 
black  stool  for  several  days,  and  the  pain  ceased.2  My  weakness 
increased  alarmingly.  I  called  in  Dr.  Buchanan,  who  said  I  had  an 
ulcer  in  the  duodenum,  but  was  too  weak  to  be  operated  upon.  With 
rest  and  care  I  regained  strength,  fully  determined  when  another 
attack  came  on  to  undergo  whatever  operation  was  necessary.  I  saw 
Mr.  Rutherford  Morison  in  December. ;i 

My  operation4    was  performed    on    Wednesday,    December    30, 

1  If  the  ulcer  had  been  gastric,  relief  would  have  followed  rest  and  limitation 
in  the  diet.  This  point  is  important  in  differential  diagnosis. 

-  An  ulcer  on  the  outer  wall  of  the  duodenum  is  likely  to  perforate,  on  the 
inner  wall  to  bleed.     This  involved  both. 

3  The  physical  signs  were  marked  rigidity  of  upper  part  of  right  rectus  and 
those  of  a  dilated  stomach.  The  operation  showed  a  dilated  thick-walled  stomach, 
a  large  chronic  ulcer  surrounding  the  first  part  of  the  duodenum,  and  a  stricture  of 
this  part  of  the  duodenum  with  a  lumen  sufficient  to  admit  the  end  of  a  little  finger. 

*  Posterior  gastro-enterostomy. 
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1908.    I  have  DO  recollection  of  that  event  other  than*  what  immediately 

preceded  it.  The  gnawing  p;iin  ;il  I  he  pit  of  I  IK-  shmmeli  si  ill  continued. 
and  I  had  spent  two  practically  sleepless  nights.  I  recollect  that 
when  I  had  counted  to  45  while  the  anaesthetic  was  l>ein<_r  ;i<lnmiist< T<  •<!. 
the  pain  had  gradually  ceased,  and  this  happened  before  I  lost  tin 
power  of  movement.  A  vast  rather  than  intense  noise  seemed  to 
surge  around  me,  through  which  came  quite  distinctly  the  count in<_r 
voice  which  I  followed  up  to  81,  and  though  I  attempted  was  mm  Me 
to  follow  or  to  repeat  that  number.  I  then  quite  comfortably  and 
thankfully  settled  down  to  rest.  So  far  as  my  breathing  was  concerned 
the  sensation  was  that  of  an  increasing  restriction  of  the  area  of  respira- 
tion, and  what  might  be  called  the  choking  sensation  was  no  greater 
at  the  end  than  near  the  beginning.  I  heard  the  counting  voice  some 
seconds  after  I  was  unable  to  reply. 

My  sensation  on  awaking  was  that  of  lying,  hot  and  breathing 
heavily,  as  if  under  a  pile,  and  of  listening  keenly  to  my  breathing 
and  to  a  voice  ;  I  could  move  head  and  arms,  but  my  body  was  inert, 
and  I  felt  a  numb  soreness  all  over  hardly  defined  enough  to  be  called 
pain.  On  again  trying  to  move  I  felt  the  pain  of  my  wound  and  was 
content  to  lie  still. 

On  Thursday,  the  31st,  I  had  a  comfortable  day,  but  towards  even- 
ing felt  my  breathing  a  little  laboured  again.  The  first  few  days  I  was 
glad  to  cool  my  tongue  with  soda-water,  but  I  had  no  pain.  On  Friday 
evening  I  felt  a  sharp  pain  in  my  left  lung  at  the  back,  low  down  : 
also  a  pain  apparently  just  under  my  collar  bone.*  With  every  breath 
these  pains  communicated  as  if  through  a  circular  shaft.  My  breathing 
became  more  laboured  and  the  pain  more  acute  as  the  night  wore  on, 
and  my  temperature  rose  rapidly.  I  began  to  cough,  but  very  timidly, 
as  every  attempt  at  coughing  seemed  to  rend  my  wound  open  and 
the  pain  was  intense.  By  Saturday  evening  the  temperature  was 
reduced,  and  I  felt  a  little  easier,  but  I  began  to  expectorate  a 
sputum  slightly  tinged  with  blood.  This  continued  during  the 
following  week,  when  on  Saturday,  January  9th,  the  pneumonic 
attack  was  renewed  but  was  cheeked  during  the  night.  The  sputum 
was  increasingly  tinged  and  more  copious.  During  the  following  week 
there  was  a  gradual  abatement,  until  the  pain  finally  vanished  after 
an  ineffectual  attempt  to  lay  hold  of  the  right  lung  on  the  15th. 
On  the  17th,  the  sputum  was  almost  free  from  discoloration. 

From  the  date  of  the  operation  until  the  18  January,  I  have  felt 
no  stomachic  or  internal  pain  of  any  kind,  and  the  sore  pain  of  the 
wound  seemed  to  be  entirely  due  to  the  coughing.  In  a  few  days  I 
began  to  desire  food  keenly,  and  as  I  was  allowed,  partook  of  it  heartily. 


*  This  was  due  to  a  small  pulmonary  embolus. 
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The  '  pneumonia  '  in  no  way  interfered  with  my  appetite.  A  fort- 
night after  the  operation  I  was  eating  bread  and  butter,  minced 
chicken,  or  fish  and  mashed  potatoes.  I  ate  everything  served,  and 
have  not  suffered  the  slightest  discomfort ;  indeed,  it  is  long  since  I 
have  taken  so  much  pleasure  in  eating.  My  sleep  at  nights  was  some- 
what irregular  and  disturbed  while  the  pneumonia  continued.  Since 
the  16th  I  have  enjoyed  sound  and  refreshing  sleep.* 


SPECIMENS    OF  GASTRIC  AND   DUODENAL  ULCERS. 

(The  Northumberland  and  Durham  Medical  Society :  Reported  in  Journal, 

1909,  p.  3.) 

ACUTE  PERFORATING  ULCER  OF  THE  DUODENUM. 

W.  F.,  male,  age  36,  miner.  Patient  stated  that,  except  for  slight 
indigestion  for  the  last  eighteen  months,  he  had  no  trouble  with  his  stomach. 
No  vomiting. 

While  working  in  the  pit  (coal  hewing),  he  was  quite  suddenly  seized 
with  acute  epigastric  pain,  which  caused  him  to  drop  as  if  shot.  He  was 
taken  home  in  a  collapsed  condition,  and  was  admitted  to  the  Royal 
Infirmary  fourteen  hours  after  onset  of  attack,  extremely  ill. 

A  diagnosis  of  ruptured  viscus  was  then  quite  clear.  On  opening 
abdomen,  purulent  fluid  welled  up  from  every  direction.  The  ulcer  was 
sutured,  and  belly  cavity  washed  out,  but  he  died  five  hours  after  operation. 

Specimen  removed  (post  mortem)  shows  a  small  non-indurated  ulcer 
situated  on  the  anterior  wall  of  the  first  part  of  the  duodenum. 

CHRONIC    GASTRIC    ULCER. 

L.  H.,  age  37,  female.  For  six  months  patient  had  had  severe  pain 
immediately  after  food,  followed  by  vomiting. 

Three  months  ago  began  to  have  pain  at  night,  which  was  most  severe. 

Large  ulcer  seen  on  posterior  surface  of  stomach,  adherent  to  the  body 
of  the  pancreas. 

CHRONIC   DUODENAL  ULCER,    WITH    ACUTE   H^EMORRHAGIC 
PANCREATITIS. 

B.  H.  B.,  age  48.  While  attending  a  meeting,  patient  was  seized  with 
abdominal  pain.  He  went  home  at  once,  and  pain,  which  was  complained 
of  in  the  epigastrium,  became  worse,  and  he  vomited.  He  was  not  seen  by 
a  doctor  until  twenty-four  hours  later,  when  he  looked  extremely  ill  ;  in 
fact  was  a  picture  of  general  peritonitis.  With  this  acute  attack,  and  a 
history  of  pain  coming  after  food  for  a  long  while,  a  diagnosis  of  ruptured 
duodenal  ulcer  was  made.  At  the  operation,  the  peritoneum  was  studded 
over  with  areas  of  fat  necrosis,  and  the  head  of  the  pancreas  was  large,  plum- 
coloured,  and  showed  areas  of  gangrene.  The  gall-bladder,  which  was  packed 
with  calculi  and  pus,  was  drained.  Patient  died  twenty-eight  hours  after 

*  This  patient  is  quite  well,  and  has  never  been  ill  since  the  operation. 
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operation,  and  at  the  necropsy  the  symptoms  of  duodenal  ulcer  were 
accounted  for  by  a  chronic  nfoer  on  the  inner  wall  of  the  first  part  of  the 
duodenum  adherent  to  the  pancreas. 

Two  SPECIMENS  OF  CHRONIC  DUODENAL  ULCERS. 
On  inner  wall  of  first  part  of  duodenum.     Adherent  to  head  of  pancreas. 
This  is  the  usual  site  of  such  ulcers. 


A  CONTRIBUTION  TO  THE  SURGERY  OF  INGUINAL  HERNIA. 

(The  Practitioner,  May,  1909.) 

Statistics  have  proved  that,  by  removal  of  the  hernial  sac  and 
obliteration  of  the  opening  through  which  it  came,  a  radical  cure  of 
hernia  can  be  with  certainty  obtained  in  selected  cases.  Only  the 
truss-makers  doubt  this,  and  their  opinion  is  based  upon  an  experience 
of  operations  done  before  a  satisfactory  technique  had  been  established. 
In  the  case  of  the  male  with  inguinal  hernia,  the  second  requirement  is 
generally  impossible,  for  the  spermatic  cord,  in  him,  prevents  oblitera- 
tion of  the  opening  through  which  the  hernia  came.  This  difficulty 
has  now  been  surmounted  by  careful  anatomical  and  surgical  observa- 
tions, and,  in  children  and  in  healthy  young  adults,  after  the  operation 
of  Bassini  a  '  cure  '  is  as  certain  as  after  any  surgical  operation.  I 
now  wish  to  prove  that  neither  age  nor  the  size  of  an  inguinal  hernia  is 
a  centra-indication  to  the  operation,  as  is  stated  in  many  books,  and 
the  chief  stimulus  to  doing  this  was  given  by  my  late  house  surgeon, 
Mr.  Hamilton  Drummond,  who  informed  me  that  he  had  heard  a 
distinguished  surgeon  say  to  his  class  in  a  London  hospital  that  opera- 
tions for  inguinal  hernia,  in  patients  over  40,  were  so  unsuccessful 
that  they  were  not  worth  doing.  As  this  was  not  my  own  belief,  I 
asked  him  to  search  the  hospital  books  for  a  record  of  my  cases,  and 
these  prove  that  the  operation  is  successful,  and  well  worth  doing. 

There  are  two  types  of  patient  in  whom  operation  has  a  worse 
chance  of  success  than  in  others  ;  but,  with  some  extra  care,  even  in 
them  the  failures  will  be  few. 

The  first  type  is  the  thin  '  neurotic  '  individual,  with  '  hernia 
belly  '  '  bulging  '  on  both  sides,  lax  scrotum,  varicocele,  dry  loose 
inelastic  tissues,  and  lipomata  in  the  inguinal  canal  and  on  the  sper- 
matic cord.  The  second  type  is  the  flabby  fat  person  with  a  bubo- 
nocele, not  an  honest  hernia,  a  chronic  cough,  and  a  tendency  to 
1  bulge  '  on  the  opposite  side. 

The  Operation. — It  is  not  my  intention  to  describe  in  full  the 
details,  which  are  now  common  property,  of  an  operation  for  the  cure 
of  inguinal  hernia,  but  only  to  mention  certain  details  to  which  I 
attach  importance. 

A  48 
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After  exposure  of  the  sac  by  a  clean  cut  division  of  its  coverings, 
it  is  opened,  and  a  finger  introduced  makes  its  separation  from  the 
cord,  by  peeling  with  dissecting  forceps,  easier  than  any  other  method. 

After  thorough  separation  of  the  sac,  a  finger  is  passed  under- 
neath the  transversalis  internal  and  external  oblique  towards  the 
anterior  superior  iliac  spine,  and  the  outer  angle  of  the  wound  is  re- 
tracted up  and  out  over  the  tip  of  the  finger.  A  pair  of  suitable  forceps* 
is  then  pushed  through  the  muscles  overlying  it,  on  to  the  finger  tip, 
and  is  guided  by  this  into  the  inguinal  canal.  The  fundus  of  the  sac 


[Fig.   82.— 


Divided   aponeurosis  of  external   oblique.      (6)    Sac.     (C)  Arched  fibres 
of  internal  oblique  and  transversalis.    (D)  Spermatic  cord. 


is  caught  in  the  forceps  and  drawn  firmly  through  (Kocher).  (Fig.  82 
and  Fig.  83.)  A  4-  suture  (Fig.  84  B)  is  then  applied  on  either  side  of 
the  hole  through  which  the  sac  projects,  and  tied  securely,  holding 
the  sac  in  position,  and  closing  the  hole  through  which  it  came.  The 
sac  is  cut  off  close,  and  its  stump  buried  in  a  furrow  formed  by  drawing 
the  external  oblique  over  it  with  a  suture.  This  method  completely 
obliterates  the  sac,  and  avoids  any  risk  of  injury  to  the  bladder.  When 
the  sigmoid  flexure  or  the  caecum  forms  part  of  the  sac,  from  a  landslide 
of  the  abdominal  contents,  as  much  as  is  convenient  of  this  is  cut 
away,  taking  care  to  avoid  the  mesosigmoid,  or  mesentery  of  the 
caecum,  in  which  large  vessels  may  for  want  of  this  be  divided,  and 
the  remainder  is  sutured.  The  sutured  portion  is  then  drawn  up  into 

*  A  strong  aneurysm  needle  is  better. 
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the  abdomen  by  forceps  grasping  the  suture.  ;md  passed  through  its 
wall  as  previously  described.  Tin-  cord  is  separated  and  lu-ld  up  from 
the  inguinal  canal,  at  the  same  time  being  cleared  of  .-my  lipomatous 
masses  adhering  to  it.  A  small  vessel  supplies  each  of  these,  and 
should  be  ligatured  before  its  division.  One  suture  above,  ai.d  Iroin 
lour  to  six  below  it,  close  the  inguinal  canal,  except  in  children,  tor 
whom  two  or  three  sutures  over  the  cord  and  without  disturbance  of 
it,  suffice.  Before  introducing  these  sutures,  the  ilio-inguinal  nerve, 
which  usually  runs  over  the  arching  fibres  of  the  internal  oblique, 
should  be  defined,  and  lifted  up  or  down  out  of  harm's  way.  Its 


Fig.  83. 


Fig.   84. 


inclusion  in  the  sutures  is  the  cause  of  lasting  pain  after  operation. 
The  arching  fibres  of  the  internal  oblique  and  transversalis  can  always 
be  conveniently  brought  down  to  Poupart's  ligament,  but,  in  old 
hernia,  the  conjoined  tendon  is  frequently  defective.  In  this  case  I 
divide  the  sheath  of  the  rectus  externally,  and  draw  down  and  suture 
this  muscle  to  Poupart's  ligament  adjoining  the  pubic  spine  where 
recurrence  usually  takes  place.  Over  the  cord,  the  external  oblique 
is  carefully  sutured,  and  if  the  underlying  muscles  are  in  any  degree 
suspicious,  this  should  be  done  in  double-breasted  fashion,  the  under 
flap  reaching  about  one  inch  below  the  upper,  to  which  it  is  sutured 
by  eversion  of  the  upper,  and  the  edge  of  the  upper  to  the  cut  edge 
of  Scarpa's  fascia  below. 

Some  Local  Predisposing  Causes  of  Hernia. — The  recurrences 
recorded  offer  evidence  in  favour  of  the  view  that  a  successful  operation, 
performed  on  one  side,  is  a  predisposing  cause  of  hernia  on  the  other, 
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which  I  do  not  doubt.  Lipomata  in  the  inguinal  canal  have  more  to 
do  with  the  formation  of  hernia  in  adults  than  is  generally  recognized. 
Their  growth  is  irresistible.  By  steady  pressure  they  weaken  the 
physiological  closure  of  the  canal,  and  by  dragging  down  and  pouching 
the  peritoneum,  to  which  they  are  attached,  they  pave  the  way  for 
an  easy  hernial  descent.  The  omentum  from  inside  probably  acts 
in  much  the  same  fashion  as  a  lipoma  does  from  the  outside,  only, 
by  pushing  as  well  as  by  pulling.  When  once  a  portion  of  omentum 
has  found  its  way  out  of  the  abdominal  cavity,  it  becomes  thickened 
and  grows  (apart  from  strangulation  and  inflammation,  I  think)  like 
a  tumour,  and  enlarges  the  orifice  through  which  it  came  and  the 
sac  in  which  it  lies.  (This  is  the  general  rule,  though  occasionally  it 
may  act  as  a  plug  and  bring  about  a  natural  cure.)  That  it  is  the 
main  factor  in  the  production  of  traumatic  post-operative  hernia 
through  the  abdominal  wall,  I  do  not  doubt.  Prolapse  of  a  small 
portion  of  omentum  through  the  deep  layers  of  the  wound  constitutes 
the  initial  stage.  That  it  is  the  chief  cause  of  the  serious  and 
obstinately  progressive  enlargement  of  the  umbilical  hernia  of  adults 
is  scarcely  open  to  doubt. 

Another  predisposing  cause,  of  which  I  have  seen  no  mention  in 
the  abundant  literature  of  hernia,  is  a  previous  operation  for  the 
removal  of  the  vermiform  appendix.  In  a  small  percentage  of  cases, 
an  inguinal  hernia  develops  after  healing  of  the  wound,  and  on  the 
same  side.  This  may,  I  think,  be  attributed  to  one  of  two  causes  ; 
either  the  inelastic  and  unyielding  scar  increases  the  inguinal  pressure 
during  exertion,  or  nerve  division  has  led  to  degeneration  of  the  arched 
fibres  of  the  internal  oblique  and  trans versalis  muscles.  In  the  latter 
case,  it  can  be  observed  that,  on  exposure,  the  muscle  has  lost  its 
reddish-brown  healthy  appearance,  has  a  yellow  tint,  has  lost  its 
elasticity  and  resistance,  and  is  obviously  more  easily  torn  by  sutures 
than  normal  muscle  is.* 

Congenital  and  Acquired  Sacs. — Many  surgeons  have  adopted 
the  view,  advocated  so  ably  by  Hamilton  Russell,  that  all  hernias 
are  due  to  preformed  sacs,  and  it  seems  possible  that  this  is  true  of  the 
majority.  The  sac,  in  elderly  patients,  in  recurrent  hernia,  and  in  the 
inguinal  hernia  following  operation  for  appendicitis,  differs  from  an 
ordinary  sac  in  several  respects.  The  same  rounded  pearly  outline, 
forming  the  landmark  for  the  fundus  of  the  sac,  is  not  seen  after 
division  of  the  superficial  layers  covering  the  cord  ;  the  sac  wall  is 
always  covered  by  a  well-marked  layer  of  subperitoneal  fat ;  the 
peritoneum,  forming  the  sac,  is  remarkably  thin  and  brittle.  An 
ordinary  hernial  sac,  by  contrast,  is  thick  and  strong,  has  no  defined 

*  The  majority  I  have  seen  followed  vertical  scars  to  tlie  outer  side 
of  the  rectus. 
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layer  of  subpcritoncal  fat  covering  it.  and  shows  a  well-defined  rounded 
outline  through  many  of  the  layers  of  fascia  <•<, vrring  il.  If  may  be 
that  all  hernias  with  such  a  sac  are  of  congenital  origin.  If  they  are, 
the  cone-shaped  uniloeular  umbilical  hernias  of  children  arc  congenital  : 
they  possess  a  definite  thick-walled  sac.  five  from  a  fatty  layer  outside  ; 
and  the  irregular  bossed  multilocnlar  umbilical  hernias  of  elderly  women 
are  acquired,  for  they  possess  an  ill-defined  thin  sac  covered  with  fat. 

The  largest  hernia  upon  which  I  have  operated  was  in  a  private 
patient  whose  case  is  consequently  not  included  in  the  statistics. 

The  case  was  that  of  a  commercial  traveller,  age  41,  admitted  to  a 
private  hospital  on  August  8,  1899.  He  had  taken  alcohol  very  freely  up 
to  a  year  previously,  and  was  very  stout.  Though  measuring  only  5  ft.  6  in., 
he  weighed  nearly  17  stones.  Otherwise  he  was  in  good  health,  though  he 
had  been  delicate  when  a  child. 

His  present  trouble  commenced  as  a  small  hernia  twenty-two  years 
before,  and  this  had  gradually  increased.  He  had  no  pain  in  it,  but  was 
occasionally  troubled  by  an  *  indigestion '  pain,  though  never  by  any 
strangulation  symptoms.  The  swelling  in  the  early  years  went  back  com- 
pletely after  he  had  gone  to  bed,  but  for  several  years,  lately,  had  not  been 
reducible.  He  had  never  worn  a  truss.  He  wore  a  specially  long  frock 
coat  reaching  nearly  to  his  ankles,  in  order  to  hide  his  trousers,  which  were 
made  with  the  bifurcation  reaching  to  the  knees  in  order  to  accommodate 
an  enormous  scrotal  swelling. 

On  examination  he  was  found  to  have  a  left  scrotal  hernia,  as  large 
as  his  head,  reaching  nearly  to  the  knees  as  he  stood  up.  Both  testicles 
could  be  felt  close  together  near  the  lower  part  of  the  swelling,  and  to  the 
right  of  the  hernia.  The  penis  was  entirely  buried,  and  the  orifice  of  the 
prepuce  was  represented  by  a  flat  dimple  like  an  umbilicus.  The  skin  of 
the  left  thigh  and  scrotum  adjoining  was  red  and  moist.  An  attempt  to 
reduce  the  hernial  contents  into  his  contracted  abdomen  had  to  be  abandoned 
when  half  had  been  replaced,  as  it  caused  much  abdominal  discomfort, 
and  interfered  with  his  breathing.  He  was  sent  to  bed,  the  foot  of  the  bed 
being  elevated,  and  his  scrotum  was  supported  on  a  high  pillow.  His  diet 
consisted  of  minced  meat  and  hot  water  only,  with  sufficient  Epsom  salts 
to  cause  some  diarrhoea.  Daily  attempts  were  made  to  reduce  the  hernia, 
and  after  as  much  as  possible  had  been  replaced,  a  pad  and  elastic  bandage 
were  applied  to  maintain  the  reduction  for  so  long  a  time  as  he  could  tolerate 
the  contents  in  his  abdominal  cavity.  At  the  end  of  a  week  of  this  treat- 
ment, the  whole  hernia  could  be  reduced,  and  he  could  bear  the  increased 
intra-abdominal  tension  for  two  or  three  hours. 

Operation. — August  18,  1899  (ten  days  after  admission).  The  sac  was 
opened  by  a  long  oblique  inguinal  incision.  The  contents,  now  almost 
entirely  large  intestine  and  omentum,  were  reduced  ;  there  were  no  adhesions, 
and  the  sac  was  separated.  The  investing  fasciae  were  much  thickened,  but 
the  sac  was  like  normal  peritoneum.  The  sac  was  Kochered  ;  all  the  vessels 
of  the  cord  were  removed,  except  those  accompanying  the  vas  deferens 
(Halsted),  which  was  laid  in  the  canal  over  the  muscles  sutured  below  it. 
The  arched  fibres  and  conjoined  tendon  were  joined  to  Poupart's  ligament 
by  seven  interrupted  sutures,  and,  as  the  conjoined  tendon  was  much  spread 
out  and  thin,  the  rectus  muscle  was  drawn  over  it  after  division  of  its  sheath, 
and  attached  by  separate  sutures  to  Poupart's  ligament  over  the  inner  half 
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of  the  canal.  The  vas  and  its  vessels  were  covered  by  the  external  oblique, 
which  was  sewn  up  by  the  double-breasted  waistcoat  method. 

The  wound  healed  by  first  intention  without  disturbance,  and  the  patient 
returned  home  on  September  5,  1899. 

I  had  an  opportunity  of  examining  him  by  request  nine  years  after  the 
operation  (August,  1908).  He  was  in  excellent  health,  not  so  stout  as 
before,  and  had  had  no  trouble  of  any  sort  with  his  hernia  or  bowels  since 
the  operation.  His  scrotum  had  not  shrunk  so  much  as  I  anticipated  it 
would  have  done,  but  looked  like  a  large  wrinkled  bag.  The  penis  was 
still  short  and  partially  buried,  but  caused  no  inconvenience.  Both  testicles 
appeared  to  be  normal  in  size  and  consistence.  His  inguinal  region  was 
quite  strong  ;  there  was  no  sign  of  any  recurrence  of  the  hernia.  The 
opposite  inguinal  region  was  also  strong. 

A  COMPLICATED  CASE  (See  Plate  XVII.) 

B.  E.,  age  50,  carman.  Eight  years  ago  he  lifted  a  piano,  and,  several 
days  after,  felt  a  lump  in  the  left  groin.  He  wore  a  truss  which  kept  the 
hernia  up  for  three  years,  after  which  time  it  recurred,  and  the  truss  was 
of  no  use.  About  five  months  ago  he  noticed  a  small  round  lump  on  the 
right  side  (femoral  hernia),  which  did  not  trouble  him  in  any  way,  neither 
did  he  take  much  notice  of  it.  He  took  no  notice  of  any  other  lump. 

The  patient  had  had  several  attacks  of  pain  and  vomiting,  but  had 
never  been  laid  up  with  strangulation. 

Diagnosis. — Left  vaginal  hydrocele,  and  inguinal  hernia  ;  right  inguinal 
hernia  ;  right  femoral  hernia  ;  right  hydrocele  of  the  cord. 

Operation  (Nov.  29,  1904),  right  side. — Multilocular  cysts  found  in  right 
epididymis.  These  were  dissected  out  so  far  as  possible  ;  a  hydrocele  of  the 
the  cord  was  dissected  out  ;  small  hydrocele  of  the  tunica  vaginalis  found, 
and  as  much  of  the  sac  as  possible  was  dissected  away. 

Inguinal  and  femoral  hernial  sacs  excised.  Both  inguinal  and  femoral 
regions  then  closed.  For  the  cure  of  the  femoral  hernia,  suture  of  the  con- 
joined tendon  to  Cooper's  ligament  over  the  ilio-pectineal  line  internally ; 
and  for  the  inguinal,  of  the  arched  fibres  of  the  internal  oblique  and  trans- 
versalis  to  Poupart's  ligament  in  the  inguinal  canal. 

Progress. — In  convalescence  he  had  a  bad  cough. 

Second  Operation,  Dec.  8,  1904,  left  side.  Oblique  incision  over  canal,  sac 
of  hydrocele  turned  inside  out.  The  hernial  sac  was  now  dissected  out  and 
Kochered,  the  rest  of  the  operation  done  after  Bassini.  External  oblique 
was  double-breasted.  He  developed  symptoms  of  pneumonia  and  cough 
on  December  9,  1904.  On  December  24,  1904,  he  left  hospital  ;  the  right 
side  was  rather  red  and  moist  ;  the  left  side  was  healed.  On  January  19, 
1905,  both  sides  were  strong  and  well.  On  February  27,  1905,  he  had  oedema 
of  both  feet.  A  year  later  reports  that  he  is  doing  lighter  work. 

December,  1908,  quite  well. 

HERXIJE,  OVER  40  YEARS  OF  AGE,  FROM  BEGINNING  OF  1900  TO  END 
OF  1906.     ALTOGETHER  112  CASES. 

Year.  Period  Covered.  No.  of  Cases. 

1900  ..      1  year 7 

1901  .  .          .  .  „          13 

1902  . .          . .      January  to  June  .  .  .  .        8 

July  to  December         .  .          .  .      10 


PLATE   XVII. 


IXGUTXAL  TIRRNTA.    A  complicated  case. 


Abdominal  Surgery. — Facing  page  758 
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Year.  IN  Hod  Covered.  No.  of  Cases. 

1903  ..  ..      January  to  June  ..  ..      1() 

July  to  Dec-ember  ..  ..      r_> 

1904  .  .  .  .      January   to  June  .  .  .  .        9 

July  to  December  .  .  .  .      14 

1905  ..  ..      January   Id  June  ..  ..        7 

July  to  Dec-ember  .  .  .  .        8 

190G    ..          ..     January  to  June  ..  ..      10 

July  to  December  .  .  .  .         I 

7  years  covered  ..  ..112 

Ages 

Between  40-45  years  . .          .  29  cases  done. 


45-50 
50-55 
55-60 
60-65 


Over     60 


(a?t.  715).      (This 


25 
26 
13 
15 


ease  cannot  be  found) 
No  note  of  exact  age  has  been  made  in     3  cases. 

Total    ..      112  cases. 

Of  the  112  cases,  68  are  alive  and  well ;  33  cannot  be  traced  ;  7 
have  since  died  from  various  causes  independent  of  the  hernia  ;  1  died 
from  an  operation  (see  note)  ;  3  have  recurred  (see  notes). 

Of  the  7  that  have  died,  with  the  exception  of  2,  a  note  has  been 
obtained  from  the  friends,  stating  that  they  were  perfectly  well,  so 
far  as  the  hernia  was  concerned,  up  to  the  time  of  death.  Two  have 
not  replied. 

In  5  cases  the  sigmoid  was  in  the  sac. 

In  2  cases  the  bladder  was  in  the  sac. 

In  no  case  of  this  series  was  the  caecum  in  the  sac. 

In  30  cases  the  external  oblique  was  double-breasted. 

The  sac  was  Kochered  in  82  cases. 

The  rectus  muscle  was  brought  down  to  Poupart's  ligament  in 
2  cases. 

In  1  case  only  inguinal  hernia  on  the  right  side  came  on  after 
removal  of  appendix  three  years  previously. 

Of  the  3  cases  which  have  recurred,  all  have  been  seen,  and  a 
short  note  is  given  below. 

J.  S.,  age  40. 

In  1900,  he  had  a  right  inguinal  radical  cure  done  by  Mr.  Morison. 

In  1904,  he  had  the  left  side  done  for  a  scrotal  hernia.  The  sac  was 
Kochered,  and  stump  fixed  in  belly  wall.  Canal  closed  after  Bassini's 
method.  Chromic  gut  used.  There  were  lipomata  in  both  sacs,  right  and 
left  side.  The  muscles  were  fatty  and  poor.  Before  leaving  hospital  the 
wound  was  reddened  and  discharged  some  serum. 

He  remained  perfectly  well  until  one  month  ago  (September,  1908), 
when  he  noticed  a  definite  bulging  over  the  inner  aspect  of  the  scar  on  the 
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left  side,  and  states  that,  after  walking  any  distance,  he  is  obliged  to  put 
his  hand  into  his  pocket  and  reduce  a  swelling  into  abdomen.  The  swelling 
has  never  come  down  into  the  scrotum.  On  examination  there^is  a  distinct 
bulging,  about  the  size  of  a  hen's  egg,  on  inner  side  of  wound. 

The  patient  is  extremely  fat,  and  has  an  umbilical  hernia  the  size  of  a 
Tangerine  orange,  which  he  states  he  has  had  for  years. 

J.  B.,  age  60.    *; 

Femoral  hernia,  done  twelve  years  ago  by  Mr.  Morison.  It  was  strangu- 
lated. Right  side. 

Eight  years  ago  he  noticed  a  lump  come  in  the  left  side.  He  tried 
several  trusses  without  any  success. 

On  examination,  the  patient  was  a  very  thin  man  with  pronounced 
hernia  belly.  He  had  a  left  irreducible  scrotal  hernia,  which  contained 
adherent  omentum.  On  right  side  scar  of  femoral  hernia  perfect.  At  the 
operation  an  ordinary  Bassini's  operation  was  done,  sac  not  Kochered,  the 
adherent  omentum  was  separated  and  replaced  in  the  abdomen.  He  left 
hospital  on  March  16,  1903,  healed  and  well.  When  seen,  one  year  later, 
everything  was  perfect.  One  year  ago  (from  the  present  time,  November, 
1908)  he  noticed  a  small  lump  come  down  on  the  left  side.  He  got  a  truss 
and  has  worn  it  ever  since.  The  truss  is  quite  efficient.  Patient  looked 
well,  and  is  able  to  go  about  without  any  trouble.  He  states  that  he  is 
greatly  benefited  by  the  operation,  but  there  is  a  small  hernial  protrusion 
when  he  coughs  at  the  inner  end  of  scar. 

3f  R.  B.,  age  69.  Patient  works  regularly  in  the  mine  as  horsekeeper  ; 
his  work  consists  in  looking  after  the  ponies  in  the  pit. 

He  is  a  strong,  active  man,  and  states  that  the  rupture  came  down 
several  weeks  after  he  left  the  hospital. 

He  went  home  healed  from  the  Infirmary,  and  commenced  work  seven 
weeks  from  the  time  of  the  operation.  Since  the  rupture  recurred,  he  has 
worn  a  truss,  which  he  states  is  absolutely  efficient. 

On  Examination. — His  belly  is  lax  and  pendulous.  When  the  truss  is 
removed,  and  the  patient  coughs,  there  is  definite  hernia  of  a  large  size  (size 
of  a  big  closed  fist)  which  comes  right  down  into  the  scrotum,  and  the  con- 
tents are,  as  before,  omentum  and  a  considerable  amount  of  small  bowel. 

On  reducing  hernia  and  putting  one  finger  just  at  the  spine  of  the  pubes 
(or,  to  be  quite  correct,  just  to  its  outer  side  and  above),  and  on  getting  him 
to  cough,  although  the  rupture  is  of  such  a  large  size  and  comes  down  so 
easily,  the  contents  of  the  sac  can  quite  easily  be  prevented  from  leaving 
the  abdomen,  the  recurrence  being  a  small  one  and  close  up  to  the  spine  of 
the  pubes.  He  states  that  he  is  greatly  benefited  by  the  operation.  He  is 
unable  to  reduce  the  hernia  without  lying  on  his  back  ;  this  he  proceeded  to 
do  with  success.  No  more  herniae  present. 

In  the  series  there  was  one  death. 

T.  B.,  age  45,  admitted  September  9,  1901,  with  left  inguinal  hernia. 
Operation,  September  10,  1901.  Usual  oblique  incision.  There  was  a  lot 
of  fat  on  inner  side  of  sac,  and  during  the  separation  of  the  latter  the  bladder 
was  seen  and  exposed.  Twenty-nine  ounces  of  boric  lotion  were  pumped 
into  the  bladder,  and  there  was  no  leak.  The  exposed  saccule  was  distended, 
and  a  purse-string  suture  was  put  around  the  extravesical  fat,  and,  when 
tightened,  this  pulled  the  fat  over  the  exposed  muscular  coats.  Radical 
cure  completed  by  Bassini's  method.  By  the  night  after  operation,  the 
patient  had  vomited  several  times,  and  had  retention  of  urine,  which  was 
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relieved  by  catheter.  About  ten  ounces  of  normal  -looking  nrine  \\<n 
withdrawn.  Morphia,  gr.  £,  was  given.  Next  day,  September  l  _'  MMU 
vomiting  continued,  and  he  passed  no  urine  until  night  time,  \\ln-n  it 
was  withdrawn  with  a  catheter.  Temperature,  loo  . 

On  September  12,  1901,  he  complained  of  great  pain,  and  was  distended 
and  tender,  but  resonant  in  the  flanks.  He  was  cold  and  collapsed.  Tin- 
catheter  was  again  passed  and  bloody  ammoniacal  urine  was  drawn  "II. 
Ten  ounces  of  lotion  were  injected  into  the  bladder  and  were  returned. 
This  was  repeated  several  hours  later,  and  the  same  amount  was  returned. 
The  bowels  were  not  moved  in  spite  of  rectal  enemata,  neither  was  any 
flatus  passed. 

He  gradually  became  more  collapsed,  and  died  the  same  evening. 

Post-mortem. — Belly  opened.  General  septic  peritonitis,  more  in 
pelvic  region.  Bladder  distended  with  water.  This  showed  a  large  hole 
close  to  the  inner  surface  of  inguinal  region.  The  hole  was  found  to  be 
half  an  inch  in  diameter,  torn  and  ragged,  as  if  done  with  the  forceps 
in  separating  the  sac. 


A    CLINICAL    LECTURE    ON    TWO    CASES    OF    INTESTINAL 

OBSTRUCTION. 

DELIVERED  ON  JUNE  10,  1909,  AT  THE  ROYAL  VICTORIA  IXFIHMAKY. 
NEWCASTLE-UPON-TYNE. 

For  the  notes  of  the  first  case  to  which  I  wish  to  draw  your  atten- 
tion I  am  indebted  to  my  late  house  surgeon,  Dr.  Walker. 

CASE  1. — A  man,  age  56,  was  admitted  to  the  Royal  Victoria  Infirmary 
on  February  14,  1909,  very  ill  with  acute  intestinal  obstruction.  As  soon 
as  I  saw  him  I  recognized  an  old  friend  whose  past  history,  though  it  may  or 
may  not  have  any  bearing  on  his  attack  of  obstruction,  is  full  of  interest. 
For  years — not  less  than  fifteen — he  had  come  more  or  less  regularly  for 
demonstration  to  generations  of  students  as  a  typical  example  of  leuco- 
plakia  which  had  followed  syphilis,  and  was  associated  with  the  abuse  of 
tobacco  and  alcohol.  From  time  to  time  his  tongue  had  been  obstinately 
ulcerated,  and  the  probabilities  of  cancer  developing  there  had  frequently 
been  discussed.  All  sorts  of  lotions  and  paints  and  medicines  were  tried  in 
the  hope  of  improving  his  tongue,  but  it  is  safe  to  say  that  very  little  benefit 
had  been  derived  from  any  of  them,  and  that  when  the  ulcers  healed  it  was 
more  because  he  smoked  and  drank  less  than  from  any  remedies  he  had  been 
using. 

Ten  years  ago  (April,  1899)  I  removed  his  left  testicle  for  septic  broken- 
down  syphilitic  gummata. 

Four  years  ago  he  was  advised  to  try  x  rays  for  his  tongue,  and  it  is  of 
interest  to  note  that  this  somewhat  extraordinary  prescription  not  only 
gave  him  relief  from  all  the  discomforts  which  he  had  in  it.  but  that  all  the 
ulcers  healed,  and  the  condition  of  the  tongue  generally  was  so  much 
improved  that  I  was  surprised  to  see  it. 

To  return  to  his  present  illness,  the  history  was  : — 

That  for  about  five  years  he  had  had  troublesome  constipation,  with 
occasional  attacks  of  pain  in  the  left  hypochondrium,  but  no  vomiting. 
Since  August,  1908  (six  months  ago),  the  pain  had  been  almost  constant, 
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and  had  frequently  prevented  him  from  sleeping  at  night,  and  was  accom- 
panied by  occasional  vomiting.  For  the  last  two  months  he  had  frequent 
attacks  of  pain,  accompanied  by  loud  rumblings,  during  which  he  had  been 
unable  to  pass  wind  or  motion.  He  also  had  during  this  time  frequent 
diarrhoea,  with  slimy,  offensive,  blood-stained  motions.  He  had  been 
steadily  getting  thinner,  but  had  no  record  of  his  lost  weight. 

For  five  days  previous  to  admission  the  pain  in  his  left  hypochondrium 
made  him  shout  out  and  vomit  frequently.  He  had  passed  a  motion  after 
an  enema,  but  had  voided  no  flatus,  and  felt  very  ill. 

On  admission  (February  14,  1909),  he  looked  ill.  His  visible  arteries 
appeared  to  be  much  thickened.  His  temperature  and  pulse  were  normal. 
Examination  of  the  hernial  sites  and  rectum  revealed  nothing.  The  abdo- 
men was  swollen  and  tympanitic,  and  the  distention  was  most  marked  on 
the  right  side.  During  a  spasm  of  pain  the  distended  caecum  could  be 
mapped  out  and  felt  to  harden,  and  the  ascending  and  transverse  colon  also 
stood  out  prominently  during  the  paroxysm.  The  pain  was  always  referred 
to  the  left  hypochondrium,  and  tenderness  was  present  on  pressure  there. 

The  diagnosis  made  was  intestinal  obstruction,  due  to  a  malignant 
stricture  in  the  splenic  flexure  of  the  colon,  with  hypertrophy,  and  disten- 
tion of  the  caecum  and  colon,  proximal  to  the  stricture,  the  contents  being 
actively  virulent  in  consequence  of  colitis  and  retention  above  it. 

The  treatment  suggested  was — 

1.  Lavage  of  the  Stomach. — (The  stomach  contents  were  to  be  washed 
out  as  frequently  as  required  to  prevent  vomiting.) 

2.  No  food  was  to  be  administered  by  the  Mouth,  but  by  Enema. — (Every 
two  hours   one  pint   of  equal   parts   of  fat  beef  tea   and  milk  with   one 
teaspoonful  of  salt  and  half-an-ounce  of  whisky  were  to  be  given  slowly 
through  a  rectal  tube  with  raised  funnel.) 

3.  Small  doses  of  Opium  to  Relieve  Pain. — (When  the  patient  was  restless 
or  in  pain,  10  min.  of  liq.  morph.  hydrochlor.  in  one  dr.  of  aq.  menth.  pip. 
was  to  be  given.) 

4.  H eat  applied  to  the  Abdomen . — (A  hot  poultice  of  linseed  meal,  large 
enough  to  cover  the  whole  abdomen,  was  to  be  kept  on  for  one  hour,  then  to 
be  replaced  by  heated  cotton-wool  for  seven  hours,  when  the  poultice  was 
to  be  repeated.) 

After-progress. — No  material  benefit  followed  this  treatment,  and  the 
stomach  contents  developed  a  definite  faecal  odour. 

Two  days  after  admission  (February  16),  and  the  failure  of  medical 
treatment  to  give  relief,  I  made  a  small  incision  in  the  right  iliac  fossa,  drew 
forward  a  piece  of  the  anterior  wall  of  the  caecum,  opened  it,  tied  a  Paul's 
tube  in  for  drainage,  and  fixed  the  whole  with  harelip  pins  (caecostomy). 

Two  days  later,  after  abundant  discharge  from  the  tube,  the  patient 
was  entirely  relieved,  and  by  injections  through  the  caecostomy  opening 
and  from  the  rectum  the  colon  was  cleansed  and  the  obstruction  was  localized 
in  the  splenic  flexure. 

Second  Operation,  March  13,  1909  (a  month  after  caecostomy). — The 
abdomen  was  opened  through  the  left  rectus  muscle,  and  a  growth  was  found 
in  the  splenic  flexure  of  the  colon.  This  could  not  be  drawn  forward  till  it 
had  been  mobilized  by  division  of  the  peritoneum  forming  the  upper  layer 
of  the  mesocolon  (the  costocolic  ligament),  but  division  of  this  allowed  the 
greater  part  of  the  transverse  and  descending  colon  as  well  as  the  splenic 
flexure  to  be  lifted  out  on  to  the  abdominal  wall.  Enlarged  hard  mesenteric 
glands  were  felt  in  the  mesentery  near  the  growth.  Half  of  the  transverse 
and  descending  colon,  with  a  corresponding  portion  of  mesentery,  was  excised 
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with  Mir  growth,  tin-  ends  of  the  bmvrl  were  closed  by  sutures.  ;,n(l  a  large 
lateral  anastomosis  was  established  by  sutures  bet  \\een  the  remains  ,,l  the 
transverse  and  pelvic  colon. 

On  March  27  (fourteen  days  later),  after  free  irrigation  of  tlie  colon,  the 
caecostomy  opening  was  closed,  and  on  April  ,s  (t  \\elve  days  inter)  tin- 
patient  left  the  Infirmary  with  his  wounds  healed  and  feeling  well. 

Note  in  the  growth  removed  (exhibited)  the  tight  stricture,  looking  from 
the  outside  as  if  a  piece  of  string  had  been  limily  tied  round  the  mil.  Note 
also  the  hypertrophied  and  dilated  bowel  above,  the  pale.  thin,  contracted 
colon  below,  and  a  quantity  of  fat  in  the  pucker  round  the  ^rowth.  This  i^ 
typical  of  adenocarcinomatous  stricture  of  the  intestine. 

CASE  2. — Patient,  age  35,  admitted  to  private  hospital  on  June  11, 1909. 

She  was  in  her  usual  good  health  till  four  days  before,  when  she  developed 
a  cough,  coryza,  temperature  100-6°,  and  slight  abdominal  pain.  These 
symptoms  persisted,  but  her  medical  adviser,  herself,  and  friends  all  regarded 
the  illness  as  in  no  way  serious  till  11  o'clock  on  the  day  of  admis.sion.  She 
was  then  suddenly  seized  with  a  severe  abdominal  pain,  vomiting,  and 
collapse,  and  the  pain  and  vomiting  had  persisted  till  her  admission  five  hours 
later.  (She  was  driven  twenty-one  miles,  lying  in  a  motor  car.) 

On  admission  she  was  collapsed,  her  face  and  hands  were  a  bluey  red 
colour  and  cold,  her  pulse  82,  though  so  feeble  as  to  be  scarcely  perceptible. 
her  tongue  dry,  brown,  and  bile-stained,  her  temperature  normal.  There 
\vas  no  history  of  any  previous  abdominal  illness  whatever. 

On  examination  there  was  nothing  discoverable  in  any  of  the  hcrnial 
sites  or  from  the  rectum  or  vagina.  The  abdomen  was  distended  and 
slightly  tender  all  over,  but  nowhere  rigid.  During  a  paroxysm  of  pain, 
which  was  very  severe,  the  intestines  could  be  seen  to  distend  and  felt  to 
harden  and  to  assume  the  ladder  pattern  characteristic  of  an  obstruction 
involving  the  small  intestine.  The  paroxysm  appeared  to  end  with  a  gurgle 
in  the  right  iliac  fossa. 

The  diagnosis  arrived  at  was — Acute  intestinal  obstruction  from  block 
of  the  small  intestine,  with  strangulation  of  a  considerable  area  of  the  gut, 
and,  as  a  possible  cause,  Meckel's  diverticulum. 

The  patient  had  been  conveyed  direct  from  the  motor  to  the  operati no- 
table, and  a  quarter  of  an  hour  after  her  admission,  and  after  her  stomach 
was  washed  out,  she  was  anaesthetized  for  operation. 

Operation. — The  abdomen  was  opened  in  the  middle  line  by  excision 
of  the  umbilicus,  and  the  diagnosis  of  acute  intestinal  obstruction  was  con- 
firmed by  the  escape  of  a  quantity  of  blood-stained  serum  and  the  appear- 
ance of  congested  distended  coils  of  small  intestine.  The  cu'cum  was  found 
to  be  pale,  contracted,  and  empty,  and  the  coil  of  ilenm  entennu  it  in  a 
similar  condition.  This  was  followed  upwards  till  the  point  of  obstruction. 
between  two  and  three  feet  up  the  ileum,  was  encountered.  Above  this  the 
bowel  was  large,  tense,  bluish,  and  congested,  with  a  quantity  of  Hind 
contents;  below  it,  small,  empty,  and  pallid.  The  obstruction  was  cans,  1 
by  something  fixing  acutely  and  kinking  the  ileum  on  the  outer  side  of  the 
caecum  and  ascending  colon,  and  on  separating  this  adhesion  pus  escaped. 
This  was  at  once  mopped  up  and  the  bowel  was  set  free.  After  clearini: 
away  the  pus  a  gangrenous  perforated  appendix  was  turned  out  of  the 
abscess  cavity  and  excised.  The  abdominal  wound  was  closed  except  at 
the  lower  end,  from  which  a  drainage  tube  from  the  pelvis  emerged. 

Her  recovery  up  to  date  has  been  so  straightforward  that  I  may  almost 
(four  days  after  the  operation)  say  she  is  well.  (Her  recovery  subsequently 
was  uninterrupted). 
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These  cases  serve  to  illustrate  the  two  most  important  divisions 
of  intestinal  obstruction,  viz.,  acute  and  chronic,  and  give  me  the 
opportunity  of  offering  certain  remarks  upon  diagnosis  and  treatment. 

Before  entering  into  further  detail  I  must  emphasize  the  need  for 
examination  of  the  hernial  sites  and  of  the  rectum  in  all  such  cases. 
It  is  impossible  I  should  overrate  the  value  of  this,  because  so  many 
times  routine  examination  will  discover  an  unsuspected  hernia  or  an 
obstruction  palpable  from  the  rectum.  The  diagnosis  is  then  so  easy 
as  to  require  only  ordinary  care,  but  it  must  be  recognized  that  a 
diagnosis  may  be  so  difficult  as  to  be  impossible  with  the  greatest  care 
and  extraordinary  skill. 

In  every  case  of  acute  sudden  abdominal  pain  attended  by  vomit- 
ing, this  question  has  to  be  answered,  Is  it  obstruction  ? 

There  is  a  trinity  of  signs  on  which  the  greatest  reliance  may  be 
placed  in  answering  this  question.  If  the  patient  has  severe  griping 
pains,  inability  to  pass  flatus,  and  there  is  evidence  of  increased 
peristaltic  intestinal  movements,  a  diagnosis  of  intestinal  obstruction 
is  safe.  If  these  three  signs  are  not  all  found  in  company,  some  doubt 
must  be  felt.  Text-books  still  maintain  the  tradition  that  intestinal 
obstruction  means  inability  to  obtain  a  motion  of  the  bowels,  and  this 
teaching  is  responsible  for  many  serious  errors  in  diagnosis,  for  it  is 
not  true.  It  is  possible  for  a  patient  to  pass  no  motion  for  weeks,  but 
that  does  not  constitute  intestinal  obstruction.  It  is  possible  for  a 
patient  with  intestinal  obstruction  and  the  three  signs  described  to 
have  a  copious  evacuation.  If  the  bowel  below  an  obstruction  con- 
tains faeces  at  the  time  of  the  attack,  these  are  likely  to  be  expelled  if 
an  enema  is  administered,  but  the  evacuation  fails  to  bring  with  it 
any  flatus.  This  is  the  crucial  test,  the  obstruction  to  flatus.  It  is  this 
obstruction  that  starts  the  agonies  of  intestinal  obstruction.  When 
flatus  is  arrested,  a  condition  is  started  in  the  intestine  resembling 
panic  in  a  crowd,  and  like  this  tending  only  to  terminate  in  disaster. 
The  next  questions  to  be  answered  are,  "  Where  is  the  block  ?  "  and 
il  What  is  its  nature  ?  "  These  questions  have  to  be  answered  for 
each  individual  case,  and  may  present  grave  difficulties. 

In  the  first  case  the  diagnosis  was  easy.  We  were  able  to  say 
that  the  patient  had  intestinal  obstruction  at  once.  Where  was  the 
block  ?  The  age  of  the  patient  suggested  malignant  stricture  of  the 
colon,  for  this  is  the  most  ordinary  cause  of  intestinal  obstruction  in 
patients  over  forty,  but  the  stricture  is  usually  in  the  sigmoid  flexure 
or  in  the  rectum. 

The  constipation  with  painful  rumblings  and  occasional  '  diar- 
rhoea '  support  this  view.  '  Diarrhoea  '  is  Nature's  cure  for  the 
obstruction.  When  the  bowel  above  a  stricture  is  irritated  by  solid 
faeces  which  cannot  pass,  its  mucous  membrane  inflames,  secretes 
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large  quantities  of  fluid  in  which  tin-  hard  I'a-cal  masses  are  dissolved, 
and  these  are  then  enabled  to  pass  through  the  strict  uiv  accompanied 
by  mucus  and  blood-stained  discharge  from  the  inflamed  colon.  The 
rumblings  are  also  caused  by  Nature's  effort  to  overcome  the  obstacle 
by  increased  peristaltic  contractions  of  the  bowel,  and  an  someiimes 
so  loud  as  to  be  heard  at  a  considerable  distance  from  the  patient.  The 
pain  in  this  ease  was  felt,  as  it  may  be,  in  the  position  of  the  obstruct  ion. 
and  this  probably  depended  upon  its  long  duration.  I  have  frequently 
observed  that  in  the  early  hours  or  days  of  abdominal  pain  the  patient 
has  been  unable  to  localize  it.  Later,  and  after  seme  experience,  the 
power  to  do  this  increases,  till  finally,  when  it  has  been  of  long  dura- 
tion, the  exact  spot  affected  by  disease  may  be  picked  out  as  the  seat 
of  pain.  This  looks  as  if  the  visceral  nerves  required  education  for 
localization,  and  if  the  history  of  five  years'  duration  be  correct,  they 
had  abundant  opportunities.  The  stricture  was  due  to  cancer,  and  some 
of  you  may  wonder  at  my  belief  that  this  cancerous  stricture  could 
have  been  there  for  five  years  before  leading  to  dangerous  obstruction. 
Such  a  statement  would  have  surprised  me  a  few  years  ago,  but  I  have 
now  learned  concerning  malignant  disease  of  the  large  bow.el,  that  on 
the  one  hand  it  may  be  the  most  malignant  of  malignant  growths,  that 
a  small  cancerous  ulcer  may  be  followed  in  a  few  weeks  by  secondary- 
deposits  in  the  peritoneum,  mesenteric  glands,  liver,  and  by  death  ; 
or,  on  the  other,  that  it  may  grow  so  slowly  as  to  take  years  to  kill  its 
victim,  and  why  this  is  I  hope  to  explain  on  a  suitable  occasion. 

One  patient  under  my  care,  and  on  whom  I  made  a  post-mortem 
examination,  had  an  advanced  malignant  growth  of  the  rectum 
diagnosed  twelve  years  before  his  death,  and  during  his  last  seven 
years  of  existence  all  faeces  were  passed  through  a  colostomy  opening. 
The  disease  had  never  extended  beyond  his  pelvis,  death  was  caused 
solely  by  extension  into  his  pelvic  structures,  and  until  the  microscope 
had  settled  that  this  was  a  typical  columnar-celled  carcinoma  I  felt 
some  doubt  as  to  the  diagnosis.  A  single  case  proves  nothing,  but 
several  of  my  patients  have  lived  for  more  than  five  years  after  a  colos- 
tomy for  growths  in  the  sigmoid  and  colon  so  advanced  as  to  have 
appeared  to  be  unfit  for  removal.  I  can  therefore  ask  you  with  some 
confidence  to  accept  the  history  of  five  years'  pain  in  the  splenic  flexure 
of  this  man's  colon  as  an  indication  that  he  had  malignant  disease 
there  for  that  time. 

You  will  note  the  point  that  1  have  previously  emphasized  con- 
cerning the  enema,  that  though  a  stool  followed  its  use,  no  flatus  was 
passed,  but  this  is  typical  of  obstruction  either  in  the  small  or  the 
large  intestine,  and  has  no  localizing  value.  The  chronieity  of  his 
illness  also  suggested  a  block  in  the  large  intestine,  for  chronic  obstruc- 
tion is  usually  due  to  this,  and  acute  obstruction  to  an  interference  with 
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the  small  intestine,  though  there  are  so  many  exceptions  to  this  rule  as 
to  make  it  of  small  practical  value. 

The  point  to  which  we  attached  the  greatest  importance  was 
based  on  a  physical  sign.  It  was  the  enlargement  of  the  right  side  of 
the  abdomen  by  a  portion  of  distended  intestine  which  we  believed  to 
be  the  caecum.  If  it  is  certain  that  the  caecum  is  distended,  this 
evidence  alone  suffices.  That  the  colon  would  be  hypertrophied, 
dilated,  and  inflamed  above  the  obstruction  was  easy  to  prophesy 
on  general  principles,  and  we  know  that  it  always  is. 

You  are  likely  to  wish  to  know  my  reasons  for  not  operating  at 
once  in  this  case  as  I  did  in  the  next,  and  they  are  these  : 

It  was  impossible  to  do  a  radical  operation  for  removal  of  the 
growth  and  restitution  of  the  colon,  the  bowel  being  distended  by 
septic  contents,  with  any  reasonable  chance  of  success.  A  painful 
experience  has  taught  us  that  however  successfully  the  operation 
may  be  performed  under  such  circumstances,  the  patient  is  almost 
sure  to  die. 

Experience  has  also  taught  us  that  the  methods  we  adopted  some- 
times suffice  temporarily  to  relieve  the  obstruction  and  allow,  after 
the  bowel  has  been  emptied,  of  a  radical  operation.  If  this  cannot 
be  effected,  three  operations  instead  of  one  are  necessary,  and  the 
increased  risk  of  waiting  is  counterbalanced  by  this  consideration. 

Our  first  method  failed,  and  we  were  forced  to  operate,  first  for 
drainage,  second  to  remove  the  growth,  finally  to  close  the  drainage 
opening. 

In  the  second  case  the  diagnosis  of  acute  intestinal  obstruction, 
the  block  being  in  the  small  intestine,  was  based  upon  physical  signs, 
which  could  not  be  misunderstood.  We  ventured  further,  and  in  doing 
so  made  a  mistake.  There  is  fortunately  nothing  to  regret,  for  it  was 
not  detrimental  to  the  patient,  and  in  order  to  make  any  advance  in 
surgery,  or  in  anything  else,  it  is  necessary  to  venture  as  far  as  possible, 
for  only  such  exercise  is  a  sufficient  stimulus  to  the  gaining  of  new 
knowledge. 

How  did  the  mistake  occur  ? 

First,  in  an  insufficient  history.  It  is  likely  that  if  the  story  of  the 
preceding  day's  illness  had  been  fairly  unravelled,  a  clue  as  to  the 
appendix  would  have  been  obtainable. 

Second  and  chiefly,  from  a  belief  in  the  probability  that  the  sudden 
and  serious  illness  was  due  to  strangulation  of  such  a  large  portion  of 
the  small  intestine  that  it  was  unlikely  to  be  due  to  anything  but  an 
encircling  band,  and  that  there  was  no  history  of  any  illness  likely  to 
produce  such  a  band.  From  this  case  we  learn  that  obstruction  by  a 
kink,  with  vascular  disturbance  in  the  bowel  above,  may,  just  as  a 
strangulation  will,  give  rise  to  a  blood-stained  fluid  in  the  peritoneum 
and  severe  collapse. 
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Before  concluding,  I  would  like  to  remark.  e.,ne< -mini:  treatment. 
that  the  results  in  cases  of  acute  obstruction  of  the  small  intestine  are 
little,  if  any,  better  than  they  were  twenty  years  ago  ;  when -as  the 
results  in  chronic  obstruction,  especially  affecting  the  large  intestine. 
have  enormously  improved.  Why  is  this?  It  is  because  operativ 
technique  has  made  such  strides  during  that  time,  and  operative  skill 
has  a  considerable  influence  on  the  statistics  of  colon  obstruction. 
Operations  for  colon  obstruction  mostly  require  the  difficult  operation 
of  resection  for  their  radical  cure,  and  this  has  been  perfected  dnrin-j 
that  time.  But  operations  for  the  radical  cure  of  small  intestine 
obstruction  have  not  been  influenced  much,  if  at  all,  by  surgical  pro- 
gress. They  are  nearly  all  simple — e.g.,  the  division  of  a  band,  the 
separation  of  adhesions,  the  withdrawal  of  a  strangulated  loop,  and 
these  could  be  done  as  successfully  twenty  years  ago  as  they  can  be- 
now. 

The  lesson  we  learn  is,  that  early  diagnosis  and  immediate  opera- 
tion are  of  far  greater  importance  than  operative  skill,  and  no  improve- 
ment in  results  can  be  expected  until  this  has  been  acknowledged  and 
acted  upon.  Then  patients  will  recover  from  acute  intestinal  obstruc- 
tion as  they  now  recover  after  operations  for  strangulated  hernia. 


THE  DIAGNOSIS  AND  OPERATIVE  TREATMENT  OF  CHRONIC 
GASTRIC    AND    DUODENAL    ULCER: 

AN  EXPERIENCE  OF  THREE  AND  A  HALF  YEARS. 

(WITH  DAVID  DRUMMOND,  M.D.) 
(The  British  Medical  Journal,  July  10,  1909.) 

The  co-operation  of  physician  and  surgeon  is  never  more  desir- 
able than  in  the  consideration  of  cases  of  gastroduodenal  disturbance. 
The  pitfalls  in  diagnosis  are  so  many,  and  the  temptation  so  natural 
for  the  physician  on  the  one  hand  to  regard  the  majority  of  cases  as 
medical,  and  for  his  surgical  colleague  on  the  other  to  view  them  as 
cases  requiring  operation,  that  when  either  works  alone  there  is  con- 
siderable risk  of  his  being  led  to  one-sided  conclusions. 

We  feel,  therefore,  that  a  combined  statement  of  the  work  AVI 
have  done  and  the  results  we  have  obtained  during  the  whole  time  we 
have  been  associated  as  colleagues  in  the  Infirmary  requires  no  excuse. 
This  co-operation  of  ours  covers  a  period  of  three  and  a  half  years, 
from  January,  1905,  to  June,  1908,  during  which  123  cases  in  which 
a  diagnosis  of  chronic  gastric  and  duodenal  ulcer  was  made  were 
treated  by  gastro-enterostomy. 
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Of  these  cases.  72  were  gastric,  28  were  duodenal,  and  23  were  not 
classified.  The  usual  history  in  all  was  one  of  long-continued  '  indi- 
gestion.' There  had  been  pain  after  taking  food,  and  generally  occa- 
sional vomiting,  which  relieved  the  pain.  Often  the  first  warning  to 
the  patient  of  serious  trouble  impending  was  the  appearance  of  blood 
in  the  vomited  matter.  With  or  without  a  variety  of  treatments 
there  had  been  periods  of  health  so  good  as  to  give  hopes  of  a  cure, 
hopes  sooner  or  later,  however,  to  be  disappointed  by  a  relapse.  The 
truth  is  that  the  healing  of  a  chronic  gastric  or  duodenal  ulcer  is  often 
difficult,  and  occurs  much  less  frequently  than  has  been  supposed.  It 
is  certain,  too,  that  after  the  healing  of  one  ulcer  others  are  likely  to 
form.  We  have  also  learnt  by  observation  that  an  active  ulcer  may, 
for  some  reason  unknown  to  us,  lose  its  sensibility  and  an  apparent 
1  cure '  be  thus  brought  about.  During  the  painless  time,  small 
dietetic  restrictions  and  general  care  of  the  health  suffice  to  keep  the 
patient  comfortable  ;  but  after  a  time,  these  restrictions  have  to  be 
more  rigidly  practised,  the  intervals  of  ease  tend  to  become  shorter, 
and  eventually  a  condition  of  invalidism  is  established. 

It  is  also  an  increasingly  common  belief,  especially  amongst 
surgeons,  that  cancer  of  the  stomach  is  frequently,  if  not  usually, 
sequential  to  a  chronic  gastric  ulcer,  but  our  experience,  clinical  and 
pathological,  does  not  confirm  this  view.  Setting  it  aside,  the  argu- 
ments in  favour  of  operation  in  cases  of  chronic  gastric  and  duodenal 
ulcer  are  strong  enough.  That  these  ulcers  seldom  heal,  that  the 
dangers  of  perforation  or  haemorrhage  are  very  real,  and  that  the 
interference  with  many  of  the  pleasures  and  much  of  the  usefulness 
of  life  is  undoubted,  are  facts  which  suffice  to  justify  the  risk  when 
the  good  results  of  operation  are  borne  in  mind. 

DIAGNOSIS. 

If  asked,  "  In  what  class  of  patients  is  gastric  ulcer  most 
prevalent  ?  "  the  majority  of  physicians  and  practitioners  answer 
without  hesitation  in  favour  of  the  claim  of  the  young  stout  anaemic 
servant  girl.  The  answer  is  not  correct.  A  fair  number  of  perforating 
ulcers  occur  amongst  such  young  women,  but  they  are  of  the  acute 
variety  which  probably  own  a  distinct  pathology.  (For  our  views  as 
to  this,  see  Lancet,  1906,  vol.  i,  p.  961.) 

Chronic  gastric  and  duodenal  ulcers  occur  at  a  later  age.  Like 
similar  chronic  ulcers  elsewhere,  they  probably  depend  on  septic 
inflammation.*  They  select  by  choice  the  stomach  or  duodenal 
wall  of  the  thin  neurotic. 

*  They  appear  to  be  the  result  of  diffuse  gastro-intestinal  sepsis 
which  may  involve  the  appendix,  pancreas,  or  biliary  systems. 
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Our  statistics  slum-  tli.-il  chronic  gastric  ulcer  affecting  I  In-  eardiac 
portion  of  the  stomach  is  a  disease  almost  special  to  women,  and 
chronic  duodenal  ulcer  almost  special  (o  men  (more  than  .so  per  cent 
in  both  cases),  and  that  for  both  the  largest  mi  mix  -r  ol'  op<  -rat  inns  were 
done  in  the  decade  from  .35  to  45,  though  each  decade  alt< -r  tin  a-_r«  <.l 
15  is  represented  in  the  series.  The  pyloric  area  is  that  most  fre- 
quently attacked  (70  per  cent),  and,  on  the  stomach  side,  the  lesser 
curvature. 

Ulcers  of  the  duodenum  we  have  found,  contrary  to  the  general 
statement,  occur  with  rather  greater  frequency  on  the  inner  wall  than 
on  the  outer  (55  per  cent  and  45  per  cent),  and  occasionally  involve 
the  wrhole  lumen.  They  are  rare  except  in  the  first  part. 

SYMPTOMS. 

There  are  three  symptoms  common  to  chronic  gastric  and  duodenal 
ulcers — pain,  vomiting,  and  the  discharge  of  blood  ;  but  that  all  of 
these  may  be  present  without  any  ulcer  we  have  had  abundantly 
proved.  A  diagnosis  upon  these  three  symptoms  alone,  especially  in 
the  case  of  women,  has  led  to  frequent  mistakes.  A  careful  and 
detailed  consideration  of  these  symptoms  will,  however,  lead  to 
correct  diagnosis  in  an  overwhelming  majority  of  cases. 

Pain. — This  is  the  most  important,  may,  indeed,  be  the  only, 
symptom  of  a  gastric  or  of  a  duodenal  ulcer ;  but  to  take  the  high  rank 
we  give  it,  it  must  have  quite  a  definite  history.  Unless  it  has  occurred 
after  the  ingestion  of  food,  and  was  absent  when  the  stomach  was 
empty,  no  serious  diagnostic  importance  attaches  to  it.  Our  practical 
rule,  based  on  these  considerations,  is  that  a  pain  occurring  after  four 
o'clock  in  the  morning — that  is,  before  breakfast — is  not  likely  to  be 
associated  with  either  chronic  gastric  or  chronic  duodenal  ulcer.  In 
cases  of  old-standing  large  indurated  ulcers,  when  the  period  of  chronic 
invalidism  has  been  reached,  the  present  complaint  may  be  of  pain 
only ;  but  it  is  of  a  pain  so  persistent  as  to  make  life  a  misery,  a  pain 
which  neither  rest  nor  diet  removes,  and  which  opiates  can  only  alle- 
viate. In  these  cases,  moreover,  there  is  generally  a  previous  history 
of  vomiting  and  hsematemesis,  and  frequently  of  the  recovery  from  a 
perforation. 

If  there  is  an  ulcer  and  the  pain  is  continuous,  such  pain  is  more 
likely  to  be  due  to  cancer  than  to  a  simple  ulcer.  In  cancer  the  pain 
is  attended  by  loss  of  appetite,  but  in  ulcer  the  patient  would  willingly 
eat  if  he  dare.  Excepting  in  the  case  of  cancerous  ulceration,  if  the 
pain  is  not  relieved  at  once  by  vomiting  the  contents  of  the  stomach, 
it  is  not  likely  to  be  due  either  to  a  gastric  or  a  duodenal  ulcer.  The 
time  at  which  the  pain  appears  has  some  value  in  localization,  but  not 
all  that  has  been  claimed  for  it.  Beginning  soon  after  a  meal,  it  suggests 
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an  ulcer  towards  the  cardiac  end  of  the  stomach,  one  hour  later  an 
ulcer  at  or  near  the  pylorus,  and  from  two  to  three  hours  after  an  ulcer 
of  the  duodenum.  The  explanation  in  each  instance  is  that  the  pain 
is  produced  by  food  contact.  The  pain  of  a  gastric  ulcer  is  rarely 
relieved  by  taking  food.  When,  on  the  other  hand,  the  ulcer  is  in  the 
duodenum,  the  pain  is,  as  a  rule,  so  relieved.  The  explanation  of  this 
relief  from  pain  in  duodenal  ulcer  is  that  the  introduction  of  fresh 
food  causes  closure  of  the  pylorus  and  prevents  food  from  passing 
over  the  ulcer  for  a  time.*  Night  pain  occurring  in  the  early  hours 
(1  to  2  in  the  morning)  has  almost  invariably  in  our  experience  been 
associated  in  gastric  cases  with  an  ulcer  adherent  to  the  pancreas,  and 
though  we  have  no  explanation  to  offer,  we  have,  before  operation, 
more  than  once  made  a  correct  diagnosis  of  this  condition,  based  on 
night  pain.  The  pain  of  a  duodenal  ulcer  is  also  frequently  worse  at 
night,  and  is  often  relieved  by  sipping  hot  milk  or  taking  a  little  food. 
It  is  generally  relieved  by  flexion  of  the  trunk;  consequently  the 
patient  either  lies  curled  up  on  one  or  other  side,  or  on  the  back  with 
the  legs  drawn  up,  or  sits  leaning  forward  in  bed. 

Paroxysmal  pain,  closely  resembling  that  of  biliary  colic,  is  associ- 
ated with  an  ulcer  close  to,  or  involving,  the  pylorus,  either  on  its 
gastric  or  duodenal  side.  It  is  probably  due  to  forcible  irregular  con- 
traction of  the  unstriated  muscle  fibre  of  the  pyloric  end  of  the  stomach. f 

Vomiting. — This  may  be  a  most  misleading  symptom,  and 
requires  particular  attention.  It  may  be  an  important  symptom  of 
gastric,  but  not  of  duodenal  ulcer.  It  should  bear  a  definite  relation- 
ship to  the  pain  and  to  the  ingestion  of  food.  Vomiting  without 
severe  pain,  or  occurring  at  other  than  fixed  periods  after  food,  is  not 
a  symptom  of  any  value  in  the  diagnosis  of  chronic  gastric  ulcer.  The 
vomited  matter  is  most  likely  to  be  nothing  but  ingested  food,  and 
after  the  stomach  has  been  emptied  by  the  act  of  vomiting,  the 
patient  should  feel  entire  relief.  The  sickness  is  comparatively  easily 
controlled  by  limiting  the  quality  and  quantity  of  food,  and  by  rest. 
Vomiting  which  is  not  controlled  by  rest  in  bed  or  by  fluid  diet  is 
quite  unlikely  to  be  due  to  ulcer.  Uncontrollable  vomiting  is  not  due 
to  chronic  gastric  ulcer.  Vomiting  is  rare  in  cases  of  duodenal  ulcer. 
When  it  occurs,  patients  will  often  tell  how,  having  discovered  that 
relief  followed  emptying  of  the  stomach,  they  had  purposely  induced 
vomiting  in  order  to  remove  a  severe  pain. 

*  This  view  is  no  longer  tenable;  an  explanation  has  yet  to  be 
found. 

t  /  pointed  this  out  ten  years  earlier,,  and  it  is  now  accepted 
knowledge. 
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Blood. — The  presence,  repeated  at  intervals.  <.f  relatively  small 
•quantities  of  blood  in  the  vomited  math T  is  an  im|. Milan!  symptom 
•of  chronic  gastric  ulcer.  Other  forms  of  Mood  loss  in  this  relation  do 
not  possess  the  same  significance.  Blood.  cs|)ccially  when  only  dis- 
coverable microscopically,  in  the  stomach  contents  <>r  in  the  stools 
suggests  a  cancerous  rather  than  a  simple  ulcer.  Profuse,  painless, 
sudden  haemorrhage  in  a  young  woman  is  quite  unlikely  to  be  due  to 
chronic  ulcer,  and,  in  an  elderly  patient,  suggests  rather  cirrhosis  of 
the  liver.  Bleeding  from  a  duodenal  ulcer,  if  moderate  in  amount,  is 
usually  indicated  by  a  black  or  dark;  stool,  and,  if  free,  gives  rise  to 
sudden  and  profuse  vomiting,  accompanied  by  faintness  and  a  cold 
sweat,  and  followed  by  a  profuse  black  liquid  stool,  and  by  feebleness 
and  anaemia  if  the  patient  recovers.  Slow  bleeding  from  a  duodenal 
ulcer  may  easily  escape  recognition  as  a  cause  of  profound  anaemia 
unless  careful  examination  of  the  faeces  be  made. 

PHYSICAL  SIGNS. 

The  physical  signs  on  which  we  place  .most  reliance  are  : — 

A  Tender  Spot. — Over  the  ulcer,  whether  in  stomach  or  duodenum, 
a  deep,  well  localized,  tender  spot  is  generally  discoverable  which 
serves  as  an  aid  to  diagnosis. 

Rigidity  oj  the  Overlying  Muscles. — The  abdominal  muscles  cover- 
ing an  active  gastric  or  duodenal  ulcer  will  be  found  to  be  rigid,  and 
this  rigidity  is  quite  localized.  The  hardness  of  the  upper  part  of  tin- 
right  rectus  overlying  an  active  pyloric  or  duodenal  ulcer  is  therefore 
.an  important  sign. 

A  Tumour. — A  tender  nodule  or  an  indefinite  induration,  espe- 
cially in  the  neighbourhood  of  the  pylorus,  Avith  a  history  of  long- 
standing stomach  trouble,  are  characteristic  of  chronic  ulcer,  and 
furnish  its  most  important  sign.  A  considerable  tumour  may  be 
caused  by  inflammatory  exudation  and  induration  round  a  chronic- 
ulcer,  but  this  is  rare.  A  definite  movable  tumour  suggests  a  cancerous 
rather  than  a  chronic  ulcer. 

HISTORY. 

Healing  of  a  pyloric  ulcer,  whether  on  the  gastric  or  duodenal 
side,  is  followed  by  more  or  less  contraction  and  stricture  of  the 
pylorus,  with  resulting  response  of  the  stomach  to  the  changed  condi- 
tions. In  the  early  stages,  hypertrophy  of  the  %stomach  walls  and 
diminution  in  the  size  of  its  cavity  compensate  for  the  diminished 
lumen  of  the  pylorus,  and  with  ordinary  dietetic  care  no  trouble 
results.  At  a  later  stage  the  gastric  mucous  membrane  is  red,  swollen, 
-and  irritable  from  inflammation — a  fact  we  have  observed  with 


772  RUTHERFORD     MORISON 

Rovsing's  gastroscope, — and  fresh  ulceration  increases  the  damage  to- 
and  the  contraction  at  the  outlet.  It  is  at  this  stage  and  under  the 
conditions  described  that  the  attacks  resembling  gall-stone  colic, 
which  not  infrequently  cause  insuperable  diagnostic  difficulties,  arise. 
These  we  attribute,  as  we  do  gall-stone  and  other  colics,  to  forcible 
contractions  of  the  unstriated  muscle  fibre  in  walls  stimulated  by  in- 
flammation of  the  mucous  membrane  beneath,  contractions  which 
serve  to  obstruct  still  further  a  free  discharge  from  the  cavity  involved. 

Finally,  dilatation  of  the  stomach  follows  increasing  contraction 
of  its  outlet,  and  all  the  symptoms  change.  Thus,  pain  ceases  to  be 
an  important  symptom,  severe  pain  is  rarely  complained  of,  and  the 
character  and  quantity  of  vomited  matter  become  of  the  greatest 
importance.  When  dilatation  has  fully  developed,  the  vomited 
matter  is  frothy  and  has  a  yeasty  smell.  It  contains  particles  of  food 
which  should  have  been  digested  hours  or  days  before;  it  occurs 
towards  evening  from  the  gradual  filling  of  the  stomach  during  the 
day ;  and  the  quantity  is  in  excess  of  that  eaten,  sometimes  sufficient 
to  fill  a  basin  of  considerable  size. 

With  the  history  of  an  ulcer  years  before,  and  this  type  of  vomit- 
ing present,  the  probabilities  of  a  cicatricial  stricture  near  the  pylorus 
and  of  a  dilated  stomach  are  very  strong.  They  are  converted  into 
certainties  if  inspection  shows,  through  the  thin  parietes,  the  outline 
of  a  dilated  stomach,  which  exposure  to  the  cold  air  or  friction  may 
stimulate  to  well-marked  peristalsis,  the  contraction  passing  from 
left  to  right ;  if  continued  splashing  of  the  stomach  can  be  demon- 
strated on  succussion  ;  if  auscultation  and  percussion  offer  evidence 
of  the  presence  of  dilatation  ;  if  a  nodule  freely  movable  on  respira- 
tion can  be  palpated  in  the  neighbourhood  of  the  pylorus  ;  and  if, 
failing  all  these  signs,  the  outline  of  the  dilated  stomach  is  made 
apparent  by  distention  with  air  or  gas.  Furthermore,  these  patients 
are  always  strikingly  emaciated,  whereas  those  with  chronic  ulcer  of 
the  body  of  the  stomach  may  be  surprisingly  well  nourished.  Another 
secondary  effect  of  gastric  ulcer  is  seen  in  the  hour-glass  stomach,  but, 
as  the  diagnosis  of  this  can  only  exceptionally  be  guessed  at,*  we  merely 
mention  it  here  since  the  treatment  may  require  an  addition  to  the 
ordinary  operative  measures. 

SUMMARY. 

To  recapitulate  shortly.  The  symptoms  which  distinguish  a 
chronic  gastric  from  a  chronic  duodenal  ulcer  relate  chiefly  : 

1.  To  Pain. — To  the  time  at  which  pain  occurs  after  taking  food, 
that  is,  soon  in  gastric,  later  in  duodenal  ulcer.  The  influence  of  food 

*  A  bismuth  meal  and  x-rays  make  the  diagnosis  easy. 
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upon  the  pain:  solid  food  increasing  gastric.  hut  relieving  duodm.-d 
pain.  The  effect  of  rest  in  bed  on  the  pain  :  rest  relieving  gastric, 
but  producing  no  good  effect  on  duodenal  pain. 

2.  To   the    Character   of  tfie    Vomiting. — Its    close    relationship    t.. 
food  and  pain  ;   its  involuntary  character  in  gastric,  and  its  voluntary 
appearance  in  cases  of  duodenal  nicer. 

3.  To  the  Form  of  Hasmatemesis.  -Recurrent,    and    in    relatively 
small  quantities  in  gastric,  overwhelming  and  followed  by  melama  in 
duodenal  cases. 

PYLORIC  STRICTURE. 

The  diagnosis  of  stricture  in  the  neighbourhood  of  the  pylorus 
is  so  easy  that  no  excuse  can  be  offered  for  mistakes.  With  the  history 
of  a  chronic  gastric  or  duodenal  ulcer  some  years  back,  and  periods  of 
remission  of  the  symptoms,  each  remission  being  followed  by  a  less 
perfect  recovery  until  the  evidences  of  stomach  dilatation  are  complete 
—with  such  history  the  diagnosis  of  cicatricial  stricture  as  a  c-on se- 
quence of  the  ulcer  is  unmistakable.  This  is  fortunate,  as  these  eases 
demand  operation  and  are  the  most  satisfactory  of  all  in  results. 

With  proper  care  it  is  possible  in  most  cases  to  form  a  definite 
diagnosis  of  gastric  from  duodenal  ulcer,  but  occasionally  this  is  di Hi- 
cult.  We  have  observed  certain  gastric  ulcers  situated  on  the  less,  r 
curvature,  about  the  junction  of  the  middle  with  the  pyloric  third  of 
it,  to  cause  symptoms  which  have  misled  us.  Notes  of  the  two  following 
cases  will  serve  as  examples  :— 

CASE  1. — B.  A.,  age  39,  miner,  was  admitted  for  stomach  trouble  of 
a  year's  duration.  About  nine  years  ago  he  was  laid  up  for  three  months 
with  pain  in  the  right  side  below  the  costal  margin.  The  pain  came  on  one 
and  a  half  to  two  hours  after  food,  and  was  relieved  by  vomiting,  which  was 
frequent  and  occurred  soon  after  the  pain  had  commenced.  The  pain  \\  ^ 
also  relieved  by  taking  hot  food  or  by  sipping  hot  milk.  After  three  months 
of  treatment  with  medicine  and  light  diet  he  recovered. 

After  this  attack  nine  years  ago  he  had  frequent  return  of  pain  (once 
a  month  or  so),  coming  on  one  and  a  half  to  two  hours  after  food,  with 
occasional  attacks  of  vomiting.  These  attacks  usually  lasted  for  a  week. 
He  had  never  vomited  blood,  but  had  passed  black  motions.  He  had  lost 
weight  and  become  thin  and  pale. 

On  admission  there  was  rigidity  of  the  upper  part  of  both  abdominal  rcet  i 
muscles,  with  deep  tenderness  on  pressure  under  each.  The  operation  showed 
adhesions  between  the  stomach  and  liver  and  the  parietes,  and  an  indurated 
ulcer,  the  size  of  a  shilling,  on  the  lesser  curvature  of  the  stomach  at  the  junc- 
tion of  the  middle  with  the  pyloric  third.  The  duodenum  was  normal. 

CASE  2. — J.  C.,  aged  37,  a  platelayer,  admitted  complaining  of  pain 
after  food  and  weakness.  Nine  years'  history  of  fairly  frequent  attacks, 
lasting  a  month,  of  pain  at  a  definite  spot  beneath  the  junction  of  the 
seventh  and  eighth  right  costal  cartilages,  coming  on  from  two  to  three  and 
a  half  hours  after  food,  and  relieved  by  taking  food.  Never  had  pain  in  the 
night  or  before  breakfast.  He  had  carried  biscuits  and  sweets  about  with 
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him,  as  he  had  found  that  by  taking  these  pain  would  be  relieved.  Occasional 
vomiting,  sometimes  involuntary  but  usually  voluntary,  would  also  relieve 
him  for  a  time.  No  hsematemesis,  no  melaena,  but  had  lost  much  blood 
from  bleeding  piles  ;  lost  some  weight  lately  ;  medicine  had  given  him  only 
temporary  relief.  No  physical  signs  in  abdomen. 

Operation  :  Median  supra-umbilical  incision.  Big,  thick-walled  stomach 
found.  The  duodenum  was  examined,  along  with  the  pylorus,  and  was, 
found  to  be  normal.  On  the  lesser  curvature  of  the  stomach,  at  the 
junction  of  the  middle  with  the  pyloric  third,  there  was  a  hard  cicatricial 
area,  the  size  of  a  florin.  Examination  of  the  interior  of  the  stomach 
showed  in  the  centre  of  this  area  a  typical  chronic  gastric  ulcer. 

The  fact  that  vomiting  was  a  marked  early  symptom  in  these 
cases  might  have  helped  us  to  a  more  complete  diagnosis.  As  it  was, 
no  mistake,  so  far  as  the  patient's  interests  were  concerned,  was  made. 
It  is,  however,  a  fact  that  serious  and  damaging  mistakes  are  possible, 
and  of  this  we  have  abundant  proof  in  the  visits  of  patients  on  whom 
gastro-enterostomy  has  been  performed  for  the  gastric  crisis  of  loco- 
motor  ataxia  and  for  other  forms  of  '  indigestion,'  which  have  not 
been  improved,  but  frequently  made  worse,  by  surgical  interference. 

The  greatest  safeguard  is  to  detain  cases  in  which  there  is  any 
doubt  for  a  period  of  observation  and  treatment,  and  for  consultation 
between  physician  and  surgeon  before  operation  is  decided  upon. 

Though  we  have  not  neglected  examination  of  the  stomach  contents, 
it  is  not  our  intention  to  consider  this  matter  in  our  present  paper, 
partly  because  we  have  nothing  to  add  to  what  has  become  common 
property,  but  chiefly  because  we  have  learnt  to  attach  less  importance 
to  any  of  the  known  laboratory  tests  than  to  ordinary  clinical  methods.* 

THE  OPERATION.     (By  MR.  RUTHERFORD  MORISON.) 

The  operation  performed  in  all  of  these  cases  was  gastro-entero- 
stomy. I  have  always  had,  and  have  still,  a  prejudice  against  any 
operation  which  alters  so  materially  the  anatomy  and  physiology  of 
important  viscera  as  this  does.  It  is,  however,  of  greater  importance 
to  recognize  that  such  a  prejudice  must  not  be  pitted  against  the 
results  of  careful  experiments.  These  have  proved  that,  after  gastro- 
enterostomy,  in  the  great  majority  of  cases,  gastric  or  duodenal  ulcers 
heal,  that  the  health  of  patients  for  several  years  after  at  least  has 
appeared  to  be  quite  satisfactory,  and  that  no  other  known  stomach 
operation  holds  out  equal  promise  of  success.  Excision  of  the  ulcer 
appears  so  reasonable  a  proposition  that  it  probably  deserves  a  fair 
trial  in  suitable  cases,  but,  if  the  opinions  I  hold  now  are  correct,  there 
is  no  place  for  it.  The  same  objection  would  apply  to  Finney's  oper- 
ation, and  to  pyloroplasty  when  the  pyloric  stricture  is  the  result  of 

*  This  is  now  the  universal  belief. 
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ulceration.  It  is  upon  the  experience  derived  from  a  lai^'c  number  of 
cases  in  which  I  had  performed  pyloroplasty  that  my  present  practice 
is  based.  The  immediate  effects  of  cicatricial  stricture  of  the  pylorus 
treated  by  pyloroplasty  were  excellent,  and  in  many  the  permanent 
results  have  never  been  equalled  by  any  gastro-enterostomy  cas<  I 
have  seen;  but  in  about  20  per  cent  of  cases,  after  an  interval  of 
relief  extending  in  some  instances  over  several  years,  there  was  a 
return  of  the  pain  and  vomiting,  necessitating  a  second  operation. 
After  gastro-enterostomy,  on  the  other  hand,  the  relief  was  imme- 
diate, and  mostly  permanent.*  In  all  of  the  cases  that  relapsed  after 
pyloroplasty  I  found  that  the  cause  of  the  symptoms  was  fresh  ulcera- 
tion in  the  neighbourhood  of  the  pylorus,  and  that  there  was  never  any 
return  of  the  contraction  of  the  orifice.  The  pylorus,  indeed,  has 
generally  been  described  in  the  notes  as  fixed  by  a  mass  of  adhesions, 
and  so  patent  as  easily  to  admit  two  fingers.  The  lesson  clearly  was 
that  gastro-enterostomy  not  only  allowed  existing  ulcers  to  heal,  but 
prevented  the  formation  of  fresh  ones,  and  for  some  years  now  I  have 
taught  that  this  effect  is  chiefly  the  result  of  neutralization  of  the  acid 
in  the  gastric  juice,  and  this  opinion  is  also  expressed  by  H.  J.  Paterson.1 
That  the  acid  contents  of  the  stomach  have  largely  to  do  with  ulcer 
is  proved  by  the  following  facts  :  That  ulcers  are  practically  only 
found  in  those  parts  of  the  digestive  tract  which  have  acid  contents — 
namely,  the  stomach  and  first  part  of  the  duodenum  ;  that  ulcers  of 
the  duodenum  can  be  cured  by  gastro-enterostomy  as  certainly  as 
ulcers  of  the  stomach  ;  and  that,  so  far  as  my  experience  allows  me 
to  dogmatize,  those  not  cured  by  gastro-enterostomy  alone  heal  after 
a  second  operation  undertaken  for  occlusion  of  the  pylorus.  The 
experiments  of  Bolton2  on  gastro-toxic  serum  are  of  great  importance 
in  this  connection.  They  show  that  an  animal  can  elaborate  in  its 
blood,  as  the  result  of  absorption  of  the  tissues  of  a  similar  animal,  and 
therefore  presumably  of  its  own,  a  poison  which  is  potentially  able  to 
cause  necrosis  of  the  mucous  membrane  of  its  own  stomach. 

His  experiments  also  proved  that  a  dose  of  gastro-toxic  serum 
sufficient  to  produce  ulceration  in  healthy  animals  would  not  produce 
it  in  those  to  which  sodium  bicarbonate  had  been  administered  in 
sufficient  quantities  to  neutralize  the  gastric  juice,  and  the  extent  of 
the  ulceration  was  more  pronounced  in  those  to  which  a  solution  of 
hydrochloric  acid  (0'5,  1?  or  2  per  cent)  had  been  administered  previous 

*  /  am  not  so  sure  of  this  now  after  having  disappointments 
following  gastro-enterostomy. 

1  Lancet,  September  21,  1907. 

2  Transactions  of  the  Pathological  Society  of  London,  vol.  Ivii. 
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to  the  injection  of  the  gastro-toxic  serum.  Those  who  accept  the 
experimental  proof  of  passage  of  food  through  the  pylorus  after 
gastro-enterostomy  cannot  explain  the  usual  curative  effects  of  this 
operation  except  by  adopting  the  view  of  modification  of  the  acid 
contents  of  the  stomach. 

In  respect  to  gastric  ulcers,  another  element  aiding  recovery  is- 
that  with  a  gastro-enterostomy  opening  it  is  unlikely  that  the  stomach 
should  become  dilated,  and  recurring  dilatation  of  the  stomach  is,  I 
believe,  a  much  more  common  condition  than  is  generally  admitted. 
Nothing  would  be  more  likely  to  aggravate  an  existing  ulcer  than 
attacks  of  dilatation,  and  the  operation  obviates  this  liability.  It  may 
be  also  that  the  operation  has,  by  altering  metabolism,  some  inhibitory 
effect  on  the  production  of  the  toxin  which,  as  suggested  by  Bolton's 
researches  previously  referred  to,  is  the  cause  of  gastric  ulceration. 
This  point  will,  I  hope,  be  considered  in  further  experiments. 

Since  the  introduction  of  the  posterior  operation  I  have  adopted 
that  for  choice,  as  leaving  less  anatomical  disturbance  than  the 
anterior  one.  If  there  was  any  difficulty  in  the  way  of  its  performance, 
I  did  not  hesitate  to  perform  the  anterior  operation,  and  have  found 
no  difference  in  the  results. 

When  the  ulcer  is  at  the  pylorus  or  in  the  duodenum,  I  make  the 
opening  between  the  jejunum  and  stomach  as  near  the  pylorus  as 
possible.*  When  the  ulcer  is  in  the  body  of  the  stomach  I  endeavour 
to  get  the  opening  placed  as  nearly  opposite  to  it  as  I  can.  Mayo 
Robson  and  Moynihan  in  this  country,  and  Mayo  in  America,  to  whom 
surgeons  all  the  world  over  are  indebted  for  the  present  position  of 
stomach  surgery,  are  agreed  that  the  opening  in  the  jejunum  should 
be  as  close  to  the  duodeno-jejunal  junction  as  possible  (the  no-loop 
operation),  but  I  cannot  accept  their  teaching  on  this  point,  which, 
so  far  as  I  know,  is  based  upon  mechanical  considerations  concerning 
the  diminished  chance  of  vicious  circle  vomiting,  the  greatest  terror 
of  the  operation. 

Sixteen  years  ago1  I  expressed  the  opinion,  and  showed  speci- 
mens which  I  believed  supported  it,  that  vicious  circle  vomiting 
depended  more  upon  the  capacity  for  contraction  of  the  stomach  wall 
than  on  any  other  factor.  I  still  believe  that  vicious  circle  vomiting 
is  due  to  what  is  now  called  acute  dilatation  of  the  stomach,  and  that 
mechanical  obstructions  are  as  much  a  factor  in  the  one  as  in  the  other. 
Whether  this  is  true  or  not,  there  is  no  doubt  that  when  once  vicious 

*  The  opening  should  extend  from  the  lesser  to  the  greater  curvature, 
and  so  cut  the  pylorus  off'  from  the  food  circulation. 

1  British  Medical  Journal,  1893,  p.  1149. 
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circle  vomiting  is  fairly  established,  the  best,  probably  the  only, 
chance  for  the  patient  is  to  make  an  anastomosis  between  I  I'M- 
jejunum  proximal  to  the  opening  and  a  portion  dist.il  to  it.  Will, 
the  no-loop  operation  this  would  be  difficult,  might  indeed  be  impos- 
sible, so  I  have  always  left  a  loop  of  from  4  in.  to  8  in.  between  tin- 
commencement  of  the  jejunum  and  the  stomach  opening,  to  be 
utilized  if  necessary.* 

Shortly,  the  steps  of  the  operation  I  perform  may  be  described 
as  follows  : 

The  abdomen  is  opened  in  the  middle  line,  from  the  ensiform 
cartilage  above  to  the  umbilicus  below. 

The  stomach  and  duodenum  are  drawn  forward  out  of  the  abdo- 
men as  far  as  convenient,  are  thoroughly  examined,  and  the  patho- 
logy determined  as  far  as  possible  from  the  outside  (the  gastroscope  of 


Fig.  85. 

Rovsing  may  be  introduced  at  this  stage  through  a  small  hole  in  the 
anterior  wall).  After  tearing  a  hole  through  a  non- vascular  part  of 
the  mesocolon  and  elaborate  gauze  packing,  3  in.  of  the  first  part  of 
the  jejunum  are  temporarily  fixed  to  the  posterior  wall  by  my  catch 
forceps  in  such  a  direction  that  the  proximal  part  of  the  intestinal 
loop  points  to  the  cardiac  end  and  lesser  curvature,  the  distal  to  the 
pylorus,  and  extending  to  the  greater  curvature.  The  first  posterior 
row  of  sutures  is  then  introduced,  extending  from  one  catch  forceps  to 
the  other  (Fig.  85),  and  an  incision  is  made  through  the  peritoneal 
and  muscular  coats,  not  less  than  2  in.  long,  but  not  through  the 
mucous  membrane,  ^  in.  anterior  to  the  first  row  of  sutures. 

An  opening  large  enough  to  admit  the  forefinger  is  next  made  in 

*  I  do  this  no  longer,  but  make  a  no-loop  operation  and  wash  out 
the  stomach  as  soon  as  vomiting  occurs. 
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the  mucous  membrane  of  the  stomach,  through  which  its  cavity  a< 
well  as  the  pylorus  and  duodenum  are  explored.  On  removing  the 
finger,  a  strip  of  gauze  is  packed  into  the  gastric  opening,  and  the 
mucous  membrane  of  the  stomach  and  jejunum  are  divided  for  the 
full  length  of  the  incision.  All  spouting  vessels,  in  either  stomach  or 
jejunum,  are  tied  at  this  stage. 

The  angles  of  the  jejunum  and  stomach  incision  are  next  brought 
together,  each  with  a  suture  including  all  the  coats,  one  for  the  upper. 
another  for  the  lower  angle  (Fig.  86),  and  the  accurate  approximation 
of  stomach  to  jejunal  opening  posteriorly  is  made  easily  by  an  ordi- 
nary continuous  overhand  suture  through  all  the  coats  (Fig.  86). 

Until  I  discovered  that  the  pouting  of  the  cut  mucous  membrane 
could  be  infolded  by  a  special  suture,  anteriorly,  this  always  made  a 


-FJ0.86. 

difficulty,  and  tempted  me  for  a  time  to  use  buttons  ;  now,rhowever, 
by  using  a  suture  which  begins  on  the  mucous  surface  and  goes  through 
the  peritoneal  coat  on  one  side  and  back  through  the  mucous  to  the 
peritoneal  surface  of  the  other  side,  this  difficulty  has  been  surmounted 
(Fig.  87).  (I  may  say  that  here,  as  in  many  other  ways,  I  am  indebted 
to  the  post-mortem  room.  The  form  of  suture  described  corresponds 
with  that  usually  employed  by  the  post-mortem  room  porters  for 
sing  the  skin.)  Over  the  anterior  suture  comes  a  second  layer  of 
Lembert  sutures,  and  the  opening  is  closed  (Fig.  88). 

At  each  end  a  purse-string  suture  is  made  to  surround  the  por- 

i  of  bowel  and  stomach  damaged  by  the  catch  forceps,  and  after 

tying  this  the  edge  of  the  opening  in  the  mesocolon  caught  in  clip  forceps 

:ied  into  it.     One  or  two  interrupted  sutures  anteriorly  and  pos- 

>rly  are  also  introduced  through  the  opposed  surfaces  of  stomach 
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and  jejunum,  and  after  bt-inir  ti.-d  the  edge  of  the  rnesocolon  is  similarly 
iixed  to  them,  thus  occluding  that  opening. 

By  the  use  of  this  method  the  transfixion  of  vessels  by  the  needle 
and  troublesome  bleeding  may  be  avoided. 


Fig.  87. 


Before  replacing  the  stomach  the  distal  jejunal  loop  is  drawn 
over  to  the  right  side  parallel  to  the  pylorus.  The  abdominal  wound 
is  closed  in  the  ordinarv  wav  with  tier  sutures.* 


In  the  case  of  hour-glass  contraction  I  have  done  three  types  of 

operation  : 

*  /  now  make  the  anastomosis  from  lesser  curvature  to  the  greater 
across  the  pylorus,  and  turn  the  jejunum  towards  the  left. 
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1.  If  the  contraction  is  moderate,  by  making  a  long  anastomosis 
immediately  under  and  through  the  contracted  stomach  area. 

2.  With  pronounced  stricture,  by  a  longitudinal  incision  through 
the  stricture  and  opening  this  transversely  (thus  widening  the  anterior 
wall  of  the  stomach),  followed  by  gastro-enterostomy  at  the  pyloric 
end. 

3.  When  the   stricture  is   specially   narrow,    by   a   long   incision 
through  the  centre  of  it  and  spreading  the  stomach  walls  form  a  new 
posterior  wall,  leaving  the  spread-out  hour-glass  as  the  centre  of  it  and 
making  an  entirely  new  anterior  one,  followed  by  gastro-enterostomy 
at  the  pyloric  end. 

When  occlusion  of  the  pylorus  is  necessary,  this  has  been  accom- 
plished by  clamping  it  with  sufficiently  strong  forceps  to  destroy  the 
mucous  coat,  then  tying  a  thick  silk  ligature  round  it  in  the  groove 
made  by  the  forceps  tightly  enough  to  maintain  the  occlusion,  and 
over  this  placing  a  row  of  Lembert  sutures  to  bury  the  silk. 

Of  the  total  number  of  patients  in  whom  gastro-enterostomy  was 
performed,  118  recovered,  and  5  died.  In  several  of  these,  other  opera- 
tions in  addition  to  gastro-enterostomy  were  done  at  the  same  time. 

AFTER-HISTORY. 

For  purposes  of  classification  we  have  called  our  cases  gastric 
ulcers,  pyloric  ulcers,  and  duodenal  ulcers. 

We  have  divided  the  gastric  ulcers  into  two  classes — namely, 
ordinary  and  those  causing  hour-glass  stomach ;  the  pyloric  into 
those  with  and  those  without  stenosis. 

Gastric  Ulcers. — The  cases  numbered  14,  all  women  ;  8  of  these 
report  themselves  as  perfectly  cured  at  periods  of  from  four  years  to 
eighteen  months  since  the  operation.  Two  are  very  much  improved, 
but  still  have  some  symptoms.  One  of  these,  operated  upon  twenty 
months  ago,  has  no  vomiting  now,  and  only  occasional  gastric  discom- 
fort, but  has  had  two  attacks  of  melsena  She  had  an  ulcer  on  the 
lesser  curvature  of  the  stomach.  The  other,  operated  on  two  years 
and  ten  months  ago,  has  to  be  careful  of  what  she  eats.  Three  cannot 
be  traced.  One  patient  died,  and  her  history  is  worthy  of  record. 

Miss  R.,  aged  33,  admitted  to  a  private  hospital  on  August  27,  1900. 
For  five  years  she  had  been  troubled  with  symptoms  of  chronic  gastric  ulcer 
and  had  been  unable  to  take  solid  food.  On  August  29,  1900,  her  abdomen 
was  opened  and  the  stomach  was  seen  to  be  thick- walled  and  dilated.  There 
were  signs  of  old  ulceration  of  the  lesser  curvature,  which  was  scarred, 
thickened,  and  adherent  to  the  pancreas.  The  stomach  was  opened,  and 
the  pylorus  was  found  to  be  so  small  as  to  admit  only  a  little  finger.  There 
were  no  signs  of  scar  or  ulcer  at  or  near  the  pylorus.  Pyloroplasty  was 
performed,  and  she  made  a  good  recovery  and  left  on  October  8,  1900.  In 
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December,  1900.  she  could  take  ordinary  food  and  had  gained  weight.  |,,ii 
still  had  sonic  pain.  This  gradually  passed  off.  She  M,,I  perfectly  \\ell. 
and  was  able  to  eat  anything  till  six  years  later  (Ix-ijinniML:  of  November, 
1906),  when  all  her  symptoms  returned.  The  pain  was  K)  WVeTC  that  sh,- 
was  unable  even  to  take  milk,  and  lost  flesh  and  strength  rapidK  .  I-W 
twelve  days  she  was  fed  on  nutrient  enemata  only,  and  during  thai  turn- 
gained  2  Ib.  5  oz.  Previous  to  operation  she  looked'  very  ill  :  her  hands  and 
face  were  livid,  and  pulse  quick  and  feeble.  Posterior  "astro-enterostoinx 
was  done  on  November  11,  1906.  She  appeared  to  he  no  worse  the  d.iv 
alter  the  operation,  but  on  the  second  night,  alter  10  Drains  of  chloral,  sin- 
drifted  into  coma,  and  died  forty-eight  hours  after  the  operation.  Tin- 
post-mortem  examination  showed  an  indurated  ulcer  2  in.  in  diameter  on 
the  posterior  wall  and  lesser  curvature  of  the  stomach  adherent  to  tin- 
pancreas,  part  of  which  was  exposed  in  the  floor.  There  was  an  opening 
between  the  stomach  and  duodenum,  where  pyloroplasty  had  been  per- 
formed, wide  enough  to  admit  three  fingers.  The  surgery  of  the  gastro- 
jejunal  anastomosis  was  good;  the  kidneys  were  healthy.  (Urine  with- 
drawn by  catheter  during  the  comatose  state  was  loaded  with  albumin,  and 
contained  numerous  casts  ;  there  was  no  acetone.)  The  liver  shower  1 
nutmeg  changes  with  pigmentation.  There  was  some  fatty  change,  but 
not  marked.  Our  opinion  is  that  she  died  of  starvation  from  too  Ion«r  post- 
ponement of  operation. 

Ulcers  of  the  Pylorus,  with  symptoms  of  active  ulcer,  but  without 
stenosis.  There  were  16  cases,  10  men  and  6  women  ;  12  have  been 
traced,  and  of  these,  10  are  completely  cured,  2  still  have  some  sym- 
ptoms but  are  greatly  improved  ;  4  cannot  be  traced. 

Cicatricial  Stricture  oj  the  Pylorus,  the  result  of  ulceration.  There 
were  36  cases,  20  men  and  16  women  ;  of  these,  3  cannot  be  traced, 
29  report  themselves  quite  cured,  2  report  that  they  are  no  better. 

The  first  is  a  woman  of  26  years  of  age.  Her  history  was  that  for  ten 
years  she  had  pain  after  food,  even  with  a  milk  diet.  She  vomited  fre- 
quently, and  vomiting  relieved  the  pain.  On  several  occasions  she  had 
vomited  coffee-ground  material,  the  last  time  one  year  before  operation. 
She  was  much  troubled  by  flatulence  and  pain  in  her  stomach  when  not 
taking  food.  Exploration  of  the  stomach  showed  a  definite  adhesion 
between  the  pylorus  and  omentum,  and  on  opening  the  stomach  the  pylorus 
appeared  to  be  tighter  than  normal.  There  was  no  definite  scar  or  ulcer. 

The  second  case  was  a  man,  age  49,  who  stated  that  he  had  never  been 
well  since  the  operation.  His  appetite  had  never  been  good,  but  he  had 
ceased  to  work  on  account  of  "  catarrh  of  the  stomach  and  physical  weak- 
ness." In  this  case  operation  showed  adhesions  between  the  pyloric  end 
of  the  stomach  and  gall-bladder,  and  some  stenosis  of  the  pylorus,  though 
there  was  no  visible  scar  or  palpable  ulcer. 

In  one  of  the  cured  cases  in  this  series  the  patient,  a  man  aged  58,  had 
gastro-enterostomy  performed  in  1904  with  the  Morison  bone  button  for 
stenosis  of  the  pylorus  with  active  ulceration.  In  1906  his  symptoms 
recurred.  On  opening  the  anterior  wall  of  the  stomach  and  drawing  forward 
through  it  the  anastomotic  opening,  this  was  found  to  have  contracted  to 
such  an  extent  as  to  admit  only  the  tip  of  the  index  finger.  He  has  been 
quite  well  since  the  gastrojejunal  opening  was  enlarged. 
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T\\o  patients  died,  each  five  days  after  the  operation,  from 
pneumonia. 

The  first,  a  man,  age  44,  had  the  history  and  signs  of  pyloric  ulcer, 
stricture,  and  much  dilated  stomach.  He  was  very  feeble  and  thin.  Whilst 
his  stomach  was  being  washed  out  on  the  day  before  operation,  and  after 
much  foul  matter  had  been  got  out,  he  was  seized  with  tetany  and  the 
washing  had  to  be  stopped.  The  operation  showed  an  inflammatory  mass 
at  the  pylorus,  with  tight  stricture  of  the  pylorus  and  active  ulceration. 
This  was  confirmed  by  post-mortem  examination,  which  showed  that  death 
had  resulted  from  acute  lobar  pneumonia  of  the  left  lung.  The  surgical 
wounds  were  quite  healthy. 

The  second,  a  man,  age  30,  had  a  much  dilated  stomach,  with  stricture 
and  ulceration  of  the  pylorus. 

Hour-glass  Contraction  of  the  Stomach. — There  were  6  cases,  5 
women  and  1  man.  Five  report  themselves  cured  ;  1  states  that  she 
is  greatly  improved,  but  still  has  occasional  pain  after  food.  In  4  of 
these  cases,  on  account  of  the  amount  of  contraction  present,  gastro- 
plasty  was  performed  in  addition  to  gastro-enterostomy ;  1  had 
cholecystotomy  (for  gall-stones),  gastroplasty,  and  gastro-enterostomy 
done.  Of  these  4,  3  are  cured.  The  fourth  is  the  patient  who  reports 
improvement. 

Duodenal  Ulcers. — There  were  28  cases :  25  men,  3  women.  Five 
of  these  had  stenosis  of  the  duodenum,  in  addition  to  active  ulceration  ; 
20  report  themselves  perfectly  cured,  able  to  take  any  kind  of  solid  or 
liquid  food  without  trouble,  and  in  good  health.  One  patient,  a  man, 
age  36,  had  gastro-enterostomy  performed  in  1904  for  duodenal  ulcer. 
He  remained  well  until  1906,  when  his  symptoms  recurred,  and  an 
operation  was  done  for  occlusion  of  his  pylorus.  He  remained  well 
as  far  as  his  digestive  system  was  concerned,  but  died  in  July,  1908, 
of  phthisis  pulmonalis.  Two  report  themselves  improved,  but  still 
have  stomach  symptoms  ;  one  of  these  was  operated  upon  only  a  year 
ago,  and  still  continues  to  improve,  his  old  symptoms,  though  present, 
being  less  marked.  In  the  other,  on  looking  up  the  notes,  the  only 
evidence  of  organic  mischief  was  adhesions  round  the  first  part  of  the 
duodenum,  but  no  ulcer  could  be  felt  from  the  inside.  It  is  certain 
from  the  notes  and  the  history  that  at  the  present  time  we  would  not 
recommend  surgical  treatment  in  a  similar  case.  One  is  not  improved, 
a  man,  age  28.  Dr.  Steele,  of  Middlesbrough,  reports  "  that  he  was 
free  from  symptoms  for  three  months  after  leaving  hospital,  but  later 
has  all  the  symptoms  as  before."  On  looking  up  the  notes  of  this  case 
\ve  find  that  the  history  and  operative  findings  throw  grave  doubts  on 
the  clinical  diagnosis  of  duodenal  ulcer,  and  to-day,  on  his  history 
alone,  he  would  have  been  rejected  as  unsuitable  for  surgical  treat- 
ment. Two  patients  cannot  be  traced. 

Two  died. 
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The  first  was  a  woman,  age  59.  For  twenty  years  she  had  in. I 
tion.'  Pain  came  on  two  hours  after  food,  and  was  relieved  t>\  vomiting 
or  by  taking  more  food.  Sometimes  melama  had  hern  notierd.  s|,,-  mu 
very  thin  and  feeble,  had  a  definite  tumour  in  the  pvlnin  K-K.H.  and  tin 
signs  of  a  much  dilated  stomach.  Operation,  January  lis.  liios.  shourd 
the  '  pyloric  tumour'  to  be  a  Riedel  lobe.  The  stomaeh  was  not  so  mneli 
dilated  as  proptosed.  On  opening  the  stomach  a  small  ulcer  was  found  on 
the  inner  wall  of  the  duodenum,  and  there  were  adhesions  round  the  first 
part.  Posterior  gastro-enterostomy.  Vomiting  began  soon  after  the 
operation,  and,  in  spite  of  frequent  stomach  lavage,  changes  m  posture,  and 
a  second  operation  by  Mr.  Richardson,  who  rearranged  the  position  of  the 
jejunum,  continued  till  her  death  on  February  7.  The  post-mortem  exam- 
ination confirmed  the  operative  findings,  and  showed  only  a  thin  dilated 
stomach,  the  intestines  quite  empty,  and  proptosis  of  all  the  viscera. 

The  second  was  a  man,  age  50,  admitted  April  9,  1907.  For  four  years 
he  had  at  times  pain  coming  on  two  hours  after  food.  The  pain  was  \<T\ 
severe  and  only  eased  by  vomiting  ;  this  would  go  on  for  several  weeks, 
then  he  would  get  quite  well  again.  Recently  he  had  vomited  large  quanti- 
ties, more  than  he  took  as  food.  After  a  course  of  medical  treatment  he 
went  out,  and  was  brought  in  again  on  October  4,  1907,  with  severe  ha-ma  - 
temesis,  when  it  was  estimated  that  he  had  vomited  nearly  two  quarts  of 
blood.  As  soon  as  he  had  picked  up  from  this  attack  he  was  sent  to  the 
surgical  ward,  and  operation  was  performed  on  October  10,  1907.  This 
showed  the  stomach  much  dilated,  and  a  scar  on  the  duodenum.  On 
introducing  a  finger  through  the  pylorus  from  the  stomach  opening,  an 
ulcer  was  felt  surrounding  and  constricting  the  duodenum  near  the  junction 
of  its  first  and  second  parts.  Posterior  gastro-enterostomy.  The  patient 
appeared  to  be  doing  well  till  four  days  later,  when  he  vomited  a  large 
quantity  of  brownish-green  bile-stained  fluid.  The  stomach  was  washed 
out  morning  and  evening  after  this,  and  though  he  complained  of  feeling 
sick  he  vomited  no  more.  Six  days  after  the  operation,  as  it  was  evident 
he  was  not  improving,  and  a  large  quantity  could  always  be  washed  out  of 
his  stomach,  the  abdominal  wound  was  reopened  and  the  anastomosis  was 
examined.  It  looked  quite  normal.  The  stomach  was  large  and  distended, 
but  there  was  no  distention  of  the  visible  duodenum  or  of  the  proximal  loop 
of  jejunum  to  suggest  mechanical  obstruction.  A  lateral  anastomosis  was, 
however,  made  between  the  loop  of  jejunum  proximal  and  that  distal  to 
the  anastomosis,  as  it  was  thought  that  possibly  these  were  temporarily 
empty.  On  the  following  day  he  looked  better  than  he  had  done  since  the 
operation,  said  he  felt  well,  and  there  had  been  no  vomiting,  though  lavage 
had  been  omitted.  On  the  evening  of  the  next  day  he  took  '  a  sudden  bad 
turn,'  and,  without  vomiting  again,  quickly  died.  The  post-mortem 
examination  showed  intense  anaemia  of  all  the  viscera,  but  nothing  more 
than  had  been  discovered  already. 

Various. — There  were  23  cases  under  this  heading ;  3  had  both 
gastric  and  duodenal  ulcers.  Posterior  gastro-enterostomy  was  per- 
formed in  all.  They  are  all  now  quite  well.  Three  cases  were  oper- 
ated upon,  but  no  certain  evidence  of  ulcer  was  obtainable.  (This 
was  before  the  introduction  of  the  gastroscope.) 

The  first,  a  man,  age  26,  had  symptoms  strongly  suggestive  of  ulcer, 
and  his  pylorus  was  contracted,  but  without  sign  of  ulcer  or  scar.  He  had 
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gastro-enterostomy  performed  one  year  ago.  He  writes  that  he  is  greatly 
improved  and  has  no  vomiting,  but  still  has  some  '  indigestion.'  He  can 
eat  any  kind  of  food,  and  works  regularly  as  a  shipwright. 

The  second,  a  woman,  age  37,  operated  upon  eighteen  months  ago  for 
stomach  pain,  vomiting,  and  haematemesis  of  five  years'  duration,  still  has 
her  old  symptoms.  During  the  last  month  she  frequently  has  had  attacks 
of  blood  vomiting  and  vomited  her  food. 

The  third,  a  woman,  age  30,  operated  upon  for  pain,  vomiting,  and 
hsematemesis,  is  improved,  but  not  entirely  free  from  stomach  trouble. 

Seven  cases  had  a  tumour  at  the  pylorus  which  was  thought  to  be 
an  inflammatory  mass  round  an  ulcerated  area.  Of  the  7,  4  cannot 
be  traced  (suggestive  of  malignant  disease  and  death). 

One  of  the  remaining  three,  a  man,  age  42,  operated  on  in  1905,  had  a 
big  tumour  at  the  pylorus,  a  stricture,  and  a  very  large  stomach.  He 
reports  himself  perfectly  well. 

A  second  man,  age  62,  operated  upon  two  years  ago,  had  a  big  tumour 
at  the  pylorus,  a  stricture,  and  a  dilated  stomach.  On  exploring  the  pylorus 
with  the  finger,  a  brass  ring  was  discovered  impacted  there,  and  removed. 
He  is  quite  well. 

The  third,  a  man,  age  47,  was  operated  upon  nearly  two  years  ago. 
A  tumour,  supposed  to  be  inoperable  cancer,  was  found  surrounding  his 
duodenum.  He  made  a  good  recovery,  soon  resumed  his  work  as  a  striker, 
and  has  never  lost  a  day's  work  since.  He  does  not  restrict  his  diet  in  any 
way,  and  is  quite  well. 

In  two  cases  strictures  of  the  jejunum,  one  tuberculous,  one 
malignant,  less  than  a  foot  from  its  origin,  led  to  stomach  dilatation, 
and  caused  pain  and  vomiting.  They  were  mistaken  for  gastric  ulcers 
and  operated  upon  by  posterior  gastro-enterostomy,  the  junction 
being  effected  beyond  the  stricture.  Both  recovered. 

In  one  case,  a  girl,  age  23,  a  perforated  stomach  ulcer  had  been  sutured 
one  year  previously.  A  return  of  the  symptoms  led  to  posterior  gastro- 
enterostomy.  She  is  now  quite  well. 

In  one  case,  gastro-enterostomy  was  done  as  an  emergency  operation 
for  profuse  haemorrhage,  probably  from  the  duodenum.  The  pylorus  was 
occluded  at  the  same  time.  The  patient,  a  woman,  has  since  been  quite 
well. 

In  6  cases,  other  conditions — cirrhosis  of  the  liver  in  1,  pancreatic 
disease  in  1,  neurasthenia  in  4 — existed  as  complications,  and  the 
remote  results  following  operation  on  the  stomach  have  been  unsatis- 
factory, for  none  of  them  are  materially  benefited. 

The  immediate  good  effects  of  gastro-enterostomy  have  now  been 
definitely  proved.  What  we  still  require  is  the  histories  of  patients 
on  whom  the  operation  has  been  performed  several  years  ago.  The 
longest  interval  that  has  elapsed  in  any  case  of  ours,  where  frequent 
opportunities  of  observation  have  been  allowed,  is  nine  years,  and  we 
offer  it  as  an  example,  though  not  an  entirely  satisfactory  one. 
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J.  P.  age  36,  was  admitted  to  private  lms,,j|:i|  ,„,  November  ;j  IJHM) 
He  had  a  history  of  stomach  trouble,  pyloric  uleer  uiih  itriotUW  Mid  Itommch 
dilatation  extending  back  six  years.  During  this  tin,,  his  stomach  l.-.d 
been  washed  out  by  his  wife  daily.  For  the  las,  year  he  had  v.,.,.St«  I:  ' , 
quantities  of  fermented  dirty  matter  towaidl  nii-hi  if  by  any  chance  ili, 
lavage  was  neglected.  His  general  condition  was  fair,  l.ul  he  was  ,!„„  ,s  si 
12  Ib.)  and I  looked  worn.  Posterior  gastro-entcros.omv  was  berfanned  « 
November  5,  1900,  by  simple  suture,  an  inner  row  through  all  the  coats  of 
stomach  and  intestine,  watertight  and  ha-nmstatie,  and  an  outer  n,u  of 
Lembert  sutures  (interrupted)— the  Morison  method  of  closing  stomach  and 
intestinal  wounds  now  almost  universally  adopted. 

There  was  a  tight  cicatricial  stricture  of  the  pylorus,  which  was  bound 
down  to  the  pancreas,  and  a  much-dilated  stomach.     After  the  operation 
all  of  his  old  troubles  disappeared,  and  from  the  time  of  his  recovery  he  has 
been  able  to  eat  or  drink  anything,  and  has  gained  more  than  3  st.  in  weight 
weighing  now  over  12  st.     For  more  than  six  years  after  the  operatioi?  he 


Fig.  89.— Ten  minutes. 


Fig.  90.— Twenty-five  minute?.          Fig.  91. 
Drawings  of  x-ray  findings  in  Case  of  J.  P. 


-Forty-five  minutes, 


enjoyed  uninterrupted  health.  On  January  3,  1907,  he  complained  of  being 
cold  after  getting  in  from  business,  and  his  wife  noticed  that  he  was  pale. 
Shortly  afterwards  he  complained  of  being  sick,  and  vomited,  his  wife  thinks, 
5  or  6  pints  of  blood.  He  was  in  bed  three  weeks  after  this  and  had  melaena. 
After  a  holiday  in  the  country  he  got  quite  well  again,  and  remained  so  till 
November,  1907,  when  he  had  another  attack  of  haematemesis,  but  not  so 
severe,  and  he  soon  resumed  work.  A  third  attack  occurred  in  February, 
1908,  a  fourth  in  April,  1908,  and  the  last  in  November,  1908.  Between 
these  attacks  he  has  been  absolutely  free  from  all  stomach  trouble.  His 
wife  says  that  these  attacks  have  always  been  brought  on  by  overwork,  but 
admits  that  he  drinks  more  than  an  ordinary  amount  of  alcohol.* 

Examination  of  his  stomach  contents  after  a  test  meal  (toast  and  tea) 
shows  the  presence  of  free  HC1.     Lactic  acid  or  other  abnormal  constituents 


*  He  has  since  remained  quite  well. 


A  50 
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are  not  present.T  Four  hours  after  a  test  meal  of  beef,  potatoes,  and  pudding, 
a  small  amount  of  meat  fibre  was  washed  out  of  the  stomach. 

Rontgen-ray  Examination. — His  stomach  was  first  washed  clean  with 
water  and  the  bowel  emptied  by  an  enema,  which  acted  well.  Eight  ounces 
of  hot  bread  and  milk  thoroughly  mixed  with  1  oz.  of  bismuth  carbonate 
was  then  given  him  to  eat.  Ten  minutes  after  the  food  had  been  taken, 
with  the  tf-ray  screen  a  distinct  shadow  was  seen.  The  lower  outline  was 
definite,  and  the  lowest  point  was  H  in.  above  the  umbilicus.  The  thickest 
part  of  the  shadow  was  towards  the  cardiac  end  of  the  stomach,  and  it 
gradually  tapered  towards  the  pyloric  end  (see  Fig.  89) ;  twenty-five  minutes 
after  food  the  upper  outline,  which  was  never  as  clear  as  the  lower,  showed 
less  clearly,  and  the  whole  mass  looked  narrower.  In  addition  to  the  projec- 
tion to  the  right  of  the  mid-line  and  some  increased  darkening  towards  the 
pyloric  end,  there  was  a  definite  shadow  leading  vertically  downwards  from 
the  lower  border  of  the  stomach  shadow  (see  Figs.  90  and  91).  That  this  was 
not  the  spinal  column  was  proved  by  the  facts  that  it  was  not  seen  earlier 
and  did  not  appear  above  the  stomach  shadow.  The  patient  was  standing 
up  during  each  examination. 

Our  interpretation  of  the  findings  is  that  the  projection  to  the 
right  represents  the  pyloric  antrum,  and  the  vertical  shadow  food 
escaping  through  the  artificial  opening  into  the  jejunum. 

For  the  laborious  work  of  tracing  these  cases  and  collecting  the 
notes  we  are  indebted  to  Mr.  Hamilton  Drummond. 


ON   SOME    ABDOMINAL    EMERGENCIES.*1 

(The  Clinical  Journal,  November  10,  1909.) 

You  will  not  have  been  long  in  practice  before  you  receive  an 
urgent  message  to  see  a  patient,  who,  from  apparently  vigorous  health, 
has  been  suddenly  reduced  by  an  abdominal  illness  to  such  a  serious 
condition  that  all  concerned  are  able  to  recognize  its  gravity.  It  will 
be  for  you  to  form  an  opinion  as  to  the  cause  of  the  attack,  to  make  a 
diagnosis,  and  to  recommend  a  proper  treatment. 

It  will,  moreover,  not  lessen  your  feeling  of  responsibility  when 
I  tell  you  that  every  surgeon  knows  that  in  the  overwhelming  majority 
of  cases  the  patient's  recovery  or  death  depends  on  whether  the  doctor 
faces  the  problem  and  acts  with  vigour  and  promptitude,  or  whether, 
unwilling  to  do  this,  he  is  content  to  give  relief  and  present  peace — 
and  wait. 

This  fact  must  be  driven  home.  It  has  already  taken  a  long  time 
to  receive  recognition,  and  even  yet  that  recognition  is  not  sufficiently 

*  It  is  the  fashion  now  to  describe  these  conditions  as  "the  acute 
abdomen"  but  I  dislike  this  name. 

1  An  abstract  of  two  lectures  concerning  the  stomach  and  duodenum  delivered 
at  the  Royal  Victoria  Infirmary,  Newcastle-upon-Tyne. 
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whole-hearted.     Our    endeavour,    therefore,    must    not   cease,    for    il 
concerns  no  less  a  question  than  one  of  life  or  death. 

The  following  cases  are  illustrative  of  these  introductory  remarks  : 


CASE  1.  —  Small  leak  from  a  gafttric  ulcer  —  Spnntanrnn*  cfawn 
the  opening  —  General  peritonitis. 


A  domestic  servant,  age  21  years,  was  admitted  to  the  Infirmary 
the  country  on  the  morning  of  December  19,  1908. 

At  seven  o'clock  on  the  evening  before  her  admission  she  was  sudd<  •nix- 
seized  with  so  severe  a  pain  in  the  upper  part  of  the  abdomen  that  she  prai 
doubled  up,  cried  out,  and  vomited  several  times  in  quirk  SUCceMkm 
had  no  sleep  during  that  night,  and  was  sent  into  the  Infirmary  (nine  mil.-) 
next  day. 

Her  previous  history  was,  that  during  the  last  three  years  she  had  had 
pain  in  the  stomach  coming  on  one  hour  after  meals,  worse  with  heavy  and 
better  with  light  food,  and  always  relieved  by  vomiting.  She  had  nevei 
vomited  blood.  During  the  week  previous  to  the  attack  the  pain  and  sick- 
ness had  been  worse  than  usual. 

On  admission  she  looked  ill  and  appeared  to  be  suffering.  Her  ],\\\-<- 
was  96  ;  temperature  98-6°  F.  Her  abdomen  was  everywhere  tender  and 
rigid.  There  was  no  distention.  The  liver  dullness  was  completely  absent. 
Both  flanks  and  the  region  over  the  pubis  were  dull  on  percussion  ;(s  tin- 
patient  lay  on  her  back  in  bed,  and  the  area  of  dullness  shifted  with  each 
change  of  posture. 

A  diagnosis  of  ruptured  gastric  ulcer  wuth  general  peritonitis  was  made, 
and  immediate  operation  decided  upon.  As  soon  as  this  was  commenced, 
one  and  a  half  pints  of  normal  saline  solution  and  adrenalin  were  slowly 
run  into  the  median  basilic  vein. 

Operation  (Dec.  19,  1908).  —  On  opening  the  abdomen  by  a  median 
supra-umbilical  incision,  no  gas  escaped  from  the  peritoneal  cavity.  Not 
less  than  three  pints  of  greenish  milky  fluid  escaped  from  under  the  liver 
and  from  the  pelvic  basin  and  the  flanks.  All  the  visible  parietal  and 
intestinal  peritoneum  was  red  and  injected.  A  rapid  examination  of  the 
anterior  surface  of  the  stomach  showed  no  definite  ulcer,  so  tin-  loser  sac 
was  opened  by  tearing  through  the  transverse  mesocolon,  and  the  posterior 
wall  of  the  stomach  was  examined  without  result.  The  vermiform  appendix 
and  Fallopian  tubes  were  next  drawn  into  the  wound  and  found  to  be  normal. 
More  careful  examination  of  the  stomach  showed  an  indurated  ulcer,  tin- 
size  of  a  sixpenny  piece,  close  to  the  pylorus  on  the  lesser  curvature,  and 
hidden  by  an  oedematous  fold  of  the  gastro-hepatic  omentum.  Close 
examination  of  this  revealed  a  small  opening  in  its  centre,  through  which 
a  fine  probe  could  be  introduced  under  the  peritoneal  coat  of,  but  not  into, 
the  cavity  of  the  stomach. 

A  small  glass  drainage-tube  was  inserted  into  the  pelvis  through  a 
suprapubic  puncture,  and  during  the  whole  time  taken  by  the  subsequent 
proceedings  hot  normal  saline  solution  (one  drachm  of  salt  to  a  pint  of  water) 
was  kept  continually  flowing  through  a  long  glass  tube  in  the  upper  wound 
from  about  the  neighbourhood  of  the  diaphragm,  and  escaping  below 
through  the  pelvic  tube.  The  ulcer  was  tucked  in  with  Lembert's  sutures 
and  posterior  gastro-enterostomy  was  performed.  When  the  stomach 
operation  was  finished,  the  abdominal  wounds,  above  and  below,  were 
entirely  closed  without  drainage. 
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The  patient  went  home  on  January  6,  1909,  quite  well.  She  returned  to 
show  herself  last  week,  and  was  feeling  better  than  she  had  ever  been  before. 

CASE  2. — Ruptured  gastric  ulcer — Hour-glass  stomach — Gastroplasty. 

A  school  teacher,  age  30  years,  suffered  for  sixteen  years  from  4  indiges- 
tion '  characterized  by  pain  coming  on  about  half  an  hour  after  eating,  and 
by  occasional  vomiting  which  relieved  the  pain.  For  six  or  seven  weeks 
at  a  stretch  she  would  be  entirely  free  from  pain  if  very  particular  as  to  her 
diet.  Latterly  she  had  been  under  the  care  of  Dr.  Russell,  of  Heaton,  who 
had  kept  her  on  liquid  foods.  One  hour  previous  to  my  seeing  her  she  was, 
while  shopping,  suddenly  seized  with  a  very  severe  pain.  Dr.  Russell  saw 
her  in  the  shop  half  an  hour  later,  and  sent  her  at  once  into  a  private  hospital 
with  a  diagnosis  of  ruptured  gastric  ulcer. 

On  admission,  her  face  was  drawn  but  not  blanched.  Pulse  90  ; 
temperature  98-4°  F.  The  abdomen  was  retracted  and  tender  all  over,  but 
especially  in  the  middle  line  at  the  epigastrium.  The  muscles,  especially  at 
the  upper  part,  were  strikingly  rigid,  and  both  flanks  were  dull  on  percussion 
when  the  patient  lay  on  her  back,  the  dullness  shifting  with  changes  in  posture. 

Operation  was  performed  at  once — one  and  a  quarter  hours  after  the 
onset  of  the  sudden  illness.  The  stomach  was  markedly  deformed  by  an 
hour-glass  contraction  nearer  the  cardiac  than  the  pyloric  end,  and  perfor- 
ated in  the  middle  of  the  contracted  ring  by  a  hole  the  size  of  a  threepenny 
piece.  There  was  not  less  than  one  quart  of  fluid,  resembling  beef-tea,  with 
a  quantity  of  rice,  in  the  peritoneal  cavity  and  filling  the  pelvis.  The  peri- 
toneum was  washed  out  as  in  the  previous  case,  and  gastroplasty  was  per- 
formed, making  the  perforation  the  centre  of  the  gastric  incision.  Recovery, 

CASE  3. — Perforating  duodenal  ulcer. 

A  bar  manager,  age  41  years,  was  sent  to  see  me  at  home  on  January  25 , 
1909,  for  '  chronic  indigestion,'  and  gave  the  following  history. 

All  his  life  he  had  had  *  a  bad  stomach.' 

For  twenty  years  he  had  pain  coming  on  two  hours  after  food,  and 
occasional  vomiting  which  relieved  his  pain.  Until  the  last  two  years  food 
relieved  the  pain  for  a  long  time,  but  latterly  it  scarcely  eased  it  at  all,  and 
every  second  or  third  night  he  vomited  a  large  quantity  of  sour,  yeasty, 
yellow-coloured  material. 

He  was  a  robust  type  of  man,  and  appeared  to  be  in  good  health. 
Examination  of  the  abdomen  proved  the  stomach  to  be  much  dilated,  and 
there  was  considerable  rigidity  of  the  right  rectus,  with  marked  tenderness 
on  pressure  over  it. 

From  the  history  and  examination  it  seemed  clear  that  he  had  a  chronic 
duodenal  ulcer  with  stricture  of  the  duodenum,  a  dilated  stomach,  and 
localized  peritonitis  over  the  ulcer. 

He  was  anxious  to  return  home  to  Blyth  that  day,  but  with  some 
difficulty  I  persuaded  him  to  go  into  the  Infirmary  at  once.  During  the 
same  evening,  at  6  o'clock,  he  was  drinking  milk  when  he  complained  of  a 
sudden  severe  pain  in  the  right  side  of  his  abdomen,  above  the  umbilicus, 
which  soon  went  down  into  the  right  iliac  fossa.  At  7  p.m.  he  vomited. 
He  went  to  bed,  said  nothing  of  this  to  the  house  surgeon  on  his  evening 
round,  and  had  no  sleep  that  night.  In  the  morning  it  was  reported  to  me 
that  he  looked  very  ill,  had  a  pulse  of  110  and  a  rigid,  tender  abdomen  which 
1  not  move  on  respiration.  It  was  then  obvious  that  the  ulcer  had 
perforated  after  his  admission  to  the  Infirmary  on  the  previous  night. 
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Operation  (seventeen  hours  niter  perforation).  As  s«,<>ii  ;is  tin- 
operation  commenced,  one  pint  of  normal  saline  solution  and  adrenalin  | 
transfused  into  the  median  basilic  vein.  There  was  (edema  of  the  siib- 
peritoneal  fat.  The  intestines,  stomach,  and  liver  were  plastered  \\ith  thick 
purulent  lymph  which  adhered  closely  to  the  viscera.  Then  wtu  a  quantity 
of  dirty-brown  fluid  free  in  the  peritoneal  cavity.  The  first  part  of  the 
duodenum  showed  a  perforation,  the  size  of  a  split-pea,  on  its  anterior  wall 
just  beyond  the  pylorus.  The  duodenum  was  surrounded  and  narrowed 
by  dense  scar-tissue,  and  the  stomach  was  thick-walled  and  much  dilated. 

The  abdomen  was  washed  out  through  a  tube  in  the  upper  wound  and 
a  lower  tube  introduced  into  the  pelvis  by  a  counter-opening  above  the 
pubis,  and  the  washing  was  continued  the  whole  time  of  the  operation.  The 
perforation  was  closed  by  two  sutures,  but  with  some  difficulty,  from  the 
thickening  and  friability  of  the  intestinal  wall.  Over  the  sutures  and 
thickened  scar  an  omental  tag  was  fixed  with  sutures.  Posterior  gastro- 
enterostomy  was  performed.  Both  parietal  wounds  were  sutured,  and  the 
abdomen  was  entirely  closed.  Except  for  a  rise  in  temperature  during  the 
first  week  he  made  a  good  recovery,  and  left  for  home  on  February  12,  1909 
(seventeen  days  after  operation),  with  the  wounds  healed  and  feeling  quite 
well. 

CASE  4. — Ruptured  pyloric  ulcer — Pyloric  stricture  and  dilnfrd 
stomach — Escape  oj  intestine  through  drainage-tube  opening — Death. 

An  engineer,  age  46  years,  was  sent  into  a  private  hospital  with  a 
diagnosis  of  perforated  gastric  ulcer,  for  which  I  operated  two  hours  after 
the  occurrence. 

On  opening  the  abdomen  a  perforation  was  found  on  the  pylorus  in  the 
centre  of  a  dense  scar,  the  stomach  was  enormously  dilated,  and  the  peri- 
toneal cavity  everywhere  soiled  by  a  stinking,  thick,  dark  fluid,  with  which 
the  stomach  also  was  distended.  The  history  and  the  findings  made  it  clear 
that  long-standing  ulceration  of  the  pylorus  had  led,  first  to  stricture,  then 
to  dilatation  of  the  stomach,  and  finally  to  perforation. 

The  abdomen  and  stomach  were  thoroughly  washed  out,  the  perforation 
was  closed,  gastro-enterostomy  was  performed,  and  the  pelvic  tube  was  left  in 
for  drainage  purposes. 

From  the  first  there  was  difficulty  in  breathing,  and  pneumonia 
followed.  Four  days  after  the  operation  the  patient  was  holding  his  own 
so  well  that  we  expected  his  recovery  and  took  out  the  pelvic  tube.  A  few 
hours  later,  during  a  coughing  spell,  he  extruded  a  loop  of  bowel  through 
the  very  small  tube  opening,  which  nipped  the  bowel  so  tightly  that  .Mr. 
Willan,  who  was  immediately  on  the  spot,  had  to  enlarge  the  opening  to 
effect  its  reduction. 

Death  occurred  next  day.  The  post-mortem  showed  gangrene  of  the 
small  loop  of  extruded  bowel.  (It  had  been  so  tightly  nipped  that  one  hour 
sufficed  to  cause  thrombosis  of  the  mesenteric  vessels.)  The  peritoneal 
cavity  was  quite  clean.  There  was  some  bronchopneumonia  of  both  lungs. 

The  relation  of  these  cases  suggests  certain  observations,  and  I 
will  first  refer  to  the  diagnosis. 

In  the  first  case,  that  of  the  domestic  servant,  her  age— twenty - 
one — her  sex,  the  previous  history  of  stomach  troubles  characteristic 
of  ulcer,  the  sudden  attack,  the  serious  abdominal  illness  following, 
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and  the  physical  signs  made  the  diagnosis  as  certain  as  such  a  thing 
can  be,  yet  the  perforation  could  not  be  demonstrated,  and  the  ulcer 
was  only  found  after  a  prolonged  search.  The  case  is  an  exceptional 
one,  for  it  is  rare  to  have  difficulty  in  finding  the  perforation,  which  is 
nearly  always  on  an  accessible  part  of  the  anterior  wall  of  the  stomach. 

The  diagnosis,  though  commonly  easy,  may,  however,  present 
grave  difficulties.  A  young  lady,  whom  I  saw  at  five  one  evening, 
looked  the  '  picture  of  health,'  and  felt  so  well  that  she  would  hardly 
admit  to  being  ill  at  all.  She  had  a  perforated  ulcer  in  the  stomach 
and  general  peritonitis,  with  abundant  fluid  in  the  peritoneum  and 
purulent  lymph  on  all  the  viscera. 

A  young  man  on  whom  I  operated  did  a  morning's  work  at  his 
office  with  a  perforating  duodenal  ulcer,  and  he  only  became  alarmed 
because  he  had  retention  of  urine  from  a  peritonitis  which  had  extended 
into  his  pelvis. 

All  of  us  have  seen  patients  with  a  perforating  ulcer  of  the  duo- 
denum walk  into  the  Infirmary  from  the  second  to  the  fourth  day 
of  their  illness  with  a  diagnosis  of  appendicitis.  Other  more  serious 
mistakes  in  diagnosis  are  possible. 

In  one  case  I  recall — that  of  a  young  woman  admitted  to  the 
Infirmary  whilst  I  was  operating — a  diagnosis  had  been  made  outside 
by  a  practitioner  and  a  consultant  of  perforating  gastric  ulcer.  Whilst 
washing  dishes  the  patient  was  suddenly  seized  with  so  severe  a  pain  in 
the  stomach  that  she  dropped  and  broke  the  dish  she  was  washing  and 
fell  on  the  floor.  For  several  years  she  had  suffered  from  indigestion. 

On  admission  she  looked  very  ill,  was  tender,  and  the  muscles 
were  rigid  over  her  epigastrium.  I  saw  no  reason  to  doubt  the  diagnosis, 
and  opened  her  abdomen  at  once.  Nothing  wrong  could  be  found 
there.  Two  days  later  it  was  clear  that  she  had  pneumonia  at  the 
base  of  her  left  lung. 

A  second  patient,  seen  with  Dr.  McCracken,  gave  a  history  of 
indigestion  of  several  years'  standing,  for  which  he  was  in  the  habit  of 
washing  his  stomach  out.  For  three  or  four  days  he  had  felt  worse 
than  usual,  but  was  able  to  get  about.  Whilst  in  the  bath-room  he 
was  suddenly  seized  with  a  pain  in  his  abdomen  so  intense  that  he 
fell  on  the  floor  and  had  to  be  carried  to  bed.  One  hour  later  when  I 
saw  him  he  was  cold,  sweating,  and  collapsed.  His  abdomen  was 
tender  and  the  parietal  muscles  were  rigid  all  over.  The  diagnosis  of 
ruptured  gastric  ulcer  seemed  clear.  On  opening  the  abdomen,  purulent 
Hi iid  was  found  in  every  part,  but  no  stomach  ulcer.  Further  search 
r<  \  ruled  a  ruptured  appendix  abscess  and  a  perforated  gangrenous 
appendix. 

Both  of  these  patients  recovered,  the  first  in  spite  of,  and  the 
second  as  a  result  of,  the  operation. 
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In  the  majority  of  cases,  however,  the  patient  is  1mm  t|1(  lirst  so 
obviously  ill  that  diagnosis  is  not  diilicult.  It  is  m  ih.,s,  who  !,;m. 
recovered  from  the  first  shock  that  dilHrultics  arise,  and  in  them  the 
opportunity  for  successful  operation  may  be  lost  if  the  most  can  -in  I 
consideration  is  not  given  to  every  point  bearing  on  the  case. 

These  are  the  points  to  which  I  attach  much  importance  :— 

1.  The  history  of  previous  'painful  indigestion.'     This  is  rarely 
absent. 

2.  The  severity  of  the  initial  pain  and  its  early  location   in  the 
epigastrium.     I  cannot  lay  too  much  stress  on  this,  as  it  has  served  me 
often  in  such  good  stead.     It  may  require  some  questioning  to  elicit  a 
proper  account  of  this,  as  the  patient  tries  to  forget  an  experience  so 
trying  as  the  pain. 

3.  Tenderness  and  rigidity  of  the  abdominal  wall,  especially  the 
muscular  rigidity. 

4.  The  signs  of  free  fluid  in  the  belly. 

5.  A    steadily    rising   pulse.     (In    doubtful    cases    the   pulse-r;it< 
should  be  recorded  every  half- hour.) 

6.  Absence  of  the  liver  dullness.     I  have  placed  this   last,  and 
attach  little  importance  to  it  unless  a  note  has  been  made  that  an  hour 
or  two  earlier  the  liver  dullness  was  present.     It  may  then  be  assumed 
that  free  gas  in  the  peritoneal  cavity  has  caused  the  change.     Other- 
wise the  probability  is  in  favour  of  the  lost  liver  dullness  resulting 
from  tympanitic  distention  of  the  intestines  and  displacement  of  the 
liver. 

Prognosis. — All  text-books  offer  a  most  gloomy  prognosis  for 
perforating  ulcer  of  the  stomach  and  duodenum  without  surgical  aid. 
The  consequence  has  been  that  doctors  advise  and  patients  are  anxious 
for  immediate  operation.  It  is  still  a  fact  that  only  such  a  strong 
argument  as  that  of  impending  death  will  induce  many  doctors  to 
recommend,  and  their  patients  to  accede  to,  the  recommendation  of 
an  immediate  operation.  The  result  has  been  that  few  serious  diseases 
have  afforded  such  a  brilliant  response  to  modern  surgery.  Ten  years 
ago  recovery  from  an  operation  for  ruptured  gastric  or  duodenal  ulcer 
was  regarded  as  an  extraordinary  event ;  now  it  has  become  the  ordi- 
nary and  expected  result.  Ten  years  ago  the  results  of  operations  for 
appendicitis,  gall-stones,  and  acute  intestinal  obstruction  were  as  good, 
or  rather  as  bad,  as  they  are  at  the  present  day.  Why  is  this  ?  It  is 
because  so  long  as  '  there  is  a  chance  '  of  recovery  without  operation 
many  doctors  prefer  to  offer  and  patients  to  take  that  chance,  and  it 
is  always  recognized  as  a  possible  chance  in  these  cases.  Very  soon 
it  will  be  proved,  if  the  proof  is  not  already  forthcoming,  that  the 
mortality  from  ruptured  gastric  or  duodenal  ulcer  is  less  than  that  of 
appendicitis,  gall-stones,  and  acute  intestinal  obstruction,  and  it  will 
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then  be  impossible  to  evade  the  conclusion,  already  formed  by  every 
surgeon,  that  these  deaths  are  due  to  delayed  operation.  Though 
the  prognosis  of  cases  without  operation  is  bad  enough,  it  is  not  quite 
so  bad  (98  per  cent)  as  has  been  stated. 

A  few  patients  never  recover  from  the  shock  of  the  perforation. 
This  was  impressed  upon  me  something  like  twenty-five  years  ago  when 
I  was  in  practice  at  Hartlepool.  One  evening  I  was  sent  for  hurriedly 
to  see  a  young  man  who  had  been  run  over  on  the  railway,  and  found 
that  one  of  the  things  he  required  was  amputation  at  the  shoulder.  I 
returned  home  to  get  an  assistant  and  instruments,  after  ordering  the 
necessary  preparations  of  the  room  in  which  the  operation  had  to  be 
performed.  On  re-entering  the  room  prepared  for  operation,  I  was 
surprised  to  meet  my  own  housemaid,  who  volunteered  to  give  what 
help  she  could.  As  there  was  no  gas  and  we  were  dependent  on  lamp 
and  candle  light,  I  employed  her  in  holding  a  candle  in  each  hand. 
When  the  suture  of  the  wound  was  almost  completed  she  made  some 
complaint  and  was  helped  out  of  the  room.  Half  an  hour  later  she 
was  dead.  It  then  transpired  that  the  patient  she  had  been  assisting 
was  engaged  to  be  married  to  her  shortly,  and  the  suggestion  that  she 
had  taken  poison  seemed  a  reasonable  one.  Post-mortem  examina- 
tion showed  a  perforated  gastric  ulcer  and  part  of  a  recent  meal  in  the 
peritoneal  cavity. 

A  considerable  number  of  patients  show  signs  of  shock  to  the 
extent  of  pallor,  chilliness,  sweating 'of  the  skin,  and  a  feeble  pulse,  but 
death  in  this  stage  is  rare,  and  recovery  from  it  may  be  so  complete 
as  temporarily  to  deceive  all  concerned. 

Peritonitis  of  course  follows  the  leak,  and  as  a  rule  this  is  general 
and  terminates  in  death.  But  still  a  few  patients  with  general  peri- 
tonitis due  to  this  cause  may  recover.  Within  this  year  I  have  operated 
upon  one  such  case,  a  woman  whom  I  first  saw  fifteen  years  ago  very 
ill  with  general  peritonitis  of  four  days'  duration,  due  as  I  thought  to 
gastric  ulcer.  She  made  a  good  recovery  from  this  illness,  and  remained 
well  until  six  months  previous  to  my  seeing  her  for  the  second  time. 
Her  stomach  symptoms  had  then  recurred,  and  there  were  signs  of  a 
second  perforation  and  localized  peritonitis.  Operation  proved  the 
old  diagnosis  to  have  been  correct.  There  had  been  general  peritonitis, 
for  it  was  with  the  greatest  difficulty  that  I  was  able  to  separate  enough 
jejunum  to  do  gastro-enterostomy 

Some  cases,  especially  duodenal,  leak  a  little,  develop  a  localized 
peritonitis,  then  a  localized  abscess,  perhaps  subphrenic,  and  a  burst 
of  this  in  a  few  days,  after  recovery  from  the  first  attack  seems  assured, 
leads  to  general  peritonitis  and  death. 

But  the  most  interesting,  and  I  believe  a  common  event  after 
perforation,  is  complete  recovery.  This  may  be  the  result  of  blocking 
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by  inflammatory  lymph  and  adhesion  to  surrounding  parts.  I 
quently  the  opening  Will  be  lound  covered  and  blocked  up  by  nmenhmi 
(the  abdominal  policeman).  In  cases  of  chronic  gastric  or  duodenal 
ulcer,  the  history  of  a  sudden  attack,  followed  by  '  inflammation."  .1 
serious  illness,  and  recovery,  is  not  a  rare  event,  and  subsequent  oper- 
ation shows  that  this  has  resulted  from  a  perforation.  If  firm  ad  In  - 
sions  alone  are  regarded  as  a  proof  of  perforation— and  I  think  th.\ 
are  not  likely  to  be  the  result  of  anything  else — then  perforation 
followed  by  recovery  is  quite  a  common  illness. 

Treatment. — The  only  treatment  is  by  operation.  In  this  Infirmary 
during  last  year  (1908)  eight  cases  of  ruptured  gastric  ulcer  were  oper- 
ated upon.  All  of  these  recovered.  There  were  ten  cases  of  ruptured 
duodenal  ulcer  operated  upon,  and  of  these  seven  cases  recovered  and 
three  died.  Why  was  this?  Ruptured  gastric  ulcer  is  much  the 
more  serious  lesion  of  the  two,  so  that  the  answer  is  of  great  interest. 
It  is  that  the  symptoms  and  signs  of  gastric  perforation  are  more  pro- 
nounced, the  initial  pain  and  illness  more  severe,  and  early  diagnosis 
is  easy,  and  operation  for  its  closure  more  promptly  performed.  In 
duodenal  ulcer  the  escaping  contents  are  at  first  localized  in  the  hepatic 
pouch,  and  until  this  runs  over,  the  illness  may  not  be  regarded  as 
serious.  When  it  does  run  over,  the  escaping  contents  find  their  way 
down  the  outer  side  of  the  ascending  colon  past  the  caecum  and  into 
the  pelvis.  The  diagnosis  then  made  is  generally  '  appendicitis,'  and 
the  operation  shows  advanced  general  peritonitis. 

Where  should  the  operation  be  done  ? 

If  at  all  possible,  in  a  properly  equipped  hospital.  It  is  unfair  to 
attempt  to  carry  out  such  operations  in  any  ordinary  house.  As  soon 
as  possible  the  patient  should  be  warmly  wrapped  up  on  a  stretcher, 
put  into  an  ambulance,  and  sent  off.  Before  doing  this  it  is  well  to 
administer  a  hypodermic  injection  of  morphia,  and  a  note  that  this 
has  been  done  should  accompany  him.  Objection  has  been  raised  to 
this  course  that  a  journey  adds  to  the  danger  by  increasing  shock. 
The  statistics  I  have  referred  to  are  sufficient  answer  to  this  if  any 
doubts  remain,  for  most  of  these  cases  made  a  considerable  journey 
to  the  Infirmary. 

Gastro-enterostomy.  as  an  addition  to  the  operation  for  closure  of 
the  perforation,  is  a  recent  innovation.  Some  surgeons  have  gone  ^ , 
far  as  to  say  that  the  operation  is  incomplete  without  it,  but  this  view 
is  based  upon  ignorance  of  the  natural  history  of  gastric  ulcer.  It  is 
well  known  amongst  those  who  interest  themselves  in  the  after-history 
of  their  cases  that  many  patients  are  better  after  recovery  from  the 
effects  of  a  perforation  than  they  had  been  for  years  before,  and  that 
it  is  rarer  than  one  would  suppose  to  have  recurrence  of  the  symptoms 
of  ulcer  after  it.  Obviously,  in  these,  gastro-enterostomy  would  at 
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least  be  a  useless  addition  to  an  operation  perhaps  sufficiently  severe 
already  to  tax  the  resources  of  an  exhausted  patient.  But  another 
objection  possesses  still  greater  weight. 

The  operation  for  closure  of  the  ulcer  and  cleansing  of  the  perito- 
neum is  so  simple  that  it  can  be  done  successfully  by  anyone  possessed 
of  a  good  knowledge  of  surgical  principles  and  with  proper  control  of 
his  hands  and  head,  and  this  knowledge  has  been,  and  in  the  near 
future  is  likely  to  be,  of  still  greater  service  to  the  community. 

If  gastro-enterostomy  in  addition  is  essential,  then  the  operation 
is  one  to  be  undertaken  only  by  surgical  experts.  The  position  is 
therefore  a  serious  one  and  requires  careful  consideration.  My  own 
view  is  that  gastro-enterostomy  is  never  essential.  The  only  essen- 
tials are  to  close  the  perforation  and  to  clea,nse  the  peritoneum.  It  is 
better  to  have  the  patient  almost  certainly  recover  with  an  ulcer  than 
to  run  a  grave  additional  risk  by  performing  gastro-enterostomy, 
which,  if  needed,  can  be  safely  done  later.  At  the  same  time  there 
is  one  indication  for  gastro-enterostomy,  so  strong  that  when  present 
I  always,  if  the  condition  of  the  patient  allows,  recommend  it.  That 
is,  obstruction  of  the  escape  into  the  intestines  of  the  stomach  contents. 
The  cases  narrated  sufficiently  illustrate  this. 

As  to  the  closure  of  the  ulcer  there  is  little  to  be  said.  I  seek  to 
make  it  first  watertight  with  a  layer  of  sutures  through  all  the  coats, 
then  in-fold  the  involved  area  with  Lembert  sutures.  If  the  sur- 
rounding induration  makes  this  difficult  or  impossible,  imitation  of  the 
natural  cure  by  blocking  the  hole  with  a  piece  of  omentum,  and  retain- 
ing it  in  position  by  sutures,  and  careful  gauze  packing,  may  be  relied 
upon.  Difficulties  that  may  appear  to  be  insurmountable  often  dis- 
appear if  the  parietal  incision  is  enlarged. 

The  next  point  to  consider  is  the  method  of  cleansing  the  perito- 
neum. For  many  years  it  has  been  the  custom  to  rely  upon  irriga- 
tion for  the  purpose  in  this  as  in  all  other  cases  of  soiling  of  the  peri- 
toneal cavity,  and  some  surgeons  have  had  truly  enormous  tanks  fitted 
up  for  the  more  efficient  performance  of  this  hushing.  Recently  the 
method  has  been  condemned  as  likely  to  spread  localized  dirt  far  and 
wide,  and  some  of  the  strongest  and  loudest  opponents  of  it  go  so  far 
as  to  say  that  irrigation  is  always  bad,  to  hint  that  any  surgeon  using 
it  is  not  what  he  should  be,  and  to  end  up  by  emphasizing  the  fact  that 
they  never  use  anything  but  mops  for  cleansing  purposes.  It  seems 
probable  that  there  is  room  for  both  methods.  If,  for  example,  the 
peritoneal  cavity  happened  to  be  everywhere  soiled  with  beef-tea  and 
rice,  I  think  the  best  way  to  cleanse  it  would  be  by  irrigation  ;  if,  on 
the  other  hand,  the  escaping  contents  of  the  stomach  or  duodenum 
were  not  widespread,  it  would  appeal  to  me  to  wipe  out  with  mops 
wrung  out  of  hot  saline  solution,  and  avoid  irrigation. 
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With  regard  to  drainage  of  the  peritoneum  Ihciv  are  ;,|s«,  eonsi<|,  p- 
able  differences  of  opinion.     I  have  told  you  of  an  ac<  i<l<  nl   following 
it  in  connection  with  one  of  my  cases.     That  was  avoidahle.  and 
related  to  serve  as  a  useful  lesson,  not  against  drainage,  but  as  a 
reminder  never  to  leave  the  drainage  hole  or  holes  without  a  sutnn -. 

I  think  drainage  is  sometimes  useful.  If  dirty  math  r.  matter 
likely  to  cause  acute  peritonitis,  has  been  extravasatcd,  then  I  would 
drain.  I  would  also  drain  in  the  presence  of  a  virulent  )><  -Hi  on  it  U. 

How  much  would  I  drain  ?  Patients  are,  I  believe,  killed  by  too 
much  drainage.  1  do  not  remember  having  seen  a  patient  with  a  tube 
in  the  epigastrium,  another  above  the  pubis,  and  one  in  each  flank  get 
better,  and  if  he  did  I  think  it  would  be  in  spite  of  this  surgical  activil  y . 
My  belief  is  that  with  the  patient  in  the  usual  posture,  sitting  up.  a 
single  drainage-tube  above  the  pubis  and  reaching  the  floor  of  the 
pelvis  will  drain  off  everything  that  can  be  drained. 

There  is  one  more  point  I  want  to  discuss  before  closing,  and  it 
concerns  shock.  Is  it  proper  to  operate  during  shock,  or  to  wait  until 
the  symptoms  of  it  are  abating  ?  There  can,  I  think,  only  be  one 
answer  to  this  question,  and  it  is  to  operate  unless  the  patient  is 
obviously  dying.  As  soon  as  the  abdomen  is  opened  and  the  irritating 
contents  of  the  peritoneum  escape,  many  of  these  patients  improve. 
If  not,  can  anything  be  done  to  help  them  ?  A  great  deal  of  work  has 
recently  been  done  in  connection  with  shock,  its  causes,  symptoms, 
prognosis,  and  treatment,  and  according  to  some  the  outcome  is  that 
nothing  is  of  use.  I  would  not  have  you  accept  this  teaching  if  I  can 
help  it. 

If  the  patient  has  symptoms  of  shock,  and  no  morphia  has  been 
administered,  a  quarter  of  a  grain  should  be  given  hypodermically. 
Every  surgeon  knows  the  immediate  improvement  which  follows  the 
dose  of  morphia  in  acute  abdominal  cases — an  improvement  which 
may  be  great  enough  to  deceive  the  most  wary  unless  the  whole  story 
is  known. 

During  the  operation,  if  the  symptoms  of  shock  are  still  evident, 
one  pint  of  normal  saline  solution  with  ten  drops  of  adrenalin  should 
be  slowly  run  into  a  vein.  If  this  does  not  suffice,  another  pint  can 
be  carefully  added.  I  am  not  more  certain  of  anything  in  surgery 
than  that  this  measure  has  saved  many  of  my  patients'  lives,  and 
that  the  subcutaneous  and  colon  methods  of  introduction  will  bear  no 
comparison  with  it.  The  gross  abuse  of  a  year  or  two  ago  has  damaged 
the  reputation  of  this  method,  for  many  patients  died  absolutely 
waterlogged  after  its  employment,  and  no  wonder  when  from  five  to 
ten  pints  of  saline  were  hustled  into  the  veins  in  less  than  one  hour. 

After,  as  well  as  during,  the  operation,  warmth  is  the  chief  agent 
in  promoting  recovery,  but  there  are  some  useful  further  aids. 
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Teaspoonful  doses,  frequently  repeated,  of  diluted  hot  whisky 
and  water  are  often  a  valuable  help,  and  of  strychnine  hypodermically 
in  moderate  doses  I  do  not  doubt  the  worth. 

The  most  recent  fashion  in  treatment  methods,  after  which 
surgeons  are  apt  to  crowd,  is  a  substitute  for  rectal  injection  called 
4  proctoclysis  ' — the  continuous  introduction  of  normal  saline  into  the 
rectum.  In  a  case  lately  reported,  the  colon  absorbed  twenty-two 
pints  in  twenty-four  hours  and  the  patient  recovered.  This  method 
has  two  advantages.  It  is  often  of  marked  benefit,  and  it  is  unlikely 
to  be  very  dangerous,  for  the  colon  is  possessed  of  good  discrimination. 
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A    CLINICAL    LECTURE    ON    FIVE    CASES    OF 
GASTRO-ENTEROSTOMY. 

(The  Antiseptic,  January,  1910.) 

Last  Thursday  (January  25,  1910)  I  performed  the  operation  of 
gastro-enterostomy  on  five  patients  here.  They  were  all  suffmni:  from 
chronic  gastric  and  duodenal  ulcer.  As  each  case  presents  some 
feature  of  importance,  and  all  five  considered  together  offer  a  type  of 
the  conditions  requiring  operation  for  their  cure,  it  seemed  to  me  that 
the  subject  was  a  good  one  for  this  lecture. 

All  of  these  patients  came  with  one  complaint  and  called  it 
'indigestion.'  It  had  troubled  them  'off  and  on'  for  years,  and  the 
majority  had  had  good  health  in  the  intervals.  The  reason  of  their 
desire  for  surgical  advice  was  that  the  ordinary  medical  measure 
which  had  relieved  them  before  had  failed  to  do  so  on  this  last  occasion, 
and  their  doctor  had  said  that  an  operation  would  be  the  best 
treatment. 

In  the  majority  of  these  cases  the  diagnosis  can  be  definitely 
made  in  our  own  surgical  wards,  and  at  once,  but  if  any  doubt  is  IVlt. 
the  patient  is  transferred  to  the  care  and  observation  of  my  medical 
colleague,  Dr.  Drummond,  before  the  question  of  any  operation  is 
considered. 

For  fuller  particulars,  than,  in  the  time  at  my  disposal,  I  am  able 
to  offer  now,  I  would  refer  you  to  a  paper  on  "  The  Diagnosis  and 
Operative  treatment  of  Chronic  Gastric  and  Duodenal  Ulcer,"  by  Dr. 
Drummond  and  myself  (British  Medical  Journal,  July  10,  1909). 

The  chief  reliance  in  making  a  diagnosis,  and  of  this  alone  I  intend 
to  speak,  is  placed  on  three  symptoms  and  three  signs. 

The  symptoms  are  :   pain,  vomiting,  and  bleeding. 

The  signs  are  :  muscular  rigidity  and  tenderness,  a  tumour,  and 
signs  of  stomach  dilatation. 

Each  of  these  requires  special  consideration  if  mistakes  are  to  be 
avoided. 

Pain. — The  typical  pain  of  gastric  and  duodenal  ulcer  is  related 
to  food,  is  absent  when  the  stomach  is  empty,  is  therefore  removed  by 
vomiting,  and  is  relieved  by  rest  and  diet. 

Vomiting. — The   vomiting  is  related  to   the  pain,   is   dependent 
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upon  food,  and  is  arrested  by  careful  dieting  and  rest.     It  does  not 
occur  in  typical  duodenal  ulcer. 

Blood. — Repeated  coffee-ground  vomiting  is  the  typical  form  of 
bleeding  in  gastric  ulcer. 

A  profuse  haemorrhage  followed  by  faintness,  diarrhoea,  and 
melsena  is  typical  of  duodenal  ulcer. 

The  greatest  importance  is  attached  to  pain. 

In  gastric  it  occurs  earlier  than  in  duodenal  ulcer,  and  is  more 
dependent  upon  the  quantity  and  quality  of  the  meals. 

A  night  pain  is  more  common  in  duodenal  than  in  gastric  ulcer. 
If  it  is  in  association  with  a  gastric  ulcer  it  means  adhesion  of  the 
ulcer  to  the  pancreas.     Probably  the  same  explanation  is  true  for  the' 
night  pain  of  duodenal  ulcer. 

A  paroxysmal  pain  resembling  gall-stone  colic  suggests  ulceration 
in  the  neighbourhood  of  the  pylorus.  (It  is  due  to  spasm  and  forcible 
contraction  of  the  unstriated  muscle.) 

Of  muscular  rigidity  and  tenderness  I  need  say  no  more  than  that 
they  suggest  active  ulceration. 

A  tumour  and  dilatation  are  evidences  of  advanced  organic  changes 
which  can  only  be  satisfactorily  dealt  with  by  operation. 

In  each  case  the  diagnosis  made  was  written  down  before 
operation,  so  that  it  is  possible  to  form  a  judgement  of  the  result  by 
comparison  with  the  operative  findings. 

CASE  1. — Female,  M.  W.,  age  51.     Married. 

For  nineteen  years  she  had  attacks  of  '  indigestion.'  They  lasted 
as  a  rule  for  about  seventeen  weeks,  and  always  came  in  cold  weather.  (Mr. 
Moynihan  in  his  many  excellent  papers  lays  stress  on  this  point.) 

Pain  came  on  from  half  to  one  hour  after  food.  It  was  worse  when  she 
was  hungry,  was  relieved  for  a  little  by  taking  some  light  food,  and  was 
removed  by  vomiting,  which,  however,  did  not  occur  often.  A  heavy  meal 
made  the  pain  worse  and  brought  it  on  sooner  (a  distinguishing  point  between 
gastric  and  duodenal  ulcer).  Until  the  last  six  weeks  the  pain  had  not 
troubled  her  at  night,  nor  was  it  present  before  breakfast  in  the  morning 
(important  in  diagnosis  of  ulcer).  Since  that  time  it  has  wakened  her  about 
midnight  (adhesion  to  pancreas),  and  she  was  most  comfortable  when  lying 
on  her  back. 

When  at  her  worst  she  vomited  three  times  a  day,  never  more  than  a 
pint  at  a  time,  and  never  anything  that  she  had  eaten  the  day  before  (absence 
of  dilatation). 

On  three  occasions  she  had  vomited  blood  ;  the  illness  commenced 
nineteen  years  ago  with  blood- vomiting  ;  the  last  time  it  occurred  was  five 
years  ago.  The  blood  was  coffee-coloured  at  first,  but  later  was  bright  red 
and  about  one  pint  at  a  time.  On  the  first  occasion  (nineteen  years  ago) 
she  also  passed  blood  with  the  stools. 

On  Admission. — She  was  pale,  thin  (she  had  lost  a  stone  in  weight 
during  the  last  six  weeks),  and  ill-nourished,  with  a  subnormal  temperature 
and  soft  pulse.  She  was  seven  weeks  in  bed  before  coming  into  the 
Infirmary,  but  had  not  improved 
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There  were  no  definite  physical  signs. 

Diagnosis. — Chronic  gastric  ulcer  on  the  lesser  curvature  and  adherent 
to  the  pancreas. 

The  operation  showed  a  large  chronic  lesser-curvature  ulcer  adh<  n  nt 
to  the  pancreas  and  causing  considerable  hour-glass  contraction  of  the 
stomach. 

CASE  2. — Man,  T.  S.,  age  39.     Married. 

For  twelve  years  had  *  attacks  of  indigestion  '  coming  on  twice  a  year 
and  keeping  him  from  three  to  four  weeks  off  work.  Ilr  \v:is  quitr  well,  and 
could  eat  anything  in  the  intervals. 

Epigastric  pain  came  on  one  hour  after  food,  and  was  relieved  if  h< 
took  something  more  to  eat.  The  pain  was  worse  after  a  heavy  meal 
(suggests  stomach  not  duodenal  ulcer),  but  he  had  not  noticed  that  it  com- 
menced any  earlier.  The  pain  had  never  been  present  before  break  la -I 
(i.e.,  when  stomach  was  empty),  but  occasionally  wakened  him  up  about 
2  a.m.,  and  was  then  relieved  by  eating  something  or  by  doubling  himself  up. 

He  had  two  attacks  of  vomiting,  each  lasting  for  a  week,  during  which 
all  that  he  took  returned.  Vomiting  always  relieved  the  pain.  On  one 
occasion  he  vomited  a  clot  of  blood,  and  several  times  coffee-ground  matter. 
The  same  stuff  had  been  passed  from  his  bowel. 

The  first  attack  and  every  other  till  the  present  one  were  cured  by  rest 
and  milk  diet. 

On  Admission. — The  patient  looked  anaemic  and  in  poor  condition.  He 
had  lost  nearly  three  stones  in  weight,  and  had  been  off  work  for  eight  weeks 
with  his  present  attack. 

There  was  rigidity  of  the  upper  part  of  the  right  rectus  muscle  and  a 
tender  spot  underneath  it. 

The  diagnosis  made  was  : — An  ulcer  on  the  stomach  side  of  the  pylorus 
and  on  the  lesser  curvature  of  the  stomach. 

The  operation  displayed  a  large  chronic  ulcer  on  the  lesser  curvature 
of  the  stomach.  It  was  hard,  and  the  peritoneal  covering  was  markedly 
puckered  over  it.  There  was  no  adhesion  to  the  pancreas. 

CASE  3. — Man,  J.  W.,  age  47.     Married. 

For  seven  or  eight  years  he  had  attacks  of  '  indigestion.'  They  were 
worse  during  the  last  two  years,  but  he  was  always  much  better  in  summer. 
During  the  last  ten  weeks  he  had  never  got  a  satisfactory  night's  rest. 

Pain  occurred  from  two  to  two  and  a  half  hours  after  food.  It  was 
always  relieved  by  taking  food,  so  that  he  ate  about  every  three  hours  to 
keep  it  away.  There  was  no  pain  before  breakfast,  but  he  was  frequently 
awakened  about  11  p.m.,  and  had  to  get  up  for  food.  He  was  much  dis- 
turbed at  night,  and  often  had  to  walk  about  and  take  food  to  relieve  the 
pain.  Occasionally  doubling  himself  up  brought  some  relief.  The  pain 
was  always  worse  after  a  heavy  meal,  and  was  immediately  relieved  by 
vomiting,  which,  however,  was  infrequent.  He  had  occasionally  induced  it 
to  relieve  the  pain.  He  had  vomited  dark  coffee-ground  material  on  three 
occasions,  once  as  much  as  two  quarts.  No  blood  that  he  knew  of  had  ever 
passed  from  the  bowel. 

The  last  attack  of  ten  weeks'  duration  had  been  worse  than  any  before, 
and  had  resisted  the  remedies  previously  tried. 

On  Admission. — He  was  pale  and  in  poor  condition  (he  had  lost  two 
and  a  half  stones  in  weight  during  the  last  year). 

There  was  marked  rigidity  of  the  upper  part  of  the  right  rectus,  and 
evidence  of  considerable  dilatation  of  the  stomach. 
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Diagnosis. — Pyloric  ulcer  adherent  to  the  head  of  the  pancreas,  causing 
obstruction  of  the  pylorus  and  dilatation  of  the  stomach. 

The  operation  showed  extensive  ulceration  involving  the  pylorus, 
extending  down  the  duodenum  and  causing  obstruction  from  cicatricial 
stricture  of  the  pylorus  and  duodenum  and  dilatation  of  the  stomach. 

The  duodenal  portion  of  the  ulcer  was  adherent  to  the  head  of  the 
pancreas. 

CASE  4. — Female,  K.  S.,  age  39.     Married. 

For  two  years  she  had  '  indigestion.' 

Pain  commenced  about  one  hour  after  food  in  the  middle  line  of  the 
epigastrium.  It  was  always  relieved  by  vomiting,  and  never  by  anything 
eaten.  There  was  no  pain  at  night  unless  it  had  continued  into  the  night 
from  the  day  before.  She  never  had  pain  before  breakfast.  Heavy  meals 
caused  more  pain  than  light  ones.  Rest  and  a  fluid  diet  had  always  till 
now  improved  her  condition. 

At  first  vomiting  occurred  after  every  ordinary  meal.  For  the  last 
three  months  it  only  occurred  once  a  day,  towards  evening,  sometimes  not 
so  often.  The  vomited  matter  now  often  amounted  to  two  quarts  or  more, 
and  was  foul-smelling,  frothy,  yeasty  in  nature,  and  she  had  noticed  in  it 
food  taken  the  day  before  (evidence  of  dilatation  and  stagnation).  She  had 
never,  so  far  as  she  could  tell,  vomited  blood  or  passed  any  in  the  motions. 

On  Admission. — She  was  thin,  looked  very  ill,  had  a  quick  feeble  pulse 
and  a  temperature  of  99-4  F.  She  had  lost  7  st.  weight  in  two  years,  and 
now  weighed  only  5  st.  5  Ib. 

Physical  examination  showed  by  inspection  and  palpation  a  small 
round  movable  lump  under  the  upper  part  of  the  right  rectus  muscle  (an 
ulcerated  thickened  pylorus),  which  descended  on  forced  inspiration  and 
moved  up  on  expiration.  A  large  quantity  of  foul  matter  was  washed  out 
of  her  stomach. 

Diagnosis. — Dilated  stomach,  pyloric  ulcer  and  stricture. 

The  operation  showed  a  tight  stricture  of  the  pylorus,  with  ulceration 
extending  into  both  stomach  and  duodenum  and  adherent  to  the  pancreas. 

CASE  5. — Man,  J.  R.,  age  29.     Married. 

For  eleven  years  had  '  indigestion  '  coming  on  in  attacks,  which  left 
him  intervals  of  perfect  health  during  which  he  could  eat  anything.  He 
was  ill  for  three  months  of  the  year  (August,  September,  October),  but 
always  if  he  got  cold  had  pain. 

Pain  commenced  three  or  four  hours  after  food,  in  the  left  side.  It 
continued  until  he  ate  something,  which  always  gave  relief.  After  a  heavy 
meal  the  pain  took  longer  to  come  on  (suggests  duodenal  as  opposed  to 
gastric  ulcer),  but  was  more  severe  when  it  did  come. 

He  had  pain  before  breakfast  when  he  was  hungry.  The  pain  always 
came  if  he  felt  hungry  (Moynihan's  '  hunger  pain,'  a  characteristic  of 
duodenal  ulcer).  For  the  last  twelve  months  he  had  pain  at  night  which 
wakened  him  regularly  between  2.0  and  4.0  a.m.  This  was  relieved  by 
something  to  eat  or  drink,  and  he  was  more  comfortable  when  lying  on  his 
abdomen.  He  had  never  vomited,  and  had  passed  no  blood  with  his 
motions. 

On  Admission. — He  looked  healthy  and  well  nourished.  He  had  been 
worse  than  usual  and  off  work  for  five  weeks,  and  had  lost  one  and  a  half 
stones  weight  since  August. 

There  was  well-marked  rigidity  of  his  right  upper  rectus  and  a  tender 
spot  on  deep  pressure  underneath. 
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Diagnosis. — Duodenal  ulcer  \\ilh  adhesion  to  the  panen  -a*. 

The  operation  showed  a  hard  ulcer  in  UK-  lirsi  part  of  I  IK-  dui.drinini 
constricting  its  lumen  and  adherent  to  the  head  of  tin-  pancreas.  Tin- 
stomach  was  thick-walled  and  somewhat  dilated. 


CASES    ILLUSTRATING  PATHOLOGY. 

(Northumberland  and  Durham  Medical  Society :    Reported  in  JourmiL 

1910,  pp.  16,  26.) 

Mr.  Morison  showed  two  examples  of  pedunculated  uterine  fibroid  with 
twisted  pedicle,  removed  by  operation.  In  both  cases  there  was  a  definite 
history  of  repeated  twists;  one  patient  was  five  months  pregnant;  both 
did  well. 

Sarcoma  of  the  breast  removed  by  operation  from  married  woman, 
age  54.  Nine  months'  history.  Good  recovery. 

Carcinoma  of  rectum  removed  by  operation  from  male,  age  60.  It 
extended  along  the  posterior  wall  and  invaded  the  anus.  In  the  centre  of 
the  growth  a  sharp  spicule  of  swallowed  bone  had  become  impacted. 

Renal  calculi  removed  by  operation  from  a  male,  age  25,  with  figure- 
giving  the  estimation  of  the  renal  function  (both  kidneys)  arrived  at  by 
means  of  the  phloridzin  glycosuria  test  after  catheterization  of  the  ureter^. 

AN  APPENDIX  OF  UNUSUAL  LENGTH. 

J.  W.  N.,  age  42,  miner.  Admitted  to  Royal  Victoria  Infirmary,  under 
Mr.  Rutherford  Morison,  on  November  7,  1908,  with  a  tender  lump  in  the 
right  lower  abdomen. 

History. — Two  weeks  ago,  whilst  at  work,  he  complained  of  pain  in  the 
right  side  of  abdomen.  He  was  obliged  to  stop  work,  and  went  home  to  bed. 
Severe  pain  and  vomiting  persisted  for  two  days,  after  which  he  felt  better, 
but  remained  very  tender  on  the  right  side. 

On  examination,  he  had  a  tender  mass  above  Poupart's  ligament  on 
the  right  side.  A  diagnosis  of  appendix  abscess  was  made.  At  the  oper- 
ation, about  two  ounces  of  stinking  pus  was  let  out  from  behind  the  caecum. 
In  the  bed  of  the  abscess,  lying  up  towards  the  liver  pouch,  was  the  tip  of 
the  appendix,  which  was  gangrenous  and  perforated,  and  the  caecal  end, 
which  was  buried  in  the  pelvis  deep  down,  could  not  be  reached.  The 
appendix  was  stripped  of  its  peritoneal  coat  for  the  greater  part ;  it  measures 
10  inches  in  length,  and  shows  a  perforation  ^  inch  from  its  tip. 


DESMOID    TUMOURS. 

WITH  HAMILTON  DRUMMOND,  M.B.,  B.S. 
(The  Lancet,  November  5,  1910.) 

It  is  well  recognized  that  fibrous-tissue  tumours,  known  as  fibro- 
mata, may  arise  from  any  structure  in  the  body  where  connective 
tissue  is  to  be  found,  those  arising  from  the  fibrous  tissue  of  the 
uterus  affording  perhaps  examples  par  excellence.  The  term  4  desmoid,' 
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derived  from  the  Greek  SeVjioe,  and  signifying  something  that  has 
the  characteristics  of  a  ligament,  is  applied  to  such  a  tumour  when 
occurring  in  the  muscles  or  muscular  fasciae  of  the  abdominal  wall 
and  possessing  certain  clinical  characteristics  apart  from  fibromata 
occurring  in  other  parts  of  the  body.  As  several  of  these  interesting 
tumours  have  come  under  our  notice,  a  record  of  them  is  certainly 
justifiable  ;  for  not  only  are  they  uncommon,  but,  as  the  cases  show, 
early  recognition  and  free  removal  of  such  tumours  may  be  the  only 
means  of  preventing  a  fatal  termination. 

Of  the  seven  cases  that  have  occurred  during  the  last  few  years, 
two  are  dead  from  the  disease,  one  cannot  be  found,  and  the  remaining 
four  are  well.  One  of  these,  however,  underwent  a  second  operation 
for  recurrence  of  the  growth  seven  months  after  the  tumour  was  first 
removed.  The  separate  case  notes  show  that  of  the  cases  ending 
fatally,  one  had  a  history  of  four  operations,  three  of  them  being  for 
recurrence  of  the  disease,  which  eventually  involved  the  hollow  viscera 
in  the  abdominal  cavity. 

A  striking  feature  mentioned  in  the  literature  is  that  nearly  all 
of  these  growths  occurred  in  women  who  had  borne  children,  and  who 
not  infrequently  gave  a  history  of  difficult  labour  or  of  injury  to  the 
abdominal  wall.  Both  Bidwell1  and  Harvey  Stone2  report  cases  in 
which  the  tumour  was  first  noticed  after  the  onset  of  pregnancy,  and 
one  of  our  patients  (Case  1)  noticed  a  swelling  when  she  was  six  months 
pregnant.  All  the  women  had  borne  children,  and  one,  indeed,  twins, 
but  nothing  in  their  histories  pointed  to  difficult  labours,  though  a 
special  attempt  to  establish  this  fact  was  not  made. 

The  tumours  are  never  tender  on  palpation,  except  in  the  later 
stages,  when  the  peritoneum  is  involved.  They  have  no  movement 
further  than  that  communicated  by  the  abdominal  wall  on  respiration. 
They  do  not  disappear  —  on  the  contrary,  indeed,  they  sometimes 
become  more  apparent  —  when  the  patient  raises  the  head  and  shoulders, 
so  rendering  the  abdominal  muscles  tense.  These  two  latter  signs  are 
common  to  all  tumours  of  the  abdominal  wall.  As  these  growths 
increase  in  size,  they  tend  to  do  so  in  the  plane  of  least  resistance,  and 
if  arising  from  within  the  rectus  sheath,  whether  from  the  sheath  or 
from  the  muscle  itself,  the  tumour  spreads  longitudinally  upwards 
and  downwards,  and  will  not  until  a  late  stage  advance  laterally  and 
perforate  the  sheath  of  the  muscle.  When  occurring  in  the  oblique 
muscles  they  give  rise  to  sausage-shaped  tumours  which  lie  obliquely 
or  transversely. 

Although  desmoid  tumours  have  such  well-marked  clinical  features 

1  West  London  Medical  Journal,  1906,  vol.  xi. 

2  Annals  of  Surgery,  vol.  clxxxviii. 
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that  when  these  are  known  mistakes  ran  scam  ly  he  made,  it  is 
worthy  that  one  was  diagnosed  and  sent  up  as  an  enlarge!  «ra!l-hlar|oYr 
containing  many  calculi,  as  the  tumour  lay  in  fix  u|.|>,  -r  ,,.,,i  ,,i  the 
right  rectus  muscle;  \\hile  in  a  second  case  a  diagnosis  of  multipl,- 
subperitoneal  fibroids  of  the  uterus  was  made,  fix-  tumour,  a  Ian." 
one  in  this  case,  occupying  the  lower  part  of  the  right  rectlU  IIIUM  |<  . 
In  a  third  case  a  diagnosis  of  appendix  abscess  had  been  made,  and  in 
a  fourth  so  many  differences  of  opinion  arose  as  f<>  the  nature  and  the 
proper  treatment  of  the  growth  after  consultation  in  a  London  hospital. 
that  the  patient  decided  to  come  to  Newcastle  for  the  operation. 

It  must  be  remembered,  however,  that  although  the  majority  of 
cases  occur  in  women,  they  may  be  found  in  men.  Our  eases  shown! 
six  women  and  one  man.  The  growths  must  be  distinguished  from 
tumours  originating  within  the  peritoneal  cavity  and  adherent  to  the 
belly  wall,  and  from  those  that  have  their  origin  primarily  in  the 
abdominal  wall.  Of  these  latter  the  most  commonly  met  with  is  the 
gumma  or  deep-seated  abscess. 

Without  heeding  the  clinical  features  a  desmoid  may  be  mistaken 
for  an  abdominal  tumour  arising  from  any  of  the  hollow  \  i^eera, 
depending  upon  the  site  and  shape  of  the  tumour.  For  instance,  if 
the  tumour  is  rounded  and  situated  over  the  upper  half  of  the  right 
rectus  muscle,  a  diagnosis  of  pyloric  growth  may  be  made.  Of  the 
tumours  having  their  origin  within  the  peritoneal  cavity,  and  some- 
times closely  simulating  desmoids,  a  chronically  inflamed  appendix 
which  invades  the  region  of,  and  is  adherent  to,  the  abdominal  wall. 
forming  a  pancake-like  tumour,  is  most  commonly  met  with.  A 
large  desmoid  undergoing  myxomatous  change  may  exhibit  precisely 
the  same  features  when  situated  in  the  right  iliac  fossa.  These  growt  hs 
may  exist  for  a  long  time  before  they  show  any  great  increase  in  size. 
In  one  case  the  tumour  had  been  known  to  exist  for  three  years  before 
it  began  to  grow  seriously.  They  are  in  some  instances  first  noticed 
during  pregnancy,  the  increasing  vascularity  of  the  abdominal  wall 
in  pregnancy  appearing  to  stimulate  the  tumour  to  more  rapid  growth, 
and  thus  bringing  it  for  the  first  time  to  the  notice  of  the  patient. 

On  section,  to  the  naked  eye,  these  tumours  show  whorls  of  fibrous 
tissue  similar  to  uterine  fibroids,  though  the  growing  edge  is  often 
soft  and  pearl-coloured,  and  can  be  seen  pushing  its  way  through  the 
strands  of  muscle.  The  microscopical  appearance,  if  the  section  be 
taken  from  the  growing  edge  of  the  tumour,  will  show  spindle  cells 
with  but  little  fibrous  tissue.  At  the  centre,  however,  where  the 
blood-supply  is  less  active,  fibrous  tissue  will  be  in  excess.  The  changes 
undergone  are  mucoid,  showing  cysts,  myxomatous  change,  fibrosis,  and 
lastly,  but  to  be  distinguished  from  the  above  instances  of  degeneration, 
malignant  change.  This  was  the  termination  of  Case  5,  and  it  is 
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owing  to  the  possibility  of  such  change  occurring  that  immediately  a 
tumour  in  the  abdominal  wall,  however  small,  is  discovered,  explora- 
tion and  microscopical  examination  should  follow  without  delay. 

Conclusions. — There  are  certain  tumours — desmoids — originating 
in  the  abdominal  wall,  chiefly  in  the  upper  half  of  the  rectus  muscle, 
but  also  in  connection  with  the  other  muscles,  which  are  of  considerable 
clinical  importance. 

They  are  likely  to  be  mistaken  for  growths  in  the  abdomen,  unless 
the  possibility  of  their  occurrence  is  remembered. 

Their  association  with  pregnancy  is  so  frequent  as  to  constitute 
more  than  a  coincidence.  Possibly  traumatism,  by  muscle  stretching 
or  tearing,  is  of  etiological  significance. 

A  firm,  but  not  tender,  sausage-shaped  tumour,  possessed  of 
some  mobility,  across,  but  not  in  the  direction  of  the  fibres  of  the 
relaxed  muscle  with  which  it  appears  to  be  associated,  becoming  fixed 
when  that  muscle  is  made  tense,  and  occurring  in  a  woman  recently 
pregnant,  is  a  desmoid  tumour. 

The  treatment  is  to  excise  the  growth  at  once,  along  with  a  free 
margin  of  the  surrounding  structures,  including  the  peritoneum  under- 
lying it. 

CASE  1. — A  woman,  age  19  years,  married  ;  one  child,  age  6  months. 
Admitted  complaining  of  a  swelling  below  the  lower  ribs  on  the  left  side  on 
September  4,  1902.  The  swelling  was  smooth,  very  hard,  and  appeared  to 
be  connected  with  the  upper  part  of  the  left  rectus  muscle  and  to  be  attached 
to  the  ribs.  (The  patient  had  noticed  the  swelling  for  three  years.)  Oper- 
ation September  4  by  Dr.  A.  Parkin  (who  was  then  Mr.  Morison's  house 
surgeon).  An  incision  was  made  over  the  mass,  which  was  incised  and 
found  to  be  a  growth  in  the  rectus  muscle  and  adherent  to  the  ribs.  The 
whole  mass  with  the  affected  portion  of  the  muscle  and  ribs  was  excised. 
The  skin  incision  was  closed  with  silkworm  gut.  The  divided  muscles  were 
not  sutured.  The  patient  left  hospital  on  September  12  healed.  Patho- 
logical report  :  "  Spindle-celled  sarcoma." 

In  December,  1903,  a  nodule  was  discovered  in  the  scar,  and  it  was 
considered  to  be  a  recurrence.  In  May,  1904,  she  complained  of  pain,  and 
a  mass  could  be  felt  in  the  margin  of  the  scar  near  the  ribs.  She  was  not 
readmitted  till  March  loth,  1905,  with  a  definite  tumour  in  the  upper  third 
of  the  scar,  conical  in  shape,  about  1|  in.  by  1  in.,  not  attached  to  the 
ribs.  Operation  (Mr.  Morison)  on  March  27.  A  vertical  elliptical  incision, 
including  the  old  scar,  was  made  into  the  peritoneal  cavity  in  the  middle 
line  below  the  ensiform  cartilage.  The  peritoneum  just  over  the  left  lobe 
of  the  liver  was  invaded  by  the  growth.  The  upper  surface  of  the  left  lobe 
of  the  liver  was  roughened  by  adhesions,  but  there  was  no  visible  growth 
in  the  liver  itself.  The  costal  cartilages  of  the  seventh,  eighth,  and  ninth 
ribs  were  divided  on  the  outer  side,  and  the  portion  of  abdominal  and 
thoracic  wall  between  this  and  the  mid-line,  including  the  tumour,  was 
excised  down  to  the  middle  of  the  upper  half  of  the  rectus  muscle.  In 
removing  the  attached  portion  of  diaphragm  an  opening  was  made  into  the 
pleura  and  air  was  sucked  in.  The  pericardium  with  the  heart  beating 
forcibly  in  it  was  exposed  at  the  bottom  of  the  wound.  A  piece  of  india- 
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rubber  sheeting  packed  down  with  gauze  was  used  to  occlude  UK    ln.le  mi.. 
the  pleura,  and  the  skin  only  was  sutured  over  Hi.   -;ip.      It  \\;is  r,,,i  possible 
on  account  of  the  size  of  the  opening  to  umkr  :i  more  c  H<  <ti\«    el  «tm  <>!  it. 
The  patient  bore  this  formidable  operation  well,  and   recovered   \\iili 
little   shock.      The   portion    removed    included    an    ellipse   ol    loaned 
3^  in.  by  1^  in.,  and  portions  of  three  costal  cart i\:\m -s.   Hie  longest    I 
4  in.      The    growth    appeared    to    have    extended    towards  Hie   peritoneum 
between  two  ribs,   and  projected  against  it  by  three   knob-like    pTOO 
The  peritoneum  covering  these  was  roughened,  but  did  not  appear  to   l>e 
invaded  by  the  growth,  which  had  a  definite  capsule,  except  at  one  part. 
where  it  was  quite  soft  and  brain-like  and  had  burst.     The  remainder  of  I  lie 
growth    presented    the    appearance    of   a    fibroma.     Pathologist \    report: 
"  Spindle-celled  sarcoma."     The  patient  left  hospital  on  July  10. 

Nine  months  later  she  was  readmitted  because  she  had  noticed  some- 
thing coming  back,  and  it  had  caused  her  some  pain.  On  examination 
there  was  a  mass  of  growth  occupying  the  remaining  portion  of  the  upper 
half  of  the  left  rectus  muscle  for  about  three  inches  and  below  the  old  sear. 
which  was  healthy.  It  was  of  interest  to  note  how  firm  the  abdominal  wall 
had  become  from  cicatricial  tissue  at  the  site  of  the  extensive  removal  of 
all  of  its  structures  except  the  skin,  for  there  was  no  hernia,  and  it  felt 
strong.  Third  operation:  The  abdomen  was  opened  in  the  middle  lin»-  to 
the  right  of  the  tumour,  which  was  then  seen  to  be  adherent  by  its  deep 
surface  to  the  liver  and  to  the  omentum.  After  separation  of  the  adhesions 
and  gauze  packing,  the  growth  was  widely  excised  through  a  crucial  incision. 
The  abdominal  wall  was  repaired  as  well  as  seemed  possible  by  deep,  thick 
catgut  sutures. 

Four  months  later  the  patient  reported  herself.  She  looked  well  and 
strong,  and  there  was  no  sign  of  recurrence.  She  was  readmitted  three 
months  later  (November  7,  1906)  greatly  changed,  as  she  was  now  thin 
and  looked  anaemic,  and  complained  of  pain  coming  on  after  food.  On 
palpating  the  abdomen  a  deep  mass  was  felt  in  the  neighbourhood  of  the 
umbilicus  adherent  to  the  abdominal  wall.  4th  operation  on  November 
15.  On  opening  the  abdomen  the  mass  was  found  to  be  adherent  to  the 
abdominal  wall  and  invading  the  stomach  and  duodenum.  An  attempt 
was  made  to  remove  it,  and  during  this  the  growth  was  opened  and  a  large 
mass  of  soft  broken-down  material  came  away.  The  lesser  sac  was  now 
found  to  be  filled  by  growth,  which  presented  through  the  gastro-hepatic 
omentum,  and  the  attempt  to  do  a  complete  operation  was  abandoned. 
The  visceral  openings  and  the  abdominal  wall  were  closed  by  suture,  and 
severe  shock  followed  the  operation. 

The  pathologist's  report  of  the  tumour  was  "  spindle-celled  sarcoma." 
The  patient  gradually  recovered  from  shock,  but  died  thirteen  days  after  the 
operation  soon  after  the  formation  of  a  duodenal  fistula.  Post-mortem 
examination  showed  that  all  the  visible  growth  had  been  removed,  but  that 
the  lesser  sac  was  full  of  it.  There  were  no  secondary  deposits  in  the  lun«;> 
or  in  any  of  the  other  viscera.  The  opening  in  the  duodenum  was  in  its 
first  part  on  the  upper  surface  just  beyond  the  pylorus,  and  was  due  to 
leakage  from  the  part  sutured. 

CASE  2. — A  married  woman,  age  36  years  ;  had  had  two  children,  age 
1  and  8  years.  Twelve  months  ago  the  patient  accidentally  discovered  a 
lump  in  her  right  side.  It  was  quite  painless,  and  except  for  a  slight 
pricking  sensation  caused  her  no  inconvenience  of  any  kind.  The  tumour 
had  grown  in  size  very  little  since  it  was  first  noticed,  and  on  examination  a 
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large,  easily  palpable  tumour  was  found  in  the  region  of  the  gall-bladder  and 
in  connection  with  the  right  rectus  muscle.  It  was  not  tender,  and  could  be 
picked  up  and  held  between  the  finger  and  thumb.  On  February  22,  1905,  a 
vertical  incision  was  made  over  the  tumour,  which  was  widely  excised.  The 
whole  of  the  rectus  muscle  surrounding  it,  and  a  portion  of  the  peritoneum 
about  the  middle  of  the  posterior  surface  of  the  tumour  where  it  was 
adherent,  were  removed.  The  abdomen  was  closed  in  four  layers.  The 
tumour  on  section  was  hard  and  firm,  like  a  fibroma.  The  pathologist' s 
report  was  :  "  Dense  fibroma  containing  spindle  cells."  December,  1908  : 
Well  ;  no  recurrence.  March,  1910  :  Well. 

CASE  3. — A  married  woman,  age  28  years  ;  had  had  two  children, 
4  and  2|  years.  Admitted  to  hospital  July  23,  1906.  Patient  was  well  up 
to  four  years  ago,  when  she  noticed  that  something  was  wrong  with  her  left 
side.  She  made  this  observation  shortly  after  her  confinement.  Six  months 
later  she  noticed  a  definite  lump  in  the  same  situation  which  had  gradually 
got  larger  and  was  now  of  about  the  size  of  a  hen's  egg.  Examination  showed 
a  hard  nodular  tumour  in  the  abdominal  wall  above  Poupart's  ligament  and 
above  the  left  pubic  spine.  As  her  abdomen  was  a  lax  one  the  tumour 
could  be  lifted  up  between  a  finger  and  thumb.  Operation  on  July  24. 
Oblique  incision  over  the  tumour  4  in.  in  length.  The  tumour  was  in 
the  rectus  muscle.  It  was  removed  with  the  adjoining  and  surrounding 
muscle,  and  the  abdominal  wall  was  closed  in  layers.  Examination  of  the 
tumour  showed  all  the  characters  of  a  fibroma.  It  sprang  from  the  sheath 
of  the  rectus  muscle.  Pathologist 's  report  :  t;  Fibrifying  spindle-celled 
sarcoma."  This  patient  cannot  be  found,  having  left  the  district. 

CASE  4. — A  married  woman,  age  35  years.  The  patient  had  three 
children,  the  last  born  two  years  ago,  when  she  had  twins.  Five  weeks  ago 
she  noticed  a  tumour  1  in.  below  the  ribs  and  towards  the  right  side  ; 
quite  painless.  On  examination  there  was  a  small,  hard,  rounded  tumour  in 
the  right  rectus  muscle  just  below  the  umbilicus.  The  tumour  could  still 
be  felt  when  the  abdominal  muscles  were  made  tense.  A  longitudinal 
incision  was  made  over  the  swelling,  and  a  portion  of  the  rectus  muscle  and 
its  sheath,  including  the  growth,  was  removed  along  with  the  peritoneum, 
which  was  adherent  behind.  The  muscles  were  drawn  together  by  a  series 
of  strong  catgut  sutures.  On  section  the  growth  cut  and  looked  like  a 
fibroma  invading  the  rectus  muscle  and  its  sheath.  The  pathological  report 
was  "  Fibrifying  spindle-celled  sarcoma  invading  voluntary  muscle." 

CASE  5. — A  man,  age  33  years,  was  admitted  to  hospital  on  February  6, 
1907.  He  looked  ill  and  had  lost  weight.  He  complained  of  loss  of  appetite 
and  night  pain  in  the  right  side  of  the  abdomen,  which  had  a  swelling  in  it. 
On  examination,  there  was  a  hard,  cake-like  mass  in  the  right  iliac  fossa, 
which  at  one  point  showed  an  area  of  softening.  On  the  9th  an  oblique 
incision  was  made  over  the  tumour  and  the  muscles  were  divided.  They  were 
infiltrated  with  a  fibrous  deposit,  and  in  parts  showed  soft  debris-like  growth. 
The  peritoneal  cavity  was  not  opened.  The  microscopical  report  was  that 
the  "  structure  is  that  of  myxomatous  degeneration,  probably  sarcomatous." 
Patient  developed  a  faecal  fistula  on  March  9,  and  left  hospital  a  few  days 
afterwards  in  very  poor  general  condition.  Several  months  later  he  was 
traced  to  the  Western  Infirmary,  Glasgow,  where  he  died. 

CASE  6. — A  married  woman,  age  25  years,  was  admitted  to  hospital  on 
March  9,  1908,  complaining  of  a  lump  in  the  right  side  of  five  months'  dura- 
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tion.  She  had  had  two  children  ;  the  first  was  a  year  old  and  the  second 
eight  weeks.  The  tumour  was  painless  and  had  not  in< -r< -a-  <l  in  si/e.  On 
examination,  patient  was  a  small,  thin  woman,  and  had  ;i  hard  tumour  ..I 
the  size  of  a  hen's  egg  in  the  upper  part  of  the  right  net  MS  muscle.  It  had 
a  sharply  denned  inner  and  outer  edge,  but  above  and  below  ended  ind< -Unit .  I  v 
in  the  muscle.  It  had  all  the  characters  of  a  tumour  in  the  abdominal  \\afl. 
On  March  10  the  abdomen  was  opened  in  the  middle  line  parallel  to  tin 
tumour,  and  a  transverse  incision  was  made  above  and  below  I  he  -routh. 
All  the  structures  of  the  abdominal  wall  around  the  tumour  were  removed 
down  to  the  peritoneum,  which  was  left  intact.  The  divided  edgei  "I  t In- 
internal  oblique  and  transversalis  muscles  were  drawn  over  to  and  stitched 
to  the  linea  alba,  and  the  tendon  of  the  external  oblique  was  sutured  over 
them.  The  tumour,  which  measured  4  in.  by  3  in.  and  was  1  in.  thick 
and  invading  the  rectus  muscle,  was  closely  incorporated  with  its  anterior 
sheath.  On  section,  the  tumour  looked  like  a  fibroid  of  the  uterus  and 
showed  definite  whorls  of  fibrous  tissue,  with  small  mucoid  cysts  in  its 
interior.  Patient  left  the  hospital  well.  On  October  17  of  the  same  year 
she  returned  with  a  recurrence,  stating  that  she  had  remained  well  for  four 
months  after  the  operation,  when  she  again  observed  the  tumour,  which 
was  quite  painless  as  before.  Her  general  condition  was  good.  At  tin- 
lower  aspect  of  the  incision  in  the  rectus  muscle  there  was  a  hard  small  mass 
of  growth.  On  October  20,  1908,  by  a  u-shaped  flap  the  abdomen  was 
opened,  and  the  whole  of  the  portion  of  the  rectus  muscle  containing  the 
growth  was  widely  removed.  The  omentum  was  brought  up  to  fill  the 
gap  in  the  peritoneum,  and  the  muscles  were  brought  together  as  well  M 
possible,  being  sutured  with  silk.  She  made  an  uninterrupted  recovery, 
and  left  hospital  well  and  healed.  On  March  17,  1910,  she  was  seen  again. 
She  was  in  excellent  health,  and  there  was  no  recurrence  and  no  weakness  in 
the  scar,  and  she  could  do  her  housework  well.  On  both  occasions  the 
pathologist's  report  was  that  the  "  tumour  was  a  fibro-sarcoma." 

CASE  7. — A  female,  age  30  years.  Had  had  two  children,  the  youngest 
three  years  ago.  About  two  years  before  admission  she  noticed  a  lump  of 
the  size  of  a  walnut  below  and  to  the  right  of  the  umbilicus.  Recently  the 
swelling  had  increased  in  size  rapidly.  It  had  always  been  quite  painless. 
It  was  first  noticed  twelve  months  after  the  last  child  was  born.  The  tumour 
was  hard  and  not  tender,  and  was  about  2£  in.  long  by  1£  in.  across  its 
middle.  It  followed  the  line  of  the  rectus  muscle  and  had  all  the  character- 
istics of  an  abdominal -wall  tumour.  On  October  31,  1908,  a  v-shaped 
incision  was  made  over  the  tumour.  The  lower  part  of  the  rectus  muscle 
below  the  tumour  was  divided  across,  the  deep  epigastric  artery  bcini: 
ligatured  and  divided.  The  peritoneal  cavity  was  opened  in  the  middle 
line,  and  the  middle  third  of  the  rectus  muscle,  including  the  aponeurosis 
and  peritoneum,  removed.  The  abdominal  wall  was  repaired  by  suturing 
the  peritoneum  separately,  and  the  linea  alba  was  brought  to  the  cut  edges 
of  the  transversalis  and  oblique  muscles.  On  section  the  tumour  was 
lozenge-shaped,  hard,  and  fibrous.  The  pathological  report  was  :  "  Fibrifying 
spindle-celled  sarcoma  with  myxomatous  change." 
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CASES    AND    SPECIMENS    OF    TUMOURS    WHICH 
PREDISPOSE  TO  MALIGNANCY. 

(Northumberland  and  Durham  Medical  Society :   Reported  in  Journal, 

1910,  p.  175.) 

Mr.  Morison  showed — 

CASE  1. — The  patient,  J.  W.,  age  54,  had  his  first  attack  of  haematuria 
six  years  ago.  Four  years  ago  he  was  admitted  to  the  Infirmary  under  my 
care.  His  bladder  was  opened  suprapubically  and  found  to  be  filled  with 
papilloma.  The  growth  was  spread  over  the  bladder  wall,  and  there  was 
no  definite  pedicle.  The  growth  was  removed  and  the  bladder  drained. 
The  patient  was  well  after  this  operation  for  three  and  three-quarter  years. 
He  returned  in  January  of  this  year  complaining  of  frequent  micturition, 
with  occasional  haemorrhage  and  pain.  The  cystoscope  showed  a  papillo- 
matous  apparently  malignant  growth  at  the  fundus  of  the  bladder.  The 
growth  was  removed  on  January  31,  and  the  pathological  report  on  it  was 
primary  papilloma  showing  definite  carcinomatous  changes.  At  the  present 
time  the  patient  was  free  from  symptoms,  but  the  cystoscope  showed 
recurrence  of  the  growth. 

CASE  2. — A  man,  age  62.  Twenty-two  and  a  half  years  ago  the  patient 
first  observed  a  lump  on  his  parotid.  Twenty-one  years  ago  a  growth 
(parotid  tumour)  was  excised  by  Dr.  Hume.  There  was  no  sign  of  anything 
wrong  till  seventeen  and  a  half  years  later,  when  it  commenced  to  grow 
again.  Three  years  ago  I  removed  a  typical  parotid  tumour  (fibro-adeno- 
chondro-myxo -sarcoma)  with  some  difficulty.  One  year  ago  it  commenced 
to  grow  again,  and  was  recently  removed  by  Mr.  Richardson,  who  found  it 
so  deeply  infiltrating  as  to  necessitate  the  removal  of  the  parotid  gland  and 
facial  nerve,  and  to  leave  doubts  as  to  its  complete  extirpation. 

These  cases  were  shown  to  emphasize  the  fact  that  certain  tumours, 
apparently  simple,  predisposed  to  the  development  of  malignant  disease,  and 
of  these  parotid  tumours  and  bladder  papilloma  took  a  high  rank. 


PATHOLOGICAL   SPECIMENS. 

(Northumberland  and  Durham  Medical  Society :  Reported  in  Journal, 

1910,  p.  195.) 

INTESTINAL  POLYPUS  WHICH  CAUSED  AN  INTUSSUSCEPTION. 

Portion  of  intestine  removed  by  operation  from  male.  Showing  ovoid 
polypus,  size  of  a  walnut. 

History. — Attack  of  intestinal  obstruction.  Three  weeks'  history  of  an 
attack  of  abdominal  pain,  vomiting,  hsematemesis,  melaena.  There  was 
peristalsis,  with  intestinal  rumblings.  He  had  retention  of  urine  on  admission. 

Remarks. — Good  recovery. 

LOOP  OF  SMALL  INTESTINE  WITH  MECKEL'S  DIVERTICULUM. 
Removed  by  operation  from  male,  age  29.     Showing  strangulation. 
History. — Sudden  severe  cramping  pain  at  umbilicus  1|  hours  after  a 
meal  and  40  hours  before  operation  ;   vomited  everything. 
Remarks. — Uninterrupted  recovery. 
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PART  OF  SIGMOID  FLEXURE,  WITH  Mi  LTIPLK  SUM  i  i. 

one  of  which  had  ruptured  into  the  bladder  "and  had  caused  a'siymoido- 
vesical  fistula.  This,  together  with  the  loop  of  small  intestine.  \\n^  excised 
by  operation,  and  the  hole  in  the  bladder  sutured  up.  Recover  \ . 

TERMINATION   OF   ILEUM,   C/ECUM,   AND    ASM.XDIM;    COLON. 

Removed  by  operation  from  male,  age  18.  Showing  great  dilatation 
and  hypertrophy  of  all  the  walls. 

History. — Two  years'  history  of  attacks  of  intestinal  obstruction  . 
emaciation  ;  tumour  of  caecum.  First  operation,  ileocolostomy,  gave  no 
relief;  second  operation,  excision  of  intestine  (with  division  of  omental 
adhesion  to  ascending  colon),  completely  cured  him. 

Micro.  Report  No.  2057. — No  inflammation,  tubercle  or  new  growth  ; 
all  coats  swollen  and  oedematous. 

Remarks. — Uninterrupted  recovery.  Scar  of  first  operation  was  keloid  ; 
tuberculous  glands  in  mesentery. 

HYPERPLASTIC  TUBERCULOSIS  OF  C^ECTM. 

Removed  by  Professor  Morison  from  female,  age  22.  Showing  lower 
six  inches  of  ileum,  caecum,  the  seat  of  the  disease,  ascending  and  half  tin 
transverse  colon,  resected  along  with  the  adjacent  mesentery. 

History. — One  year  ago  she  began  to  have  pain,  and  a  lump  was  noticed 
in  right  iliac  fossa  ;  a  faecal  fistula  formed  and  discharged  up  to  time  that 
growth  was  removed. 

Micro.  Report. — Diffuse  granulomatous  infiltration.  No  definite  giant- 
cell  system.  The  case  is  one  of  tuberculosis  of  caecum  of  the  hyperplastic 
type. 

OVARIAN  DERMOID  CYST.  WHICH  HAD  SLOUGHED  AWAY  AND  FORMED 

A  NATURAL  CURE. 

Removed  by  operation  from  female.  Showing  hair,  fat,  and  rudimen- 
tary teeth. 

Remarks. — The  cyst  pedicle  had  slougned  (after  torsion).  The  cyst 
depended  for  its  blood-supply  on  the  neighbouring  adherent  intestine. 

PEDUNCULATED  UTERINE  FIBROID. 

Removed  by  operation  from  female,  age  45.  Showing  fibroid  under- 
going degeneration  ;  the  pedicle  had  sloughed,  and  the  tumour  was  deriving 
its  blood-supply  from  the  pelvic  colon,  to  which  it  was  adherent. 

History. — Attacks  of  abdominal  pain  for  two  years,  when  she  vomited  ; 
swelled  in  her  right  iliac  fossa  ;  got  relief  when  swelling  disappeared. 

Remarks. — Uninterrupted  recovery. 

PREGNANT  UTERUS  AND  BODKIN. 

Removed  by  operation  from  female.  Showing  broken  bodkin 
impacted  ;  cervix  uteri  (upper  portion). 

History. — Attempted  abortion  prior  to  operation. 
Remarks. — Recovery. 

HYDROCELE  OF  FEMORAL  HERNIA  SAC. 

Removed  by  operation  from  female,  age  37.  Showing  digitations  of 
the  sac,  which  contained  clear  fluid. 
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History. — Hernia  for  many  years.  There  was  a  large  swelling  in  her 
left  groin,  which  gave  no  impulse  on  coughing.  Was  very  soft  and  trans- 
lucent. 

Remarks. — Sac  excised.  Found  to  be  in  connection  with  old  femoral 
hernia.  Good  recovery. 

RENAL  CYST. 

Removed  by  operation  from  female,  age  48.  Showing  large  unilocular 
cyst. 

History  of  six  years.  Caused  very  little  trouble  except  increased  size 
of  abdomen.  Only  pain  she  had  was  at  the  base  of  the  sacrum,  and  she 
only  had  that  for  the  last  four  months.  She  had  menorrhagia. 

Micro.  Report  of  Kidney  Tissue,  No.  S/2189.  —  Chronic  interstitial 
nephritis. 

Remarks. — Clinically  it  was  not  unlike  a  large  ovarian  cyst.  Removed 
intraperitoneally,  along  with  small  wedge  of  kidney.  Good  recovery. 

NINE  FEET  OF  SMALL  INTESTINE. 

Removed  by  operation  from  female,  age  54.  Showing  intestine  and 
overlying  skin  with  faecal  fistula. 

History. — Appendix  abscess  ;  post-operative  hernia  and  strangulation  ; 
herniotomy  only ;  faecal  fistula  developed.  At  subsequent  operation  it 
was  impossible  to  reduce  the  intestine. 

Remarks. — Very  fat  woman.     Recovery. 


APPENDICITIS. 

(Medical  Annual,  1910.) 

In  the  majority  of  cases  the  diagnosis  of  appendicitis,  if  care  be 
taken,  is  easy.  It  is  well  first  to  remember  that  the  greatest  number 
of  attacks  of  abdominal  pain,  more  than  ordinarily  severe,  are  due 
to  appendicitis.  If  the  pain,  after  some  diffusion,  has  located  itself 
in  the  right  ilac  fossa,  if  the  patient  has  been  sick,  has  an  elevated 
temperature,  localized  tenderness  over  the  appendix,  and  rigidity  of 
the  muscles  in  the  right  iliac  fossa,  the  appendix  is  acutely  inflamed 
and  distended,  the  outcome  of  the  illness  is  uncertain,  and  every  hour 
dedicated  to  delay  and  watching  makes  the  prognosis  more  serious. 
No  surgeon  doubts  this.  Many  have  discussed,  and  still  discuss, 
the  question  "  When  to  operate  in  cases  of  appendicitis,"  but  not  one 
denies  that  in  the  early  stage,  i.e.,  before  perforation,  operation  is  so 
successful  that  death  following  it  must  be  regarded  as  a  surgical 
calamity.  It  is  when  the  appendix  has  leaked,  and  a  localized  or 
diffuse  peritonitis  has  followed,  that  doubt  as  to  the  propriety  of 
immediate  operation  may  be  entertained.  There  can  be  no  doubt 
here.  An  attack  heralded  by  such  symptoms  and  signs  is  one  of 
severe  appendicitis,  and  the  only  reasonable  treatment  is  to  remove 
the  appendix  before  it  bursts  and  causes  serious  complications.  The 


SURGICAL     CONTRIBUTIONS— ABDOMINAL  - 1  i 

rule  then,  with  so  few  exceptions  as  only  to  prove  it,  is  that  the  wound 
heals  by  first  intention,  and  that  at  the  end  of  a  month  tin-  patient  is 
fit  for  work. 

But  the  symptoms  and  signs  arc  not  always  sufficiently  definite 
to  allow  of  such  prompt  action.  In  the  case  of  children,  nut  in IV.  - 
quently  the  diagnosis  is  so  difficult — for  the  signs  may  he  misleading 
—that  an  opinion  may  have  to  be  based  on  probabilities,  and  be 
largely  guess-work.  This  is  unfortunate,  as  early  operation  is  specially 
indicated  in  them.  In  adults,  after  the  initial  pain  has  passed,  if 
the  appendix  is  protected  by  its  situation  (outer  side  of  colon,  suh- 
caecal  fossa)  or  is  wrapped  up  in  omentum,  all  the  ordinary  symptoms 
and  signs  may  be  absent,  and  only  a  tender  lump  is  found  to  indicate 
the  serious  nature  of  the  attack.  A  little  later  the  rupture  of  omcntal 
adhesions  may  allow  a  quantity  of  putrid  matter  to  discharge  into 
the  peritoneal  cavity,  and  set  up  one  of  the  gravest  types  of  general 
peritonitis. 

What  is  to  be  done  when  the  attack  is  so  indefinite  as  to  lead  to 
doubts  in  diagnosis?  Avoid  the  use  of  morphia  till  a  definite 
diagnosis  and  prognosis  can  be  made,  and  watch  and  keep  an  hourly 
record  of  the  condition,  with  a  note  of  each  sign,  but  especially  regard- 
ing the  pulse-rate.  If  there  is  a  steady  increase  in  the  pulse,  this 
alone  calls  for  operation  ;  if  at  the  end  of  twelve  hours  there  is  no 
improvement  in  every  sign,  operation  is  the  best  course.  There  are 
several  reasons  why  this  prompt  and  vigorous  action  has  not  yet 
been  universally  received  by  practitioners.  The  first  is  that  surgical 
teaching  has  not  been  definite  enough  on  the  small  risk  incurred  by 
early  operation,  and  the  great  advantages  which  follow  it.  The 
second  is  that  the  mortality  of  a  disease  is  rightly  regarded  as  the 
strongest  argument  in  favour  of  an  operation,  and  its  morbidity  has 
scarcely  entered  into  consideration. 

It  is  now  universally  known  that  at  least  80  per  cent  of  cases  of 
appendicitis  will  recover  if  treated  without  operation,  that  abscesses 
can  discharge  themselves  spontaneously  into  the  intestine  and  allow 
of  recovery,  and  that  even  the  most  hopeless-looking  case  of  general 
peritonitis  may  recover  without  surgical  aid.  Previous  exaggerated 
stories  as  to  the  mortality  of  appendicitis  treated  on  medical  lines 
have  encouraged  that  reaction  against  operation  which  is  always 
certain  to  follow  too  alarmist  statements.  The  truth  is,  however, 
that  every  abscess  and  all  peritonitis  put  the  patient  in  serious  danger, 
that  both  are  only  likely  to  recover  after  a  prolonged,  painful,  and 
dangerous  illness,  and  that  both  the  high  death-rate  and  the  large 
percentage  of  cases  in  which  abscess  and  peritonitis  occur,  still 
occasion  serious  reflections  upon  the  promptitude,  courage,  and  skill 
of  our  profession.  It  is  necessary  to  emphasize  this,  for  some  doctors 
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hesitate  to  recommend  an  operation  from  fear  of  what  their  patients 
may  think.  This  is  not  fair.  No  reasonable  patient  ever  hesitates 
to  prefer  operation  to  the  alternative  if  it  is  explained  that  the  chief 
object  of  the  operation  is  to  prevent  dangerous  complications,  and 
if  both  are  fairly  offered  as  they  ought  to  be.  Last  year  (1908),  417 
cases  of  appendicitis  were  operated  upon  in  the  Royal  Victoria 
Infirmary,  Newcastle-upon-Tyne,  and  of  these  18  died.  They  were 
all  patients — chiefly  young  men  and  women — in  vigorous  health  at 
the  time  of  the  attack,  and  it  is  true  to  say  that  not  more  than  two 
would  have  died  if  operation  had  been  performed  before  the  appendix 
had  leaked.  The  result  of  delayed  operation  was,  that  in  addition 
to  the  deaths,  half  of  those  with  acute  appendicitis  who  recovered, 
did  so  after  a  dangerous  operation  and  a  serious  and  prolonged  illness, 
and  some  of  them  were  damaged  permanently  by  extensive  intra- 
abdominal  adhesions  or  hernia  through  the  scar. 

The  diagnosis  of  abscess  in  connection  with  the  vermiform 
appendix  is  made  by  the  history  of  the  attack — that  of  a  sudden  pain 
followed  by  abdominal  illness,  and  the  presence  of  a  definite  tender 
swelling  in  the  right  iliac  fossa  after  the  third  day  from  the  commence- 
ment. A  careful  study  of  the  abscess  and  its  relations  can  also  lead 
to  a  diagnosis  of  the  position  of  the  appendix,  and  thus  prove  of  great 
value  to  the  operating  surgeon.  (See  a  paper  of  the  writer's  in  the 
Lancet,  February  23,  1901.)  As  we  have  said  before,  these  abscesses 
may  cure  themselves  by  bursting  into  the  intestine,  and  they  do  so 
with  considerable  frequency,  but  the  risk  to  life  is  diminished  and 
the  period  of  illness  is  curtailed  by  operation. 

What  is  to  be  the  operation  ?  Drainage  of  the  abscess  is  the  only 
essential  so  far  as  the  immediate  danger  to  life  is  concerned,  and  all 
surgeons  are  agreed  that  this  is  necessary.  What  is  not  yet  agreed 
upon  is  what  is  to  be  done  with  the  appendix.  Probably  all  agree 
that  if  it  makes  its  appearance  in  the  wound  it  should  be  excised. 
If  not,  many  say  no  search  should  be  made  for  it,  as  barriers  against 
general  infection  of  the  peritoneum  may  be  broken  down,  and  the 
danger  of  the  operation  would  be  much  increased.  Some  surgeons 
who  object  to  the  removal  of  the  appendix  during  the  operation  done 
for  evacuation  of  the  abscess,  advocate  its  removal  by  a  second  opera- 
tion when  the  wound  has  healed.  The  question  still  is  largely  a 
personal  one.  The  present  writer's  belief  is  that  the  appendix  should 
be  excised  whenever  possible.  He  knows  he  can  do  it  without  adding 
to  the  risk  of  the  operation  during  the  evacuation  of  the  abscess  in 
95  per  cent  of  cases,  and  that  is  his  rule.  It  is  his  belief,  however, 
that  an  inexperienced  operator  should  limit  the  operation  to  evacua- 
tion of  the  pus,  and  that  after  the  wound  has  healed  nothing  more 
should  be  done  unless  the  appendix  remains  tender,  gives  trouble,  or 


SURGICAL     CONTRIBUTIONS— ABDOMINAL  si;, 

threatens  to  cause  another  attack,  when  it  should  i>,  ,,i  ,,,„.,. 

When  the  abscess  is  pelvic  in  position.  an  exception  to  this  slat.  m<  nt 
must  be  made,  for  it  is  seldom  wise  to  operate  IV.. m  th«  abdomen* 
In  these  eases  the  pus  bulges  into  the  rectum,  and  when  il  is  r<  .id\ 
for  operation  causes  rectal  teiicsnms.  incontinence,  with  free  mucous 
discharge,  and  a  patulous  anus.  An  opening  through  the  anterior 
rectal  wall  is  then  entirely  safe  and  gives  immediate  relief. 

The  form  of  appendicitis  which  usually  leads  to  general  peritonitis 
is  that  variety  in  which  so  much  stress  has  been  laid  on  the  '  qui<  t 
interval.'  The  commencement  has  been  stormy,  then  after  a  f«-w 
hours  the  '  delusive  lull '  occurs,  followed  later  by  a  serious  recurrence 
of  pain  and  illness,  and  the  development  of  general  peritonitis.  Tin- 
preliminary  attack  of  pain  is  explained  by  the  tension  of  an  i nil. -mud 
and  distended  appendix,  and  the  symptoms  produced  are  similar  to 
those  of  a  strangulated  hernia,  because  they  depend  upon  the  same 
cause,  viz.,  acute  distention  and  vascular  disturbance  in  a  piece  <>i 
bowel.  There  are  acute  pain,  urgent  vomiting,  and  inability  to  pass 
flatus.  But  there  is  no  hernia,  and  there  is  a  rise  in  temperature  and 
marked  tenderness  and  rigidity  in  the  right  iliac  fossa.  The  'quiet 
interval  '  is  due  to  gangrene  or  to  a  small  leak  in  the  walls  of  the 
appendix.  Its  tension  is  relieved,  its  nerves  are  killed,  and  the  conse- 
quences are  that  pain  disappears  and  the  vomiting  ceases.  It  is  tin 
cessation  of  these  troubles  that  leads  to  the  '  delusive  lull.'  The 
patient  appears  to  be  well,  indeed  the  change  may  be  so  great  as  to  be 
described  by  friends  as  marvellous  ;  but  to  the  medical  man  it  is 
relative  only.  There  is  always  something  to  guide  him  aright  if  the 
case  has  been  carefully  considered  and  each  sign  studiously  noted. 
It  is  usually  the  pulse,  or  the  facial  expression,  or  both.  The  pulse- 
has  not  regained  its  normal  state,  probably  has  increased  in  rapidity, 
or  the  face  still  retains  the  grey,  pinched,  anxious  look  of  such  serious 
omen.  It  often  requires  courage  and  conviction  to  say  all  is  not  well 
when  everything  looks  so  promising,  and  only  when  the  ^an^n-nnns 
or  perforated  appendix  has  been  demonstrated  do  they  meet  with 
their  due  reward. 

When  the  gangrenous  appendix  ruptures,  peritonitis  begins. 
Another,  though  more  rare,  cause  for  general  peritonitis  is  the  rupture 
of  a  localized  abscess.  In  either  case  the  onset  is  marked  by  acute 
pain,  vomiting,  rise  of  temperature,  increasing  pulse-rate,  the  charac- 
teristic facial  expression  of  acute  abdominal  illness,  and  tenderness 
and  rigidity  of  the  overlying  abdominal  wall.  As  the  peritonitis 
spreads,  so  do  the  parietal  tenderness  and  rigidity  extend.  When 
the  pelvic  peritoneum  is  invaded,  in  males  especially,  frequent  painful 
micturition,  possibly  retention  of  urine,  are  complained  of.  In  a 
later  stage  the  intestines  become  distended  and  the  signs  of  intestinal 
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obstruction,  more  or  less  complete,  develop.  More  and  more  the 
abdominal  distention  increases,  till  finally  the  abdomen  becomes 
drum-like,  the  vomited  matter,  often  faeculent  in  odour,  becomes 
coffee-ground  in  character,  the  failing  circulation  is  shown  by  coldness 
and  lividity  of  the  hands,  and  the  patient,  though  so  ill,  may  be  unable 
from  septic  intoxication  to  appreciate  at  all  the  gravity  of  the 
situation.  Before  the  abdomen  has  become  tense  and  distended,  the 
treatment  is  to  remove  the  appendix,  drain  the  pelvis,  keep  the  patient 
sitting  up,  and  introduce  as  much  fluid  into  the  colon  as  it  will  absorb. 
When  the  abdomen  is  tense  and  distended,  the  writer's  practice  is  to 
delay  operation  and  treat  symptoms.  For  the  vomiting,  withhold  all 
nourishment  by  the  mouth,  and  wash  out  the  stomach.  To  relieve 
pain,  poultice  the  abdomen,  and  if  needful  give  sufficient  morphia. 
For  distention,  the  frequent  use  of  a  flatus  tube  at  times  when  the 
colon  is  not  used  for  purposes  of  absorption.* 

The  more  chronic  lesions  of  the  appendix — those  in  which  the 
inflammatory  attack  is  liable  to  terminate  in  fibrosis — are  more 
difficult  of  recognition  than  the  acute  varieties.  There  are  good 
reasons  for  believing  that  anaemia,  indigestion,  and  some  forms  of 
colitis  have  a  relation  to  changes  in  the  appendix,  that  they  may  be 
the  chief  evidence  of  these,  and  can  only  be  cured  by  removal  of  that 
organ.  In  these  instances  the  appendix  should  be  palpable,  and 
pressure  on  it  should  cause  the  characteristic  uneasiness  in  some 
remote  part  of  the  abdomen  of  which  the  patient  has  made  chief 
complaint.  If  these  conditions  are  fulfilled,  removal  of  the  appendix 
should  be  advised,  but  it  is  never  safe  to  promise,  even  after  evidence 
of  gross  disease  is  found  in  the  appendix,  still  less  if  a  lesion  has  to  be 
looked  for  with  great  care,  that  all  the  existing  symptoms  of  ill-health 
will  disappear  as  a  result  of  the  operation.  The  fact  is  that  in  the 
abdomen,  as  elsewhere,  the  results  of  speculative  surgery  are  apt  to 
lead  to  disappointment,  and  the  brilliant  cures  occasionally  effected 
do  not  always  mean  that  the  surgery  has  been  good.t 

The  '  interval '  operation  for  removal  of  the  appendix  is  indicated 
(1)  If  there  is  a  definite  and  reliable  history  of  more  than  one  attack 
of  appendicitis  ;  (2)  When  physical  signs  of  organic  disease  in  the 
appendix  are  discoverable.  A  thickened,  tender  appendix  can  often 
be  felt  as  a  rounded,  elongated  body,  pressure  on  which  produces 
a  disagreeable  sensation  in  the  neighbourhood  of  the  umbilicus,  the 
epigastrium,  or  the  opposite  iliac  fossa.  It  should  be  unlikely  that 
the  case  is  one  for  operation  unless  some  physical  sign  of  disease  is 

*  This  is  still  my  belief. 

t  It  is  a  pity  that  this  is  still  too  often  forgotten. 
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present,    and    furl  her    \v;ii(ini:    .-md    Ava Idling    Jin.    desirable    b<  i 
operation  is  decided  upon. 

Any  other  suggestions  than  these  require  the  gravest  ecu  si  der- 
ation. It  should  not  be  taught  that  excision  of  th< •  ;ip|x -ndix  dees  no 
harm  if  it  does  no  good,  and  that  every  abdominal  pain  of  doubtful 
origin  demands  exploration  and,  if  no  other  explanation  for  it  is  found, 
removal  of  the  appendix.  Surgery  used  in  this  haphazard  way  may 
do  serious  harm,  but  apart  from  this  there  are  remote  risks  (adhesions, 
hernia)  of  operation  which  should  be  considered — the  immediate  risks 
are  too  small  for  consideration.  The  greatest  disadvantage  is  that 
nervous  but  useful  people  are  not  infrequently  converted  into  useless 
invalids,  a  trouble  to  themselves  and  a  sorrow  to  their  relations  and 
friends,  by  a  useless  operation,  and  it  is  time  to  say  that  there  are  now 
too  many  victims  of  surgical  activity  in  this  field.* 


SURGICAL    TREATMENT    OF    GALL-STONES. 

(Medical  Annual,    1910.) 

The  facts  that  gall-stones  are  a  serious  possession,  that  their  early 
recognition  is  of  importance,  that  operation  is  the  only  satisfactory 
form  of  treatment,  and  that  the  dangers  of  operation  are  the  daiii,r( -rs 
of  delay,  are  receiving  increasing  recognition.  It  is  possible  that 
gall-stones,  like  foreign  bodies  elsewhere,  may  lie  quiet  for  an  unlimited 
time,  and  that  they  only  cause  serious  trouble  when  infection  of  the 
gall-bladder  supervenes.  Cholecystitis  plus  gall-stones  stimulate  the 
gall-bladder  to  violent  expulsive  efforts,  and  these  forcible  unstriaced 
muscle  contractions  are  the  cause  of  gall-stone  colic.  If  the  expulsive 
efforts  are  unsuccessful  in  extruding  the  stones,  exhaustion  of  the 
muscular  coat  ensues  and  the  attack  ceases  ;  but  recurrence  is  to  be 
expected,  as  it  is  unlikely  that  the  cholecystitis  will  disappear  till  the 
stones  have  been  removed.  The  diagnosis  of  gall-stones  has  often 
to  be  made  in  the  absence  of  physical  signs,  from  a  history  only  of 
these  recurring  attacks  ;  hence  the  study  of  them  is  one  of  great 
importance.  By  patients  they  are  generally  described  as  *  spasms,' 
and  associated  with  the  stomach  and  indigestion.  The  characteristic 
pain  comes  on  so  suddenly  that  it  is  often  compared  with  a  stab,  and 
generally  reaches  a  violence  sufficient  to  make  the  patient  shout  out 
or  groan.  Vomiting  frequently  follows,  soon  after  the  commencement 
of  the  pain,  but  if  it  gives  any  relief  this  is  likely  to  be  temporary. 
During  the  attack,  to  draw  a  long  breath  is  frequently  impossible, 
and  inspiration  is  apt  to  be  suddenly  arrested.  A  rigor  sometimes 

*  Still  too  true. 
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occurs,  and,  if  it  does,  strengthens  the  diagnosis.  Like  other  pains 
due  to  the  contractions  of  unstriated  muscle,  this  one  is  apt  to  awaken 
patients  from  their  early  sleep.  In  from  one  to  six  hours  it  passes  off, 
leaving  the  patient  but  little  the  worse,  and  with  no  symptoms  till  its 
return.  On  examination  during  the  attack,  -it  is  frequently  possible 
to  feel  the  enlarged,  tender  gall-bladder,  and  for  some  days  after  a 
spot  at  the  outer  edge  of  the  rectus  muscle,  opposite  to  the  tip  of  the 
9th  costal  cartilage,  remains  tender  on  deep  pressure. 

If  the  gall-bladder  succeeds  in  driving  a  calculus  into  its  neck  or 
into  the  cystic  duct,  and  blocking  its  outlet,  the  pain  will  not  entirely 
disappear,  but  will  be  replaced  after  many  hours  of  acute  suffering 
by  a  continuous  aching.  Physical  examination  will  show  then,  or 
later,  an  enlarged  gall-bladder.  Subsequent  happenings  will  depend 
chiefly  upon  the  virulence  of  the  gall-bladder  infection. 

If  the  inflammation  is  of  a  severe  type,  the  gall-bladder  quickly 
becomes  distended  and  so  tense  that  gangrene  of  its  walls  may  occur 
in  the  course  of  a  few  hours.  The  patient  is  very  ill,  suffering  from 
all  the  symptoms  of  an  acute  toxaemia,  and  unless  quickly  relieved 
by  operation  will  soon  die  (acute  phlegmonous  cholecystitis). 

If  the  infection  is  less  severe,  the  gall-bladder  swelling  continues 
to  be  tender  on  palpation,  there  may  be  some  elevation  of  temperature 
and  night  sweats,  and  the  gall-bladder  is  distended  by  purulent 
contents  and  surrounded  by  adherent  coils  of  intestine  and  omentum 
(empyema  of  the  gall-bladder). 

If  the  infection  has  been  of  a  sufficiently  mild  nature  to  be  over- 
come by  the  walls  and  secretions  of  the  gall-bladder,  the  swelling  is 
not  tender,  may  remain  unaltered  for  many  months,  causes  no  consti- 
tutional disturbance,  and,  when  its  contents  are  examined,  beyond  the 
stone  or  stones  only  clear  mucus  is  found  (hydrops  of  the  gall-bladder). 

Between  these  three  types  there  is  no  hard  and  fast  line. 

The  diagnosis  of  gall-stones  in  the  gall-bladder  dictates  the  treat- 
ment. The  stones  should  be  removed  without  delay.  To  postpone 
operation  is  a  surgical  offence.  The  operation  is  now  safe,  and  there 
is  a  certainty  of  removing  all  stones,  a  chance  that  may  not  be  offered 
again. 

When  stones  are  passed  into  the  duodenum  through  the  ducts 
there  is  a  history  of  similar  painful  attacks,  but  they  are  associated 
with  shivering  and  more  serious  vomiting,  and  are  probably  followed 
by  jaundice.  If  stones  can  be  found  in  the  faeces,  the  diagnosis  is 
certai  i.  If  the  stone  is  arrested  in  the  common  duct,  jaundice  persists 
for  a  longer  time  and  may  never  entirely  disappear,  though  it  ebbs 
and  flows.  A  small  stone  will  temporarily  cause  occlusion  of  the  duct ; 
a  large  one  will  not  block  it  permanently.  The  reason  is  that  the 
common  duct,  like  other  muscular  tubes  in  the  body,  grips,  by  spasm, 
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a  foreign  body  entering  it,  but  after  a  time  it  dilates  and  i  pom 

the  foreign  body,  so  that  the  common  bile-duet  may  n  adi  such  a 
size  as  to  look  like  the  duodenum.  This  explains  tin-  intermit  f.-nt 
jaundice  of  an  impacted  stone,  and  silso  explains  h<>\v  ;t  lanjr  stone 
may  be  found  in  the  common. duct  with  no  jaundice.  As  a  rule,  tin- 
contractions  of  the  duct  are  not  so  painful  as  tln^e  <,l  the  ^all-Madder, 
and  after  a  stone  or  stones  have  escaped  from  the  gall-l>ladd< -r  into 
the  common  duct,  the  pains  are  likely  to  become  less  violent  unless 
other  stones  still  remain  in  the  gall-bladder. 

The  condition  of  the  gall-bladder  may  be  of  considerable 
diagnostic  importance,  and  requires  consideration.  After  a  series  of 
attacks  its  walls  become  thickened  and  its  cavity  small,  just  as 
happens  to  any  other  hollow  muscular  viscus  in  the  presence  of  an 
intermittent  obstruction.  During  delayed  gall-stone  operations,  it  is 
usually  found  buried  in  adhesions,  thick- walled  and  contracted  as  the 
result  of  obstruction  to  its  outlet  and  inflammation  of  its  walls.  This 
condition  of  the  gall-bladder  serves  as  a  useful  guide  to  the  operator, 
who  recognizes  in  it  an  assurance  that  the  diagnosis  of  gall-stones  i^ 
correct.  On  this  knowledge  is  based  the  well-known  belief  that 
jaundice  accompanied  by  a  tumour  of  the  gall-bladder  is  not  due  to 
gall-stones.  An  illness  which  has  as  a  start  sudden  severe  pain,  and 
which  has  been  followed  by  jaundice,  is  unlikely  to  be  due  to  anything 
but  gall-stones,  though  every  persistent  jaundice,  if  there  are  no 
painful  attacks,  is  still  apt  to  be  put  down  to  "  cancer  of  the  liver." 

The  prognosis  of  gall-stone  cases  is  one  of  the  most  uncertain  in 
medicine.  From  apparently  the  most  hopeless  and  prolonged  ill- 
nesses patients  may  recover  ;  but  not  seldom  in  others,  when  conva- 
lescence seems  well  advanced,  there  is  a  sudden  bad  turn  and  the 
patient  dies.  That  cancer  of  the  gall-bladder  and  liver  follows  the 
prolonged  irritation  of  gall-stones  in  a  considerable  percentage  of 
cases  is  now  common  knowledge. 

The  prognosis  after  operation  depends  upon  so  many  other  condi- 
tions than  the  presence  of  gall-stones  alone  that  it  has  to  be  made  for 
each  individual  case.  One  general  law,  however,  can  be  confidently- 
offered  :  when  the  stones  are  limited  to  the  gall-bladder  and  cystic 
duct,  all  of  them  can  be  removed  with  certainty  and  with  a  minimum 
of  risk  ;  but  when  stones  have  passed  through  the  cystic  into  other 
ducts,  no  operator,  however  skilful,  can  give  an  assurance  that  all 
have  been  removed,  and  the  risk  of  the  operation  is  seriously  increased. 

It  is  interesting  to  note  what  enormous  importance  operators 
attach  now  to  drainage  of  the  gall-bladder  and  of  the  ducts.  It  should 
be  suggestive  that  the  strongest  arguments  against  lithotrity  thirty 
years  ago  for  stone  in  the  bladder  were  based  upon  the  impossibility 
of  drainage  to  cure  the  accompanying  cystitis,  and  that  during  the 

A  52 
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last  ten  years  drainage  of  the  peritoneum  and  of  wounds  following 
operations  has  been  found  to  be  less  necessary  and  increasingly 
undesirable.* 


SURGICAL  TREATMENT  OF  PANCREATITIS. 

(Medical  Annual,  1910.) 

The  pathology  of  pancreatitis  is  not  special  to  the  pancreas  ;  it  is 
the  pathology  of  inflammation  elsewhere  in  the  body.  On  general 
principles,  there  is  no  difficulty  in  understanding  it ;  all  the  difficulties 
have  arisen  from  a  neglect  of  these,  and  the  use  of  long  names  to 
indicate  the  various  changes  in  the  pancreas.  The  causes  of  inflam- 
mation are  the  same  as  they  are  everywhere,  and  the  terminations 
are  also  the  same.  All  acute  surgical  inflammations  are  the  result 
of  infection  with  organisms,  and  the  termination  is  either  in  resolu- 
tion, fibrosis,  partial  destruction  (sloughing  and  suppuration),  or  total 
destruction  (gangrene).  The  only  change  peculiar  to  the  pancreas 
is  the  frequent  occurrence  of  haemorrhage  into  its  substance  in  the 
most  acute  attacks,  and  probably  the  best  explanation  that  can  be 
offered  for  this  is  that  it  is  due  to  the  digestive  action  of  the  ferments 
set  free  on  the  blood-vessels  and  any  thrombi  which  would  otherwise 
occlude  them.  During  operations  for  gall-stones,  it  is  not  uncommon 
to  find  evidence  of  pancreatitis  and  fat  necrosis,  and  these  patients 
recover  as  quickly  and  as  well  as  they  would  have  done  after  an 
ordinary  gall-stone  operation.  From  this  we  learn  that  pancreatitis 
is  not  so  fatal  a  disease  as  has  been  supposed,  and  that  it  is  much 
more  common  than  is  generally  recognized.  It  should  always  be 
borne  in  mind  when  the  diagnosis  of  an  abdominal  emergency  has 
to  be  considered,  and  if  the  history,  symptoms,  and  signs  do  not 
exactly  fit  acute  intestinal  obstruction,  or  stomach  or  duodenal  per- 
foration, or  perforating  appendix,  or  acute  cholecystitis,  and  yet 
have  some  resemblance  to  each  of  them,  pancreatitis  is  the  most 
probable  cause.  In  the  acute  variety,  beyond  free  drainage  of  the 
hepatic  pouch,  the  less  that  is  done  the  better  ;  in  the  chronic  form, 
the  probability  that  a  small  gall-stone  in  the  end  of  the  common  duct 
is  the  likely  cause,  even  though  it  cannot  be  discovered  during  the 
operation,  should  be  remembered,  for  this  is  the  explanation  of  the 
good  results  of  cholecystenterostomy  in  these  cases. 

*  All  my  present  belief  is  expressed  here. 
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A  CLINICAL  LECTURE  ON  ABDOMINAL  KMI.I{(,IA(  1 1  - 
INTRAPERITONEAL    ILKMOIMJII A(,K. 
(The  Clinical  Journal,  June  28,  1911.) 

Ladies  and  Gentlemen, — My  lecture  to-day  concerns  ;m<>tlicr  of 
the  abdominal  emergencies,  viz.,  intra-abdominal  haemorrhage.  With 
the  exception  of  two  cases  of  extraordinary  interest  the  notes  an-  of 
cases  on  which  I  operated  last  year  (1910). 

The  general  signs  which  are  characteristic  of  haemorrhage  into  tin- 
abdomen  are  identical  with  those  of  haemorrhage  elsewhere.  They  com- 
prise pallor,  especially  noticeable  of  the  lips,  a  quick,  increasingly  IV -ehl- 
pulse,  anxiety  and  restlessness,  and  a  cold  clammy  sweat  on  the  forehead. 

In  addition  to  these  general  signs,  any  serious  haemorrhage  will  give 
rise  to  dullness  on  percussion  over  the  most  dependent  parts  of  the  abdo- 
men (as,  for  instance,  over  the  flanks  when  the  patient  is  on  his  back  . 
It  is  a  dullness  which  shifts  correspondingly  with  changes  in  the  position 
of  the  patient.  Occasionally  also  a  fluid  thrill  is  demonstrable. 

If  the  haemorrhage  be  due  to  injury,  as  in  males  is  usually  the 
case,  the  shock  resulting  from  damage  to  some  important  viscus  not 
only  adds  to  the  difficulties  of  diagnosis,  but  is  likely  to  prove  the 
chief  factor  determining  prognosis,  since,  so  far  as  I  can  judge,  haemor- 
rhage in  the  abdomen  is  better  tolerated  than  in  any  other  locality, 
and  if  it  can  be  arrested  the  patient  seldom  dies  as  a  direct  result  of 
the  blood  loss.* 

CASE  1 . — The  patient,  a  miner,  age  23  years,  was  admitted  to  the  Royal 
Victoria  Infirmary  on  January  27,  1910. 

History. — Five  days  before  admission  he  fell  on  his  right  flank  aernxx 
a  rail.  He  had  very  bad  pain,  and  was  carried  home.  He  never  vomited. 
The  first  urine,  passed  two  and  a  half  hours  later,  was  full  of  blood.  The 
blood  came  freely  during  the  first  twenty-four  hours  after  the  accident,  and 
the  pain  soon  passed  off.  After  the  disappearance  of  the  blood  the  pain 
returned,  and  was  very  severe,  extending  from  the  flank  down  into  the  right 
iliac  fossa.  Shortly  before  his  admission  he  suddenly  turned  worse. 

On  admission  he  looked  pale  and  was  collapsed,  with  a  feeble  pulse  of  90, 
and  temperature  101°  F. 

Examination  showed  rigidity  and  distention  of  the  whole  abdomen, 
with  tenderness  especially  marked  on  the  right  side.  Percussion  elicited 

*  It  is  surprising  to  see  the  amount  of  blood  in  some  r«.vf.v  without 
urgent  or  serious  symptoms. 
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dullness  over  both  flanks,  which  shifted  when  the  patient  was  turned  over. 
A  large  resisting  mass  occupied  the  right  renal  region. 

Diagnosis. — Rupture  of  the  kidney.  This  was  based  upon  the  history 
of  the  accident — a  fall  on  the  flank  followed  by  severe  pain  and  the  presence 
of  blood  in  the  urine.  Clotting  in  the  kidney  had,  after  twenty-four  hours, 
prevented  the  escape  of  any  more  blood  through  the  ureter,  and  the  kidney 
tension  thus  occasioned  was  the  cause  of  the  severe  pain  experienced,  as  at 
that  time  there  was  probably  no  rupture  of  the  kidney  capsule.  Later  the 
capsule  of  the  kidney  allowed  of  leakage,  and  a  perirenal  haematoma  resulted. 
The  final  sudden  "'  bad  turn  '  was  likely  to  be  due  to  rupture  of  the 
peritoneum  overlying  the  haematoma,  and  escape  of  blood  into  the  peritoneal 
cavity  was  the  cause  of  the  shifting  dullness  on  percussion. 

Operation. — On  January  27  the  abdomen  was  opened  by  a  7-in.  incision 
through  the  right  rectus  muscle.  A  considerable  quantity  of  deeply  blood- 
stained fluid  escaped  from  the  peritoneal  cavity,  and  a  large  subperitonea! 
haematoma  was  seen  behind  the  ascending  colon  and  pressing  it  forward.  A 
second  incision  was  carried  transversely  from  the  first,  and  over  the  middle 
of  the  iliocostal  space  back  to  the  loin,  opening  up  a  large  haematoma  in  the 
retroperitoneal  space  and  surrounding  the  kidney.  Then  a  large  quantity 
of  coagulated  blood  was  removed,  and  the  torn  and  distended  capsule  of  the 
kidney  was  plainly  seen.  A  rupture  extended  from  the  lower  pole  to  the 
hilum,  and  probably  involved  the  main  vessels.  The  ureter  was  ligatured 
with  catgut  and  the  renal  vessels  with  silk,  which  was  left  long  and  protruded 
from  the  wound  behind.  During  the  whole  course  of  the  operation  intra- 
venous transfusion  was  carried  on,  so  that  at  its  conclusion  one  and  a  half 
pints  of  normal  saline  with  12  minims  of  adrenalin  had  been  run  in.  The 
large  wound  was  closed,  except  behind,  with  catgut  for  the  muscles  and 
with  supporting  sutures  of  strong  silk  through  the  muscles  and  skin. 

The  patient  on  March  3,  five  weeks  after  the  accident,  left  the  Infirmary 
healed  and  well. 

Remarks. — In  this  case  an  unusually  complete  diagnosis  could  be  made, 
and  the  course  of  action  was  plainly  indicated.  In  the  majority  of  cases  of 
kidney  injury,  however,  a  decision  is  difficult  to  arrive  at — indeed,  one  of 
the  most  difficult  in  surgery  if  the  patient  is  first  seen  after  he  has  recovered 
from  the  shock  of  the  accident.  If  the  shock  is  severe  or  lasting,  the  indica- 
tion for  operation  is  clear,  but  if  only  haematuria  remains,  what  is  to  be  done  ? 
I  have  seen  patients  bleed  for  as  long  as  three  weeks  after  such  an  injury, 
and  lose  so  much  blood  that  their  recovery,  judging  by  ordinary  standards, 
seemed  hopeless,  and  yet  these  patients  have  ultimately,  in  most  cases,  got 
quite  well  without  any  operation.  It  is  this  knowledge  that  makes  decision 
difficult.  My  own  practice  is  to  explore  the  kidney  at  once,  if  bleeding  is 
profuse,  or  if  haemorrhage  continues  after  the  third  day,  and  I  would  commend 
this  rule  to  your  attention  as  likely  '  to  make  the  best  of  a  bad  job.' 

CASE  2. — A  miner,  age  17  years,  admitted  to  the  Infirmary  on 
December  12,  1910. 

History. — Five  hours  before  admission  he  had  been  crushed  in  the  pit 
between  a  small  coal  waggon  and  a  post.  The  post  caught  his  right  side 
and  the  waggon  his  left,  he  being  held  between  them  for  about  two  minutes. 
The  pain  was  very  severe,  but  after  getting  free  he  walked  for  a  yard  or  two, 
and  was  then  compelled  to  sit  down.  The  pain  was  in  the  left  side,  from 
about  the  seventh  rib  to  the  costal  margin.  It  had  become  gradually  worse. 
He  had  never  lost  consciousness. 

On  Admission. — He  was  somewhat,   but  not  seriously,   shocked  ;    his 
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skin  was  cold,  pupils  dilated,  pulse  ss  and  of  ",,od  tens,,,,,  and  volume,   Ins 
temperature  9!)    I  . 

Examination  showed  bruising  tin  the  left  side  ,,f  the  abdomen  and  <.n 
the  lower  thorax  posteriorly.  Palpation  of  the  abdomen  revealed 
rigidity,  but  specially  marked  in  the  left  ilioeostal  space,  which  \\as  aU«> 
markedly  tender.  Some  surgical  emph\  sema  \\;,s  present  ..\«i  Mi.  towei 
part  of  the  left  thorax.  Percussion  elicited  dullness,  especially  in  I  lie  I.  ft 
flank.  The  liver  dullness  was  normal. 

Two  hours  after  admission  he  passed  sm.iky  urine,  the  pn  « nee  of 
blood  being  verified  microscopically.  The  patient  was  kepi  under 
tion,  and  some  hours  later  his  pulse  was  found  to  have  increased  t,,  ion.  his 
pallor  was  more  marked,  the  general  abdominal  rigidity  was  passjn-  ,,||. 
and  had  become  more  localized  in  the  left  ilioeostal  space.  The  dull  area 
in  this  neighbourhood  had  enlarged,  and  there  was  shift iiiLr  dullness  in  the 
opposite  flank.  The  surgical  emphysema  had  also  increased,  hut  the  tender- 
ness prevented  any  serious  search  for  broken  ribs. 

Diagnosis. — Rupture  of  the  spleen.  This  was  based  on  the  history. 
the  site  of  bruising  over  the  spleen,  the  progressive  signs  ,,|  jnt  rapcritoneal 
hemorrhage,  and  the  increasing  dullness  in  the  neighbourhood  of  the  spleen. 
The  last  is  an  important  diagnostic  point.  Blood  as  it  escapes  from  tin- 
torn  spleen  coagulates  around  it,  forming  often  a  large  locali/ed  collect;  ,n. 
There  had  also  been  a  rupture,  probably  trifling,  of  the  kidney,  and  fractured 
ribs — both  relatively  unimportant  injuries. 

Operation. — A  vertical  incision  was  made  through  the  left  rectus,  and 
there  was  some  extraperitoneal  effusion  of  blood.  On  opening  the  abdomen 
a  large  quantity  of  fluid  and  clotted  bood  escaped  from  its  cavity,  and  the 
spleen  was  found  to  be  lacerated  and  ruptured  into  the  hilum.  A  trans- 
verse incision  was  then  made,  extending  from  the  first  across  the  centre  and 
to  the  back  of  the  ilioeostal  space,  and  splenectomy  was  performed,  the 
pedicle  being  ligatured  with  silk.  The  peritoneal  cavity  was  cleansed  by 
flushing  with  normal  saline.  During  the  operation  continuous  intravenous 
transfusion  was  carried  on. 

None  of  the  symptoms  or  glandular  enlargements  that  have  followed  in 
other  cases  of  excision  of  the  spleen  were  present  in  this  case,  and  though 
the  recovery  from  anaemia  was  slow  it  has  been  complete. 

CASE  3. — A  woman,  age  29  years,  admitted  to  the  Infirmary  on 
October  19,  1910. 

Operation. — I  removed  a  large  broad-ligament  papillomatous  ovarian 
cyst  on  October  20,  at  12.30  p.m.  The  operation  presented  no  difficulty, 
and  the  patient  looked  well  when  put  into  bed.  The  ovarian  pedicle  had 
been  tied  in  separate  portions  with  catgut.  At  6  p.m.  the  same  day  Mr. 
Willan  (surgical  registrar)  found  her  pallid,  pulseless,  and  complaining  of 
noises  in  the  head  and  mistiness  of  vision.  The  abdomen  was  dull  in  both 
flanks.  Dr.  Burman  (house  surgeon)  and  he  made  a  diagnosis  «,l  slipped 
pedicle  with  intraperitoneal  haemorrhage,  and  took  her  to  the  operating- 
theatre  at  once.  On  opening  up  the  wound,  the  abdomen  was  found  to 
contain  abundant  clots  and  fluid  blood,  but  the  circulation  was  now  so  weak 
that  some  oozing  only  was  observable,  although  the  ovarian  vessels  had 
escaped  from  the  ligature.  Intravenous  transfusion  was  performed  during 
these  manipulations.  The  patient  made  a  good  recovery. 

It  is  a  painful  duty  to  report  this  case,  but  valuable  lessons  may  he 
taught  by  failure  as  well  as  by  success.  No  pedicle  should  slip  if  it  is  properly 
tied,  and  this,  after  several  hundred  ovariotomies,  has  been  my  first  personal 
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experience  of  such  an  accident.  A  second  lesson  is  in  regard  to  the 
importance  of  performing  such  operations  only  in  properly  equipped  hospitals, 
with  a  competent  staff. 

CASE  4. — The  patient,  a  drayman,  age  58  years,  was  admitted  to  the 
Royal  Victoria  Infirmary  on  March  31,  1909,  shortly  after  being  crushed 
about  the  abdomen  between  a  large  cart  and  a  wall. 

On  Admission. — He  was  in  great  pain,  collapsed,  and  doubled  up.  His 
pulse  was  72  and  very  feeble  ;  temperature  96°  F.  His  abdomen  was  slightly 
distended  and  rigid  all  over,  with  marked  tenderness  in  the  epigastrium. 
The  right  flank  was  dull  on  percussion.  He  vomited  and  passed  urine 
immediately  after  admission,  and  there  was  no  blood  in  either  matter. 

Diagnosis. — Rupture  of  an  important  abdominal  viscus.  This  was 
based  upon  the  history  of  the  accident — a  severe  crush — the  amount  of 
collapse,  and  the  marked  abdominal  rigidity  and  epigastric  tenderness. 
No  explanation  could  be  offered  of  such  early  dullness  in  the  right  flank. 

Operation,  Mar.  31. — The  abdomen  was  opened  in  the  middle  line, 
above  the  umbilicus,  and  the  liver  was  seen  to  be  uninjured  on  its  convexity. 
Free  blood  welled  copiously  out  of  the  right  flank,  and  to  ascertain  its  source 
a  second  incision  was  made  transverse  to  the  first,  exposing  the  hepatic 
pouch.  It  was  then  found  that  the  blood  was  escaping  from  the  foramen 
of  Winslow,  and  that  the  lesser  peritoneal  sac  was  distended  with  blood,  on 
which  the  transverse  colon  was  stretched.  The  lesser  sac  was  opened  by 
tearing  through  the  gastrocolic  omentum,  and  an  alarming  gush  of  blood 
ensued.  The  sac  was  packed  with  large  gauze  tampons  for  the  temporary 
arrest  of  haemorrhage,  and  the  extravasated  blood  was  cleared  away.  It 
was  then  found  that  the  bleeding  came  from  a  transverse  tear  of  the  splenic 
vein,  which  was  completely  divided.  The  ends  of  the  torn  vessel  were 
secured  in  long  artery  clamps,  and  other  veins  crossing  the  pancreas  to 
join  it  were  similarly  secured.  In  all  eight  clips  were  applied  to  bleeding 
vessels.  The  pancreas  itself  was  transversely  divided  about  its  middle  as 
cleanly  as  if  it  had  been  cut  with  a  knife,  and  the  two  halves  were  separated 
by  an  interval  of  nearly  1|  in.  The  clips  were  gathered  up  into  a  bunch,  the 
torn  pancreas  was  packed  round  with  sterile  saline  gauze,  which  was  so 
arranged  as  to  press  the  divided  ends  into  rough  apposition,  and  around  the 
whole  the  omentum  was  tucked  in.  A  large  drainage-tube  was  left  in  the 
right  flank,  and  the  gauze  and  clips  were  left  projecting  from  the  anterior 
wound,  which  was  brought  together  with  through-and-through  silk  sutures. 
During  the  operation  two  pints  of  normal  saline  solution,  with  adrenalin, 
were  infused  into  the  left  median  basilic  vein,  and  on  return  to  the  ward  and 
to  bed  continuous  saline  was  given  by  the  rectum  and  was  well  retained. 

When  next  day  I  came  to  the  Infirmary,  certainly  expecting  to  find 
this  man  dead,  I  was  agreeably  surprised  to  find  that  he  was  not  so  ill  as 
are  many  patients  who  recover  after  a  serious  abdominal  operation.  The 
clips  were  taken  off  on  the  third  day,  the  gauze  was  removed  on  the  seventh, 
and  the  flank  tube  on  the  sixteenth  day.  From  this  time  the  patient  made 
an  uninterrupted  recovery,  and  there  was  never  a  sign  visible  of  fat  necrosis. 

Remarks. — A  year  after  his  accident,  Prof.  Macdonald  examined  this 
patient's  blood,  and  could  find  none  of  the  changes  likely  to  be  produced 
by  loss  of  the  spleen.  The  same  is  true,  however,  of  the  boy  whose  spleen 
was  totally  excised,  so  that  too  much  importance  must  not  be  attached  to 
this.  During  the  operation  I  had  found  that  the  spleen  was  fixed  by 
adhesions,  and  it  may  be  that  in  these  sufficiently  large  veins  had  developed 
to  prevent  its  necrosis. 
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I  showed  this  patient  to  the  members  of  the  Am. -ri.  -an  sl|r. .„  .,|  fa 
When  they  visited    Newcastle   in    An-iisl    last.       lie   mu   in   L-O.M!    health,   an. I. 
except  for  some  trilling  bulging  Of  ||lr  sr;ir    s,.rmr,|  ,,,  |,(.  ,,,,  ,lis 

experience.     Several  of  the  visitors  had  seen    ruptures  «,|   the  panrreas.  an. I 
all  of  them  appeared  to  be  familiar  with  the  available    literatim-,  but    i 
had  heard  of  recovery   from   such   a   serious  combination   o|    injvrt          I 
probable,  therefore,  that  the  case  is  unique. 

There  is  no  doubt  that  some  persons  possess  an  extraordinary  \iiality. 
and  that  these  can  recover  from  injuries  which  would  be  fatal  to  the  great 
majority,  but  a  yet  more  extraordinary  fact  concerning  this  man   is.   that 
by  his  own  telling  he  had  as  a  drayman  drunk  regularly  for  thirty 
pints  of  beer  every  day  !     I  hope  this  will  not  be  used  as  an  argument 
alcohol,  since  there  is  no  fact  more  certain  than  that  the  less  alcohol  a  pat  lent 
has  taken  the  more  straightforward  and  certain  will  be  his  recovery  from 
illness  or  operation.* 

You  will  have  noticed  that,  with  one  exception,  I  have  only 
recorded  cases  of  intra-abdominal  haemorrhage  in  men,  the  exceptional 
case  having  been  due  to  a  surgical  fault  and  not  to  injury.  ••» 

I  can  only  recall  one  case  of  intra-abdominal  injury  with  ha-mor- 
rhage  where  the  patient  was  a  woman.  She  was  a  person  of  between 
thirty  and  forty  years  of  age,  and  had,  in  running  after  a  tramcar, 
fallen  on  her  abdomen.  She  seemed  to  be  but  little  the  worse  at  the 
time,  and  got  into  the  car,  but  died  two  hours  later.  So  far  as  could 
be  ascertained  she  had  been  well  before  the  accident.  On  opening 
her  abdomen  post  mortem  I  found  that  it  was  full  of  blood,  and  that 
she  had  an  enormous  spleen,  which  had  been  torn  by  the  fall.  Such 
accidents  are,  of  course,  well  known  in  countries  where  enlargements 
of  the  spleen  are  common. 

Apart  from  traumatism,  however,  intra-abdominal  haemorrhage 
is  really  more  common  among  women  than  men,  because  of  its 
associations  with  pregnancy. 

The  common  type  of  leaking  or  ruptured  ectopic  gestation  is  now 
so  well  recognized  that  we  seldom  receive  a  case  without  having  at 
the  same  time  a  definite  diagnosis  from  the  alert  practitioner.  The 
patient  has  missed  her  normal  period  and  thinks  she  is  pregnant. 
Shortly  after  she  has  a  sudden,  short  attack  of  pain,  and  this  is  repeated 
after  intervals  of  comfort.  Then  occurs  some  uterine  ha-iuorrhai:* . 
and  she  thinks  an  abortion  is  about  to  take  place.  At  this  stage  pain 
and  tenesmus  in  the  rectum  are  frequently  complained  of.  Examina- 
tion shows  a  pelvic  swelling,  more  or  less  localized,  but  not  in  the 
uterus.  The  swelling  usually  increases  with  each  attack  of  pain,  and 
the  active  haemorrhage,  thus  signified,  is  best  treated  by  immediate 
operation. 

But  there  is  another  class  of  cases,  more  important  because  more 

*  This  man  is  still  quite  well  (1915). 


824  RUTHERFORD     MORISON 

fraught  with  danger,  in  which  diagnosis  may  entirely  depend  upon 
the  symptoms  and  signs  of  intra-abdominal  haemorrhage,  and  on 
consideration  of  the  sex-factor.  I  offer  two  striking  examples  :— 

One  morning,  while  operating,  I  was  asked  to  see  a  young  woman  who 
had  just  been  brought  into  the  Infirmary  very  ill.  She  had  been  married 
for  three  months,  was  quite  well,  and  was  going  into  town  to  do  some 
shopping  one  hour  previously.  Suddenly  while  in  the  street  she  was  seized 
with  pain  in  the  abdomen,  and  experienced  such  a  feeling  of  weakness  that 
she  would  have  fallen  but  for  catching  hold  of  a  lamp-post.  She  was  helped 
into  a  shop  ;  her  condition,  however,  was  so  evidently  serious  that  she  was 
brought  at  once  in  a  cab  to  the  Infirmary. 

On  Admission. — She  was  blanched,  sighing,  and  not  fully  conscious. 
Her  head  and  extremities  were  cold  and  clammy,  and  her  pulse  was 
imperceptible.  The  only  physical  signs  were  those  of  free  fluid  in  the 
abdomen. 

Her  abdomen  was  opened  at  once,  and  an  enormous  quantity  of  blood 
escaped.  A  very  small  ruptured  ectopic  gestation  was  still  bleeding  freely 
in  one  of  the  Fallopian  tubes  close  to  the  uterus.  She  recovered,  and  after- 
wards told  us  that  she  had  had  no  idea  she  was  pregnant,  as  her  menstrual 
periods  had  always  been  regular. 

The  second  case  is  that  of  a  woman  who  had  had  several  children,  and 
been  always  strong  and  healthy.  She  had  gone  into  her  bath-room,  and 
was  heard  to  fall  upon  the  floor.  When  help  arrived  she  was  lying  uncon- 
scious where  she  had  fallen.  She  recovered  consciousness  an  hour  later, 
and  complained  of  pain  only  at  her  heart. 

Next  day  I  saw  her  because  she  had  been  sick,  and  now  had  abdominal 
pain  and  some  swelling.  There  was  marked  pallor,  and  all  the  symptoms  and 
signs  found  in  the  previous  case  were  present.  She  had  missed  no  menstrual 
period.  Abdominal  section  revealed  an  enormous  quantity  of  blood  in  the 
abdomen,  and  a  small  ruptured  ectopic  gestation  in  a  Fallopian  tube,  close 
to  the  uterus.  Her  recovery  was  immediate,  though  from  being  a  very 
robust  and  full-blooded  person  she  was  for  long  feeble  and  anaemic. 

The  last  case  that  I  will  relate  to  you  is  perhaps  the  most  instructive 
of  them  all.  It  concerns  a  woman,  age  46  years,  admitted  to  a  private 
hospital  on  October  16,  1906.  At  3  o'clock  in  the  afternoon  I  received  a 
telephone  message  from  a  doctor  in  the  country  to  this  effect :  "  Can  you 
admit  and  do  abdominal  section  on  a  patient  about  6  o'clock  ?  I  am  bring- 
her  in,  and  will  tell  you  all  about  the  case  when  I  come."  The  patient 
arrived  at  6.30. 

The  history  of  the  case  is  as  follows  :  She  was  six  months  pregnant, 
and  for  the  last  three  days  had  been  bleeding  from  the  uterus.  At  1  p.m. 
on  the  day  of  her  admission,  the  doctor,  after  dilating  the  cervix,  emptied 
her  uterus,  under  chloroform.  He  delivered  the  body  of  the  foetus,  but 
the  head  separated  and  was  left  behind.  It  was  removed  with  difficulty 
by  means  of  pressure  from  above  and  traction  from  below.  Then  the  adherent 
placenta  was  separated  and  withdrawn.  To  verify  the  complete  emptying 
of  the  uterus  the  doctor  introduced  his  hand  into  the  vagina,  and  passed  three 
fingers  into  the  uterus.  He  then  found  a  large  rent  in  the  cervical  and 
uterine  wall,  and  his  fingers  passed  into  the  abdominal  cavity.  The  opening 
was  at  once  packed  with  antiseptic  gauze,  and  no  time  lost  in  useless  delay. 
The  husband  and  friends  of  the  patient  were  told  of  the  serious  condition 
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of  affairs,  I  was  communicated  with  by  telephone,  an  ambulance  s, ,,,,.,(.  and 
the  doctor  himself  drove  the  patient  into  town,  a  distance  ,,f  m«,n-  li.au 
twenty  miles. 

On  admission,  five  hours  after  delivers .  the  patient  looked  \\<  II.  Sh. 
showed  no  signs  of  collapse.  Her  pulse  was  72.  tempi  rat. in-  I'M.  i  ;m,| 
the  lower  part  of  the  abdomen  was  tender  on  palpal  i-m. 

Operation  (Oct.  16,  1906).— The  vagina  was  cleansed,  and  il,<   ,,  m  r,,,in.l. 
as  had  been  stated,  passing  from  the  left  side  of  t IK-  r«-rvi\  int.,  th< 
the  uterus  and  the  abdominal  cavity.     The  abdomen  was  opened  bet  WITH 
the  umbilicus  and  pubes,  and  a  quantity  of  blood,   estimated   at    t\\. 
ounces,  was  found  in  its  cavity.     The  laceration  extended   fr..m    the   I.It 
side  of  the  body  of  the  uterus  into  the  left  broad  ligament,  and  active  hemor- 
rhage proceeded  from  it.     It  was  about  2 £  in.  long,  and  extended  for  1  in. 
into   the    vagina.      Supravaginal    hysterectomy    was   performed,    and    the 
opening  into  the  broad  ligament  and  cervix  was  packed  with  antiseptic 
gauze  and  drained  into  the  vagina. 

I  was  about  to  close  the  abdomen  when  Mr.  Grey  Turner,  who  u-as 
assisting  me,  suggested  a  look  round  before  doing  so.  On  drauiiii:  I'oruard 
the  sigmoid  colon  it  was  found  that  for  about  six  inches  the  whole  of  iu 
mesentery  had  been  detached,  so  that  it  was  deprived  of  all  blood-supply. 
This  portion  of  the  gut  was  resected  and  an  end-to-end  anastomosis  nu-dV. 
The  abdominal  wall  was  closed  in  layers,  with  catgut  for  the  deep  and  silk 
for  the  supporting  and  superficial  sutures. 

The  convalescence  of  this  patient  was  as  uneventful  as  after  an  ordinary 
confinement,  and  she  went  home  well  in  fourteen  days. 

The  lessons  of  this  story  are  self-evident :  each  of  us  makes  mistakes  ; 
all  of  us  should  face  them  with  courage  and  promptitude. 


INTESTINAL   OBSTRUCTION,   AND  A  RECORD   OF   ONK 

YEAR— 1910.1 

(Edinburgh  Medical  Journal,  September,  1911.) 

When  your  Secretary  honoured  me  with  an  invitation  to  read 
a  paper  before  you,  it  appeared  to  me  impossible  to  find  a  more 
interesting  subject  than  that  of  intestinal  obstruction,  for  intestinal 
obstruction  still  remains  one  of  the  abdominal  diseases  in  which 
surgical  progress  has  made  slowest  advance,  and  the  reasons  are  not 
far  to  seek.  The  first  probably  is  that  cases  are  relatively  few,  and 
that  consequently  each  individual  surgeon  requires  a  long  experience 
and  large  opportunities  before  his  personal  knowledge  allows  him  to 
arrive  at  any  helpful  conclusions  ;  the  second  that  diagnosis  is  dillicult  : 
and  the  third  that  uncertainty  in  diagnosis  leads  to  want  of  prompti- 
tude in  action,  which  in  these  cases  is  disastrous  in  its  results. 

Notwithstanding  all  these  difficulties  some  advances  have  been 
made,  and  to  those  I  intend  to  draw  special  attention. 


1  Communicated  to  the  Edinburgh  Medico-Chirurgical  Society,  June  7. 
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For  some  years  I  have  taught  that  the  diagnosis  of  intestinal 
obstruction  is  based  upon  a  trinity  of  signs,  viz.  :  (1)  Spasmodic 
pain  ;  (2)  Inability  to  pass  flatus  ;  and  (3)  Evidence  of  increased 
peristalsis.  This  symptomatology  is  based  chiefly  upon  experimental 
evidence.  In  the  performance  of  inguinal  colostomy,  except  in  cases 
of  emergency,  it  has  been  my  practice  to  do  the  operation  in  two  stages. 
The  first  comprises  drawing  a  knuckle  of  the  sigmoid  colon  through  a 
small  opening  in  the  left  inguinal  region  and  leaving  it  there  to  form 
adhesions.  During  the  five  or  six  days  which  are  allowed  to  elapse, 
the  patients  are  so  comfortable  that  they  make  no  serious  complaint. 
The  second  stage  is  accomplished  by  tying  an  elastic  ligature  very 
tightly  round  the  projecting  intestine.  The  object  of  this  is  to  avoid 
the  troublesome  and  sometimes  serious  bleeding  which  may  follow 
division  of  the  bowel  either  by  the  knife  or  cautery.  The  application 
of  the  ligature  causes  no  discomfort,  and  as  a  rule  nothing  is  felt  for 
some  hours.  Then  '  wind  '  begins  to  cause  painful  rumbling,  and 
the  patient  frequently  perceives  that  it  is  arrested  at  the  ligatured 
spot.  If  nothing  be  done  at  this  time  all  the  symptoms  of  acute 
obstruction  develop  in  some  cases.  In  all,  entire  relief  is  obtained 
as  soon  as  flatus  escapes  if  a  small  tube  be  introduced  through  an 
opening  in  the  intestine  above  the  ligature. 

With  these  symptoms  and  signs  the  diagnosis  of  intestinal  obstruc- 
tion due  to  a  mechanical  block,  for  which  immediate  operation  is 
indicated,  is  the  only  sound  one,  and  I  almost  regret  to  have  to  record 
an  exception  to  this,  lest  anyone  should  feel  inclined,  by  a  knowledge 
of  the  possibility,  to  counsel  delay. 

CASE  (see  Statistics,  1910). — Paralytic  ileus. 

M.  A.,  age  35,  married  woman,  was  admitted  to  the  Royal  Victoria 
Infirmary,  Newcastle-upon-Tyne,  on  Aug.  15,  1910. 

She  was  sent  in  by  her  doctor  as  a  case  of  ruptured  gastric  ulcer,  and 
I  saw  her  on  admission. 

There  appeared  to  me  to  be  insufficient  evidence  upon  which  to  base 
a  diagnosis,  and  I  ordered  some  palliative  treatment  and  a  careful  hourly 
note  to  be  made  of  her  condition.  By  the  following  day  she  appeared  to 
be  nearly  well,  and  nothing  of  a  seriously  suggestive  character  remained. 

Two  days  later  (Aug.  17)  my  colleague,  Mr.  Richardson,  saw  her  by 
request  of  the  house  surgeon  at  10  o'clock  in  the  morning.  He  then  made 
a  definite  diagnosis  of  intestinal  obstruction,  but  decided,  as  she  had  no 
urgent  symptoms,  that  she  should  await  my  arrival.  When  I  saw  her  at 
12  o'clock  she  was  shouting  with  pain.  She  had  passed  no  flatus  since  the 
attack  commenced  eight  hours  before,  though  wind  belching  had  been 
frequent,  and  on  exposing  her  abdomen  violent  peristaltic  movements  were 
plainly  visible  and  the  hardened  contracting  intestines  could  be  readily 
felt.  Moreover,  there  was  a  basin  beside  her  bed  containing  about  2  quarts 
of  dirty  faeculent-smelling  fluid,  which  she  had  recently  vomited.  Her 
stomach  was  washed  out  and  her  abdomen  immediately  opened.  No  organic 
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obstruction  was  found.  The  whole  colon  was  inuch  dish  n<l<  -.1.  the  small 
intestine  contracted  at  parts,  in  others  distended.  Tin-  urine  contain*.  I 
about  |th  of  albumin.  In  previous  papers  I  have  dim-led  ;IM.I,II,,II  i,, 
fact  that  organic  intestinal  obstruction  can  be  simulate.!  |,\  ,lim. 


,     ,li.  .a 

disturbance  occurring  in  connection   with  alleetion  <>l   t  he  ki.ln.  \  .  ai,.l  tin-, 
condition  has  more  recently  been  described  as  enterospasm. 

That  shock  occurring  in  a  case  of  acute  obstruct  ion  usually  means 
obstruction  plus  strangulation,  will  generally  be  acceded,  but  shock  may 
be  present  without  strangulation,  and  strangulation  without  shuck. 

In  the  cases  I  have  observed  of  shock  without  strangulation  there 
has  always  been  free  fluid  in  the  abdomen  and  marked  congestion  of 
the  intestine  above  the  obstruction,  similar  to  that  found  with  a 
strangulation.  The  most  probable  conclusion  is  that  the  physical 
cause  of  shock  in  these  cases  is  a  profound  disturbance  of  the  balance 
between  the  somatic  and  splanchnic  circulations.  That  the  tendency 
to  shock  is  largely  an  individual  characteristic  is  made  certain  by 
some  of  my  experiences.  One  of  the  most  serious  instances  I  ha\«- 
seen  of  shock  following  an  operation  occurred  to  a  nervous  young  ladv 
on  whom  I  had  operated  by  ligature  for  haemorrhoids.  One  hour 
after  the  operation,  which  was  attended  and  followed  by  no  loss  of 
blood,  she  became  so  ill  that  for  three  hours  her  condition  appeared 
to  be  desperate,  and  her  recovery  occupied  some  hours  before  it  was 
complete  enough  to  relieve  our  anxiety.  This  same  patient  blushed 
on  the  smallest  provocation,  and  in  other  similar  instances  I  have 
noted  marked  vasomotor  instability. 

It  is  well  recognized  that  in  children  the  most  common  cause  of 
intestinal  obstruction  is  intussusception.  In  them  the  diagnostic 
symptoms  and  signs  have  now  become  common  property,  the  only 
proper  treatment,  immediate  operation,  is  universally  recognized, 
and  the  results  of  operation  are  as  good  as  those  of  strangulated  hernia. 

It  is  not  so  well  recognized  that  spontaneous  reduction  frequently 
occurs  —  much  more  frequently  I  think  than  the  spontaneous  reduction 
of  a  strangulated  hernia.  A  little  girl  of  6  whom  I  saw  in  the  country 
is  one  of  the  most  striking  examples  of  this.  At  my  visit  I  found  her 
suffering  from  intussusception  and  advised  her  immediate  removal  t<> 
the  Infirmary.  As  on  her  arrival  there  we  found  that  all  her  symptoms 
had  vanished,  and  along  with  them  the  tumour,  I  refrained  from 
operating,  and  she  promptly  recovered.  Her  parents,  exceptionally 
intelligeiit  people,  were  told  when  she  was  sent  home  to  return  at  once 
if  there  was  any  recurrence  of  her  symptoms.  Within  one  year  she 
was  sent  back  three  times  with  recurrence  of  her  symptoms,  but  was 
either  well  on  her  arrival,  or  became  so  shortly  afterwards.  The  day 
after  her  last  admission  she  was  entirely  free  from  symptoms,  and  I 
opened  her  abdomen  with  the  object  of  preventing  further  attacks. 
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The  operation  confirmed  the  diagnosis,  for  the  ileum  close  to  the  ileo- 
csecal  valve  showed  obvious  damage  as  of  recent  strangulation,  and 
pleating  the  mesentery  sufficed  to  prevent  return  of  her  seizures. 
Another  point  which  must  be  emphasized  is  that  whether  the  intus- 
susception is  acute  or  chronic  depends  upon  whether  the  intussuscepted 
portion  of  gut  is  or  is  not  firmly  strangulated.*  The  chronic  variety 
may  be  called  a  disease  of  adults,  and  the  acute,  one  of  children,  but 
there  are  exceptions  to  both  statements. 

CASE. — Chronic  intussusception  in  a  child. 

A  male  child,  age  3£  years,  a  patient  of  Dr.  Burnell,  was  admitted  to  a 
private  hospital  on  March  7,  1909. 

History. — His  illness  was  of  ten  days'  duration.  It  began  with  abdominal 
pain  and  vomiting  after  eating  an  orange.  After  two  days  the  active  symptoms 
ceased,  but  he  occasionally  vomited  and  had  spasmodic  pains  coming  on  at 
intervals  until  the  last  six  days,  when  there  was  no  sickness.  His  bowels 
had  been  moved  for  the  last  four  days,  but  for  the  first  time  since  his 
attack,  the  night  before  admission,  blood  was  noticed  in  the  stools.  He 
had  eaten  little  during  the  illness,  and  had  been  maintained  on  fluid  foods. 
From  the  first  Dr  Burnell  had  been  able  to  feel  a  tumour  under  the  upper 
part  of  the  right  rectus  muscle,  but  his  diagnosis  of  intussusception  was 
rejected  by  an  eminent  physician  who  was  called  in  consultation. 

On  Admission. — The  child  looked  ill,  but  not  dangerously  so*  His  tongue 
was  dry  and  covered  with  a  white  fur;  temperature,  98°  F. ;  pulse,  130. 

His  abdomen  was  slightly  distended,  and  a  definite  elongated  tumour 
could  be  felt  under  the  upper  part  of  the  right  rectus  muscle  immediately 
below  the  costal  margin.  During  the  examination  visible  peristalsis  and 
audible  rumbling  developed,  and  the  tumour  was  felt  to  harden  during  an 
attack  of  pain. 

I  confirmed  Dr.  BurnelFs  diagnosis  of  intussusception,  and  operated. 

The  abdomen  was  opened  through  the  right  rectus  muscle  over  the 
tumour,  when  it  was  found  that  the  end  of  the  ileum  and  appendix  and 
caecum,  inverted  into  the  ascending  colon,  formed  the  tumour  which  had 
been  felt.  Reduction  was  readily  effected,  and  except  for  some  oedema 
the  gut  appeared  to  be  undamaged.  Recovery  was  uneventful. 

In  adults,  chronic  intussusception  is  more  common  than  in 
children,  but  it  is  rare,  and  the  diagnosis  is  still  more  difficult.  It 
has  been  said  that  the  definite  sausage-shaped  tumour  alternately 
hardening  with  the  pain  and  relaxing  in  the  interval  is  pathognomonic, 
but  the  following  case  proves  that  even  this  sign  may  mislead. 

CASE. — Malignant  stricture  of  ascending  colon  simulating  chronic 
intussusception. 

A  widow,  age  81,  was  admitted  to  a  private  hospital,  November  10,  1908. 
History. — Two  years  before  admission  she  had  several  sharp  attacks 

*  The  same  rule  applies  to  hernia  volvulus  and  torsions.  The 
symptoms  in  all  are  acute  when  the  blood  supply  is  actively  interfered 
icith,  and  chronic  when  there  is  no  vascular  disturbance. 
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of  abdominal  pain,  with  wind  rumblings.  Little  importance  WM  all;.,  I.,,  I 
to  them,  and  she  soon  got  quite  well.  One  year  later  she  had  a  n  p,  i  it  i.,n  ,,r 
similar  attacks.  The  rumblings  were  then  loud,  and  with  them  there  came 
a  visible  swelling  in  the  right  lower  abdomen.  She  was  old  n  ricfc  -.Mih  tl..- 
attacks,  but  the  vomited  matter  had  no  bad  smell.  Vomiting  r«  li«  \«  <1  h<  i 
pain,  and  she  soon  felt  all  right  after  a  good  clearance.  Then  followed  ten 
months  of  freedom  from  trouble,  but  during  the  last  two  months  her  |.am 
had  returned  and  she  had  got  thinner.  Not  him;  wi-ony  \\;,s  noticed  \\ith 
the  stools  —  no  diarrhoea,  blood,  or  slime. 

On  Admission.  —  Her  general  condition  was  fair.  Tempera!  me.  98'2°  F.  ; 
pulse,  86;  arteries,  elastic.  On  examining  the  abdomen,  at  first  nothing 
was  seen  or  felt.  During  the  examination  some  rumbling  occurred,  and 
marked  peristalsis  became  visible  and  palpable.  A  large  sausage-shaped 
tumour  then  formed  on  the  right  side,  reaching  from  the  pelvis  below,  tilling 
the  right  flank,  and  extending  up  to  the  right  costal  margin.  The  tumour 
quickly  became  very  hard,  and  above  and  below  a  rounded  well-defined 
edge  could  be  mapped  out.  It  could  be  moved  from  side  to  side,  not  M 
freely  from  above  downwards,  and  very  slightly  with  respiration.  After 
less  than  one  minute  the  swelling  disappeared  with  a  gurgle,  and  the  abdomen 
was  as  before. 

There  were  no  signs  of  disease  anywhere  else.  The  diagnosis  made 
was  chronic  intussusception. 

Operation,  Nov.  17,  1908.  —  The  abdomen  was  opened  by  an  oblique 
incision  commencing  in  the  right  iliac  fossa  and  extending  back  towards 
the  loin.  The  caecum  and  ascending  colon  presented,  and  on  the  latter 
there  was  a  characteristic  annular  malignant  growth  causing  a  marked 
stricture  about  5  in.  from  the  end  of  the  caecum.  The  terminal  5  in.  of  the 
ileum,  the  caecum,  the  ascending  colon,  and  the  ileo-colic  lymph  area  were 
excised,  the  divided  end  of  the  colon  was  sutured,  and  the  distended 
reddened  ileum  was  brought  out  of  the  wound  and  tied  to  a  Paul's  tube 
for  temporary  enterostomy. 

Second  operation,  Dec.  30,  1908.  —  The  faecal  fistula  was  temporarily 
closed  with  sutures,  and  the  wound  was  reopened.  A  further  portion  of  the 
ileum  was  removed,  and  a  lateral  anastomosis  made  with  the  colon  above  its 
closed  end.  Good  recovery.  Death  occurred  one  year  later.  There  was 
no  post-mortem  examination. 

The  fact  that  intestinal  growths  usually  accompany  adult  intus- 
susception is  illustrated  by  the  relation  of  my  cases. 

The  next  condition  of  which  I  wish  to  say  something  is  volvulus. 

It  is  a  very  important  one,  one  quite  frequently  overlooked,  and 
one  concerning  which  there  is  much  loose  writing  and  thought. 

In  my  book  (An  Introduction  to  Surgery)  I  have  divided  volvulus 
into  two  varieties,  primary  and  secondary.  The  following  is  a  good 
example  of  one  of  the  primary  forms  (see  Figs.  92,  93). 

CASE.  —  Complete  volvulus—  Four  operations  —  Radical  cure. 

A  miner,  age  15,  was  admitted  to  the  Royal  Victoria  Infirmary,  New- 
castle, on  Oct.  21,  1909. 

History.  —  Three  times  previously  he  had  been  in  the  institution— 
Feb.  1,  1908,  March  18,  1908,  Oct.  14,  1908—  and  had  been  operated  upon 
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92. — PRIMARY  VOLVULUS  OP  SIGMOID  FLEXURE  OF  COLON 


Fig.  93 — COMPLETE  VOLVULUS  (PRIMARY). 


Fig.  94.— SECONDARY  VOLVULUS  IN  A 
HERNIAL  SAC. 

The  volvulus  may  involve  the  intestine  in 
the  abdomen  and  not  that  in  the  hernial 
sac :  but  in  either  case  the  pedicle  is  formed 
by  the  neck  of  the  sac. 
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for  acute  intestinal  obstruction  due  to  a  cornpl,  h   V,,K  ,,lu       /         M]       ,  ,1( 
notes  show  that  on  each  occasion  i»  bad  been  aeoe«af?  ..  -,  .  ,,,„      , 

reduce  ^the  twist  :,  and  the  dislr.Hh.,!  ,,,,„„,  W!ls  .IU-MVS  r  .....  „.  ,„,„-,.„.  '  ,,  ,  I, 
nftnn?  V^  OCC"»">''   (October  W.    I'MMI).   allrr   rcducfafl    II,,     x,,K,  Ins     I 

attached  his  caecum  in  the  right  ilia,-   loss:,  and   his  MeeSing  ,ol,,n   I 

'8  eSn       C  ri«ht 


<)nt 


is 


The  secondary  form  is  illustrated  by  Case  3  and  Case  9  (and  / 
94,  95,  96,)  in  last  year's  series.     They  also  demonstrate  a  fact  not 


Fig.  95. — SECONDARY  VOLVULUS  OP  INTESTINE. 
Under  a  band-adhesion  stretching  from  the  appendix. 

sufficiently    recognized,  but    true  of   all  twists,  that  it  takes  several 
attacks  and  often  many  twists  to  cause  gangrene  and  death. 

Colon. — The  diagnosis  of  growths  in  the  large  intestine  is  full  of 
interest  and  surprises  which  may  be  unpleasant  and  dangerous. 

Beginning  at  the  caecum,  either  a  malignant  or  tuberculous  tumour, 
by  interfering  with  the  ileocsecal  opening,  may  cause '  attacks  of  pain,' 
and  the  discovery  of  a  lump,  in  the  majority  of  cases,  suggests  appendi- 
citis. It  requires  careful  consideration  of  the  history  and  of  the 
physical  signs  if  this  error  is  to  be  avoided,  and  with  both  of  these  it 
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is  possible  to  make  a  mistake.  More  than  once  I  have  opened  an 
abscess  in  the  right  iliac  fossa,  expecting  to  remove  the  appendix, 
and  have  found  a  perforating  malignant  ulcer  of  the  caecum,  and 
more  than  once,  expecting  to  remove  the  caecum  for  cancer,  I  have 
found  appendicitis  and  an  old  abscess  (Case  39,  p.  873). 

In  women  a  large  ileocaecal  tumour  due  to  cancer  or  tuberculosis 
is  usually  thought  to  be  an  ovarian  tumour  till  the  abdomen  is  opened, 
and  if  the  operator  should  chance  to  be  a  specialist  in  gynaecology  the 
predicament  is  awkward  for  his  patient  and  for  himself. 

I  have  already  mentioned  and  quoted  a  case  in  support  of  the 
statement  that  an  annular  stricture  of  the  ascending  colon  immediately 
above  the  caecum  causes  a  sausage-shaped  tumour,  with  an  upper  end 
of  the  stricture  and  a  lower  the  end  of  the  caecum,  which  hardens  when 
distended  (the  ileocaecal  valve  being  competent)  and  relaxes  when 
empty,  accurately  simulating  the  tumour  of  an  intussusception. 


Fig.  96. — SECONDARY  VOLVULUS  OP  SMALL  INTESTINE. 
Meckel's  diverticulum   and  band. 


Higher  in  the  ascending  colon  a  malignant  growth  resembles 
very  closely  a  tumour  of  the  kidney  (Case  23,  p.  859). 

At  the  hepatic  flexure  a  growth  resembles  very  closely  one  of  the 
gall-bladder  (Case  24,  p.  860). 

In  the  transverse  colon  it  is  not  seldom  taken  to  be  cancer  of  the 
stomach,  and  I  have  seen  this  error  made  by  a  most  distinguished 
surgeon. 

In  the  descending  colon,  again,  the  kidney  or  the  spleen  may  be 
suspected,  and  in  the  sigmoid  flexure  there  is  another  trap  for  the 
gynaecologists,  who,  finding  a  hard  painful  lump  in  Douglas's  pouch, 
mistake  it  for  a  diseased  and  prolapsed  ovary. 

Two  of  the  recent  additions  to  diagnosis  of  growth  in  the  large 
intestine  and  stricture  are  the  sigmoidoscope  for  those  just  out  of 
reach  of  the  finger,  and  bismuth  injections  with  o?-ray  pictures  to 


SURGICAL     COXT1U1U  TIONS     AimmilNAI,  M 

show  stricture-  anywhere  in  the  colon.      Tin-  value  of  the  sii:in«,i(|,,s.-n|M- 
is  universally  conceded;  that  of  hismiilh  injections  is  n.,l  so  \\<  II  known. 
Recently  at  the  clinic  of  Professor  Tiillier  in  Paris  I  UM  /-ray  pief 
showing  stricture  of  all  parts  of  the  colon  so  dearly  ih.it   no  mi  ' 
was  possible. 

Treatment   of  Intestinal  Obstruction. — It  is  as    true    to-day  as   it 
was  ten  years  ago,  when  I  wrote  the  article  for  the  A'w//rA*/;//         I/ 
on  operative  treatment,  that  "In  cases  <>f  acute  intestinal  obstruction 
the  sooner  operation  can  be  performed  the  better  the  prognosis."  and 
it  is  unlikely  that  this  will  ever  prove  other  than  the  best  ^uide. 

Since  then  I  have  emphasized  this  view  by  figures  which  support 
it  so  strongly  as  to  bear  repetition.  Besides  other  evidence1  tin 
following  occurs: — "During  the  past  three  years,  from  1900  up  to 
date,  the  registrar  has  found  a  note  of  11  patients  who  were  attacked 
(in  hospital)  by  acute  intestinal  obstruction  whilst  under  my  care  and 
suffering  from  other  conditions.  Of  these,  9  recovered  and  '_'  died. 
One  death  occurred  in  a  patient  who  was  not  operated  upon  from 
mistaken  diagnosis.  Of  10  patients  operated  upon,  9  recovered  and 
1  died.  The  patient  who  died  was  a  young  man  whose  appendix  had 
been  removed  two  days  previously,  and  who  developed  a  complicated 
volvulus  involving  the  small  intestine." 

That  early  operation  is  only  done  now  when  a  definite  diagnosis 
can  be  made  by  physician  and  practitioners  is  certain,  and  it  is  the 
surgeons  chiefly  who  must  teach  how  this  is  to  be  done,  as  well  as  its 
importance.  If  anyone  doubts  the  truth  of  this,  let  him  consider  the 
results  now  as  compared  with  those  of  twenty  years  ago  in  cases  of 
intussusception.  Early  diagnosis  and  prompt  operation  have  con- 
verted this  deadly  complaint  into  one  almost  devoid  of  risk. 

So  soon  as  physicians  teach  that  every  patient  with  more  than 
ordinary  abdominal  pain  must  at  once  be  removed  to  a  properly 
equipped  hospital  for  observation  and  treatment,  the  mortality  from 
abdominal  emergencies  will  drop  more  than  50  per  cent.  Every  surge  <  >n 
knows  that  these  emergency  operations  are  usually  easy,  that  the  oper- 
ations from  the  surgical  point  of  view  are  safe,  and  that  their  mortality, 
still  dreadful,  is  the  result  of  delay  and  not  of  surgical  difficulties.* 

It  is  not  always  possible  to  make  a  correct  differential  diagnosis 
in  these  cases,  and,  humiliating  as  the  position  be,  it  is  of  the  first 
importance  that  it  should  be  accepted  and  acted  upon. 

1  See  an  address  on  the  "  Treatment  of  Abdominal  Emergencies,"  Lamrl. 
January  31,  1905. 

*  It  is  deplorable  that  such  knowledge  has  not  yet  resulted  in  more 

prompt  action. 
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My  own  practice  for  years  in  doubtful  cases  has  been,  first,  to 
have  the  stomach  washed  out  by  tube.  I  have  converted  thus  a  mere 
suspicion  into  a  certainty  by  finding  faeculent  contents  in  the  stomach 
of  a  patient  who  had  never  vomited.  The  next  is  to  administer  a 
large  dose  of  castor  oil,  and  later  an  enema.  The  effect  of  this  in 
intestinal  obstruction  is  to  stir  the  intestine  up  to  activity  and  often 
to  make  the  diagnosis  definite.  Then  operation  is  undertaken  at  once. 
It  is  not  always  possible  to  say  that  a  case  is  certainly  one  of  intestinal 
obstruction,  still  less  to  say  where  the  block  is  and  of  what  nature  ; 
but  if  a  complete  diagnosis  can  be  made,  the  surgical  treatment  becomes 
safer  and  easier,  because  the  abdomen  can  be  opened  directly  over  the 
site  of  the  lesion.  With  regard  to  the  operation,  I  can  add  little  to 
what  I  wrote  in  the  Encyclopaedia  of  Medicine  and  Surgery  (vol.  iv.), 
but  would  like  to  reiterate  as  to  the  importance  of  a  carefully  carried 
out  scheme  in  exploratory  operations,  and  to  emphasize  the  danger 
of  allowing  the  intestines  to  escape  from  the  abdominal  cavity  in 
these  obstruction  cases.  If  the  assistant  is  given  to  understand  that 
his  chief  duty,  and  one  he  must  not  neglect  for  any  other,  is  to  keep 
the  intestines  confined  within  the  abdomen,  the  mortality  following 
operations  for  acute  obstruction  will  be  considerably  diminished. 
Another  point  concerns  the  treatment  of  distended  intestines.  If 
these  can  be  kept  within  the  abdomen,  no  fears  need  be  entertained 
for  them  ;  if  they  escape,  it  is  necessary  to  provide  for  their  artificial 
relief  from  distention.  I  do  not  trust  multiple  incisions  or  rapid 
emptying  through  a  tube,  but  prefer  to  leave  a  tube  in  and  do  an 
enterostomy.  If  a  little  care  is  taken  with  this,  the  faecal  fistula 
resulting  ought  to  close  spontaneously.  The  care  required  is  to  place 
a  purse-string  suture  round  the  intestinal  opening,  and  after  passing 
a  tube  into  the  intestine  to  tighten  up  the  suture  and  to  tuck  in  the 
intestinal  coats  round  the  tube,  so  that  no  mucous  membrane  projects  and 
a  fistula  lined  by  peritoneum  is  left  when  the  tube  is  taken  away.  It 
is  fortunately  becoming  rare  now  to  see  cases  left  so  long  as  was  the 
custom  only  ten  years  ago,  but  for  a  patient  very  ill  with  a  tense  dis- 
tended abdomen,  the  best  chance  I  still  believe  is  given  by  a  simple 
enterostomy.  The  greatest  addition  to  the  radical  surgery  of  obstruc- 
tion in  the  small  intestine  has  been  made  by  Professor  A.  E.  Barker 
(see  Lancet,  September  17,  1904),  who  advocates  excision  of  a  con- 
siderable length  of  distended  bowel  above  the  obstruction  (see  Cases  7 
and  10). 

Where  the  obstruction,  even  though  acute,  is  due  to  block  of  the 
large  intestine,  complete  exploration  may  be  made  with  impunity. 
In  these  cases  all  surgeons  are  now  agreed  that  no  attempt  should  be 
made  to  do  a  radical  operation  till  after  obstruction  is  relieved.  A 
radical  cure  then  means  three  operations — one  for  drainage,  the  second 
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to  remove  the  growth,  and  the  third  to  close  the  drainage  ,,,„  , 
unless  this  is  made'  in  such  a  position  as  to  be  removable   \\ith 
growth  (Case  29),  which  I  think  is  undesirable.  ,„•  js  ,ll;,,j,.  ralvular 
so   that   it   may   close   spontaneously.     The   < -xplorat ion    all.. 
choice  of  sites  for  the  colostomy,  and  in  inoperable  cases  I  his  will  be 
made  as  low  down  as  possible.     When   it  is  decided  (hat  a  radical  < 
should  be  attempted,   I  prefer  c;cc<>st(>my.   because   il    is   most    easily 
done,  is  away  from  the  future  site  of  operation,  and  the  opening 
be  readily  and  safely  closed  when  no  I<»MLT< T  needed. 

With  regard  to  the  'radical'  operation.  L  would  like  to  say 
that  in  my  view  the  ideal  one  is  suggested  by  the  excellent  woii 
Jamieson  and  Dobson  on  the  colon  lymphatics,  and  I  feel  no  doubt 
that  this  is  the  standard  we  should  keep  before  us.  There  has  b<  «  n 
a  larger  mortality  in  my  cases  than  I  could  have  wished,  but  all  new 
operative  methods  pass  almost  insensibly  from  this  stair*  into  others 
of  greater  and  greater  success  as  experience  of  them  increases,  and 
none  of  us  can  say  exactly  why  or  what  has  made  the  diffen 
Though  a  high  standard  should  be  set,  it  must  not  be  allowed  to 
dominate  the  judgement  in  individual  instances.  Experience  ha> 
proved  that  in  a  considerable  percentage  of  cases  permanent  cure 
has  followed  much  more  limited  excisions  than  are  sii^-sted.  and 
this  knowledge  must  be  used  for  the  benefit  of  patients  judged  to  be 
unlikely  to  do  well  after  the  more  formidable  undertakings.  At  tin- 
same  time  it  should  be  remembered  that  mobilization  of  the  colon  by 
division  of  the  outer  and  upper  peritoneal  layer  of  its  mesentery  has 
made  dangerous  operations  safe  and  difficult  ones  easy.  In  addition 
to  the  possibilities  of  doing  all  excision  and  suture  work  outside  of 
the  abdomen,  it  has  made  the  blood-supply  visible  and  made  lateral 
anastomosis,  which  I  still  think  the  best  form  of  junction,  suitable 
to  any  part  of  the  colon.  In  mentioning  anastomosis  I  have  to  confess 
that  I  think  it  may  sometimes  be  made  more  satisfactory  by  an  apparatus 
than  by  simple  suture,  and  I  am  not  above  availing  myself  of  the  help 
of  the  most  ingenious  of  such  devices,  the  Murphy  button.  Instead 
of  this,  when  time  has  been  an  important  factor,  I  have  used  a  simple 
glass  bobbin  (Fig.  97),*  and  in  the  notes  of  one  of  my  two  reported  , 
I  find  that  with  this  the  anastomosis  was  made  in  five  minutes,  and 
that  both  patients  recovered.  The  other  apparatus  to  which  I  wish 
to  draw  your  attention  (Fig.  98)|  was  described  in  a  paper  read  before 
the  Gynaecological  Society  of  London  and  published  in  the  British 

*  /  had  an  experience  of  stricture  following  the  n*e  of  this  bobbin, 
and  have  now  discarded  it. 

This  is  an  excellent  method. 
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Fig.  97. — Glass  Anastomosis  Bobbin. 


n 


Fig.  98. — Glass  Anastomosis  Bobbin,  with  Indiarubber  Tube. 
Steps  of  Operation. 

1.  Tie  glass  bobbin  and  indiarubber  tube  into  the  upper  end  of  the  divided  sigmoid. 

2.  Take  hold  of  outer  wall  of  lower  bowel  with  four  catch  forceps  half  an  inch  from  its  cut  end. 

3.  Pass  a  solid  bougie  with  thick  silk  ligature  tied  to  its  end  into  the  lower  bowel  from  above  and  out 

through  anus.    The  silk  ligature  is  to  draw  through  a  bunch  of  iodoform  gauze  followed  by  the 
indiarubber  tube. 

4.  Pull  on  the  indiarubber  tube  till  the  glass  bobbin  is  entirely  within  the  lower  bowel. 

•">.  \Virh  the  aid  of  the  fixation  forceps  double  the  lower  cut  end  downwards  (invert),  and  fix  it  there 
with  two  rows  of  suture. 
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Gynecological  Journal  of  February.  1901  (/•'/#.  Os).     It    was  desi.ji..-d 
to  deal  with  those  difficult  eases  of  growth  in  th<-  pd\jc  colon 

down  to  be  dealt  with  in  tin-  ordinary  way  iv..m  :ibo\«-  ;,n,j  t,,,,  |,iLr|,  to 
be  accessible  from  below.     It  was   used    in    four  of  my  caiefl  I. 
with  three  recoveries  and  one  death,  and  should.   I  think.   I. 
known.*-    In  one  of  my  cases  operated  upon  s  .....  (  yean  a-_ro  a  strict  un- 
followed  its  use,   but  this  appeared    to   result    from   prolon-j,  ,; 
I  know  of  nothing  else  against  this  method. 

In  operable  cases  an  anastomosis  has  so  many  advantages  over 
permanent  colostomy  that  it  is  a  duty  to  perform  it  \\h.  n  possible. 
Within  the  last  year  I  visited  the  operating  theatre  of  a  colleague  and 
found  him  engaged  in  joining  the  ileum  to  the  transverse  colon  in  a 
case  of  inoperable  cancerous  stricture  of  the  hepatic  flexure.  He  did 
not  know,  or  would  not  believe,  that  if  his  operation  were  .successful  and 
the  ileocaecal  valve  competent  the  caecum  would  burst,  though  I  have 
taught  this  for  at  least  fifteen  years.  If  I  have  performed  this 
anastomosis,  at  the  same  time  I  have  done  a  4  pyloroplasty  '  on  the 
valve. 

In  connection  with  these  desultory  remarks  I  am  giving  the 
statistics  of  all  my  operations  for  intestinal  obstruction,  active  or 
potential,  for  1910,  and  abstract  notes  of  every  case.  They  illustrate 
every  point  I  have  endeavoured  to  make,  and  fill  up  many  gaps.  The 
notes  have  been  supplied  by  the  Surgical  Registrar,  Mr.  Willan.  and 
edited  by  Mr.  Saint,  to  whom  I  am  under  great  obligations.  It  may 
add  to  their  interest  that  writh  each  case  the  pre-operative  and  post- 
operative diagnosis  have  been  given.  For  many  years  it  has  been  my 
rule  that  one  definite  diagnosis  should  be  made  and  written  down 
before  operation,  and  I  have  found  this  a  very  healthy  stimulus,  for 
in  the  great  majority  it  is  my  own  opinion  that  is  recorded.  It  may 
also  interest  many  to  find  that  surgeons  are  not  always  right,  and  to 
suggest  after  careful  perusal  of  the  notes  how  they  may  have  gone 
wrong. 

Before  concluding,  I  would  like  to  quote  the  final  words  of  a  clinical 
lecture  of  mine  given  in  the  Royal  Victoria  Infirmary  on  June  10,  1909. 
*'  The  results  in  cases  of  acute  obstruction  of  the  small  intestine  are 
little,  if  any,  better  than  they  were  twenty  years  ago;  whereas  tin- 
results  in  chronic  obstruction,  especially  affecting  the-  large  intestine, 
have  enormously  improved.  Why  is  this?  It  is  because  operative 
technique  has  made  such  strides  during  that  time,  and  operative  skill 
has  a  considerable  influence  on  the  statistics  of  colon  obstruction. 
Operations  for  colon  obstruction  mostly  require  the  difficult  operation 

*  The  same  method  is  now  being  used  in  the  Mayo  clinic,  and  will 
consequently  become  better  known. 
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of  resection  for  their  radical  cure,  and  this  has  been  perfected  during 
that  time.  But  operations  for  the  radical  cure  of  small  intestine 
obstruction  have  not  been  influenced  much,  if  at  all,  by  surgical 
progress.  They  are  nearly  all  simple— e.g.,  the  division  of  a  band, 
the  separation  of  adhesions,  or  the  withdrawal  of  a  strangulated  loop, 
and  these  could  be  done  as  successfully  twenty  years  ago  as  they  can 
be  now. 

"  The  lesson  we  learn  is,  that  early  diagnosis  and  immediate 
operation  are  of  far  greater  importance  than  operative  skill,  and  no 
improvement  in  results  can  be  expected  until  this  has  been  acknowledged 
and  acted  upon.  Then  patients  will  recover  from  acute  intestinal 
obstruction  as  they  now  recover  after  operations  for  strangulated 
hernia." 


STATISTICS. 

OPERATIONS   FOR   CASES   OF   INTESTINA'L   OBSTRUCTION   DURING   1910. 


I.  No  MECHANICAL  AGENCY. 


II.  KINK — No  STRANGULATION. 


III.  STRANGULATION. 


IV.  LARGE  BOWEL. 


ACUTE  : 

1.  Paralytic  ileus — albumin  in  the  urine. 

2.  Paralytic  ileus  in  a  case  of  phthisis — nothing 

in  abdomen. 

3.  Adhesion  from  old  appendix,  with  secondary 

volvulus — freeing  and  cure  of  hernia.     Se- 
cond operation,  acute  kink — death. 

4.  Appendix  on  left  side  of  spine— acute  kink — • 

44  in.  resection. 

5.  Adhesions    from    old    appendix — kink    not 

acute — intestinal  obstruction. 

6.  Interval  appendix — kink  from  numerous  ad- 

hesions, not  acute. 

7.  Strangulation  under  a  band — symptoms  less 

than  expected. 

8.  By  band,  in  association  with  old  appendix 

abscess. 

9.  Adhesions  in  pelvis,  with  volvulus  (secondary) 

after  puerperal  sepsis. 

10.  Strangulation   of  loop   by  Meckel  ;    Meckel 

gangrenous. 

11.  Stricture  after  strangulated  femoral  hernia — 

fistula  present. 

12.  Fistula  in  strangulated  ventral  hernia  after 

appendix  ;    9  ft.  resection. 

13.  Inoperable  carcinoma  of  ileocaecal  valve. 

14.  Carcinoma  of  ascending  colon,  immediately 

above  caecum,  with  ovarian  cyst. 


I.  ADENOMATOUS  POLYPUS. 


CHRONIC  : 

15.  Small  intestine,  with  chronic  intussusception. 

16.  Sigmoid — case  previously  treated  for  mucous 

colitis. 
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II.  ILEOC.BCAL    TUBERCULOSIS.    17.  Diaunosed  dm-nic  app. -ndi\  abscean— 1. 

» ision  df  tn.-iss  an. i  enterottomj . 

•  •list  nidi. ni     relie\e.|.       :\ .     I..,t(,.,l     anas* 
toinosis  Mini  closiin  . 

18.  Old      operation      for      appendix  ?      listul:i 

Jamkaon-Dobion. 

19.  Tul.crclc     and     ,-|,r,,nj,-     appendix      excision. 

Hot    .lamicson-l  )dl)so(i. 

•jo.    Tul.crclc?     i.     Lateral     anastomosis. 
Jamieaon-Dobftoa. 

III.  CARCINOMA.  21.  Caput   ca-ri     int  iissiiseepted    int..    ascending 

colon — Jamieton-DoMon. 

22.  Ascending  colon — about    middle     .Fam 

Dobson — death  from  dilatation  o)  st<,ma< -h. 

23.  Ascending  colon — practically  no  l,o\\<  I  sym- 

ptoms— diagnosed    kidney. 

24.  Hepatic  flexure — tpreading  from  »all-li ladder 

l)v  adhesion. 

25.  Transverse  colon — excision  and  lateral  anas- 

tomosis. 

26.  Splenic   flexure — inoperable,   permanent    CO- 

lostomy. 

27.  Sigmoid    flexure — 1.  Caecostomy.      2.   I 

cision  and  left  colostomy.     :J.  C'losm. 
caecostomy. 

28.  Sigmoid    flexure — excision    and    permanent 

colostomy. 

29.  Sigmoid  flexure — 1.      Sigmoidostomy.          2. 

Excision  and  telescoping  ends. 

30.  Sigmoid    flexure — typical     history — excision 

and  end-to-end  telescoping. 

31.  Sigmoid  flexure — diagnosed  "primary  ovar- 

ian."     Pathologist  "  primary  bowel." 

32.  Sigmoid  flexure — complicated  by  vesico-colic 

fistula. 

POTENTIAL  : 

33.  Multiple  polypi  of  rectum — colostomy. 

34.  Multiple    polypi    of  colon,    from    middle   of 

transverse  to  the  rectum,  associated  with 
ulce  ration — caecostomy — deat  h . 

35.  Sigmoido-vesical  fistula — sacculitis  and  per- 

foration. 

36.  Gastro-colic  fistula — carcinoma  of  stomach. 

inoperable. 

37.  Recto-vaginal    fistula — secondary    peritoneal 

deposits,  reported  cancer. 

DIFFERENTIAL    DIAGNOSIS  : 

38.  Perforated  duodenal  ulcer,  three  days"  dura- 

tion, with  general  peritonitis  ;  admitted 
with  retention  of  urine  and  paralytic*  ileus. 
Diagnosed  obstruction. 

39.  Old   appendix  abscess — diagnosed   ileocaecal 

carcinoma. 

Of  the  total  number  of  cases  operated  on  for  intestinal  obstruction,  viz.  39, 
there  were  10  deaths,  i.e.  25-7  per  cent. 

Of  cases  in  which  resection  of  gut  was  performed — 20  in  number — 4  died.  i.e. 
20  per  cent.  A  detailed  list  of  these  is  given  in  tabular  form. 
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CASES  IN  WHICH  RESECTION  OF  GUT  WAS  PERFORMED. 


Bowel. 

0 

M 
1 

Disease. 

1 

Operation. 

£  S       Cause  of  Death  — 
1  0                 if  died. 

SMALL     .. 

4 

M 

33 

Kinking   from    appen- 

Excision of  44  ins.     .  . 

R 

dix 

7 

F 

12 

Strangulation       under 

2  ft. 

il 

band 

10 

M 

24 

Strangulation    due    to 

3  ft. 

R 

Meckel 

12 

F 

50 

Fistula  with   strangu- 

9 ft. 

R 

lated  ventral  hernia 

LARGE  — 

Pi 

Acute   .  . 

14 

F 

62 

Carcinoma  of   ascend- 

Jamieson-Dobson 

D       Shock   —   enterostomy 

ing  colon 

did  not  act. 

Chronic       16 

M 

58 

Malignant  papilloma 

Excision  of  bowel  in- 

R 

of  sigmoid 

volved 

17 

M 

30 

Ileooecal    tuberculosis 

Excision,  etc.  —  3  oper- 

R 

ations 

18 

F 

20 

Ileocsecal    tuberculosis 

Jamieson-Dobson 

R 

19 

M 

48 

Ileocsecal    tuberculosis 

Excision 

R 

20 

M 

18 

Ileocaecal    tuberculosis 

Jamieson-Dobson  —  2 

R 

operations 

21 

F 

64 

Carcinoma     of     caput 

CcGCi 

Jamieson-Dobson 

R 

22 

M 

43 

Carcinoma  of   ascend- 

1 )      Acute  dilatation  of  sto- 

ing  colon 

mach. 

23 

M 

59 

Carcinoma  of   ascend- 

M 

D 

Anastomosis  given  way; 

ing   colon 

acute     dilatation     of 

stomach. 

25 

F      44 

Carcinoma    of    trans- 

Excision   and    lateral 

R 

verse  colon 

anastomosis 

27 

M 

62 

Carcinoma  of  sigmoid 

Excision     and     colos- 

R 

colon 

tomy  —  3   operations 

28 

F 

64 

Carcinoma  of  sigmoid 

Excision     and      colos- 

R 

colon 

tomy  —  1  operation 

29 

F 

75 

Carcinoma   of  sigmoid 

Excision  —  2  operations 

D       Mania,  18  days  later 

colon 

30 

F 

42 

Carcinoma  of  sigmoid 

Excision  —  1   operation 

R 

colon 

31 

F 

45 

Carcinoma  of  sigmoid 

Resection  of  4  in.    of 

R 

colon 

adherent    infiltrated 

small  gut 

35 

F 

61 

Sigmoido-vesical      fis- 

Resection of  adherent 

R 

tula 

sigmoid  and  ileum  — 

9  in. 

CASE  2. — Paralytic  ileus. 

A  man,  age  26,  was  admitted  to  the  medical  side,  Royal  Victoria 
Infirmary,  for  the  treatment  of  pulmonary  phthisis,  June  1,  1910, 

On  August  20,  I  was  asked  to  operate  upon  him  for  intestinal  obstruction 
of  a  few  days'  duration.  On  opening  the  abdomen  nothing  was  found  to 
account  for  his  symptoms.  He  recovered  promptly  from  the  operation,  had 
no  further  abdominal  trouble,  and  was  transferred  back  to  the  medical  house. 

CASE  3. — Congenital  inguinal  Jiernia — Secondary  volvulus  due  to 
adhesions  from  appendicitis — Operation — Recovery.  Second  operation 
for  intestinal  obstruction  due  to  adhesions — Death. 

J.  C.,  aged  30.  Admitted  February  2,  1910.  Discharged  March  7. 
Readmitted  April  30.  Died  same  day. 
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Patient  had  had  a  rupture  MS  Inn-  .-is  IK-  could  rememb.  r.  H<  hail 
never  had  any  difficulty  with  the  reduction  of  it.  lie  had  nccasinnalK  had 
some  discomfort  when  it  increased  in  si/.c,  but  no  vomit  in-  m-  si,,ppa-je  in  th. 
bowels,  and  was  always  relieved  by  reduction  of  the  mass.  Ij-hh.  n  month! 
ago  the  patient  was  seized  with  intermittent  abdominal  pain  uradualb 
increasing  in  severity,  accompanied  by  vomiting.  constipation,  and  inalnhi\ 
to  pass  flatus,  while  at  the  same  time  he  noticed  lumps  rising  ,,,  n,(  |M  IK 
with  the  pains  and  disappearing  again  ;  there  was  slight  rniiiMniL'  \\ith  UK 
onset,  but  it  was  not  present  later.  He  described  his  feelings  as  though 
there  were  some  wind  which  wanted  to  break  away.  The  pain  passed  oil 
quite  as  quickly  as  it  came  on,  and  with  the  first  'attacks  he  felt  all  Huh! 
after  thev  had  subsided.  The  first  attacks  were  relieved  by  cnemata. 
but  not  the  last.  He  had  had  in  all  five  such  attacks,  coming  on  at 
varying  times  of  the  day,  the  last,  a  week  ago,  the  worst  he  had  had.  It 
was  unrelieved  by  enemata  and  made  worse  by  aperient  medicine  :  it  last. , I 
for  eight  hours.  Usually  his  stools  consisted  for  the  most  part  of  small 
hard  faecal  masses,  and  he  said  he  had  noticed  flattening  of  the  motion.  \\> 
had  had  no  alternating  diarrhoea  and  constipation,  and  only  once,  1£  hours 
after  onset  of  attack,  he  had  some  increase  in  the  frequency  of  his  stools  : 
with  these  attacks  he  had  had  no  pain  in  his  rupture,  and  had  had  MO 
irreducibility  of  it,  the  swelling  being  easily  returned  to  the  abdomen. 

On  Admission. — The  patient  was  in  fairly  good  general  condition  ;  tem- 
perature and  pulse  normal  ;  chest  clear. 

Local. — He  had  a  right  complete  reducible  inguinal  hernia  with  a 
congenital  sac  ;  nothing  abnormal  felt  in  his  abdomen.  Per  rectum,  nothing 
abnormal  palpated. 

Diagnosis. — Right  reducible  congenital  inguinal  hernia,  with  a  volvulus 
of  the  lower  ileum,  probably  due  to  adhesions  resulting  from  a  previous 
attack  of  strangulation  in  the  hernia,  the  adhesions  thus  being  in  the  right 
iliac  fossa. 

Operation — February  22,  1910.  Mr.  Morison. — Oblique  incision  in  1 
part  of  right  iliac  region,  parallel  to  Poupart  ;  abdomen  opened.  Adhesion 
found  extending  from  the  appendix  to  a  piece  of  the  ileum  at  its  lower  part. 
A  tuberculous  gland  was  situated  in  the  mesentery  of  the  ileum  just 
beneath  the  attachment  of  the  adhesion  from  the  appendix.  There  was  a 
well-marked  scar  on  the  wall  of  the  ileum,  resulting  from  a  twist  of  the 
gut  from  left  to  right,  evidently  due  to  the  adhesion.  The  mesentery  also  of 
that  part  of  the  ileum,  which  had  been  twisted,  was  hard  and  fibrous,  like  an 
ovarian  pedicle  that  had  undergone  torsion. 

The  adhesion  was  separated  and  the  tuberculous  gland,  the  size  of  a 
small  nut,  was  removed  ;  the  appendix  was  also  removed  and  the  stump 
buried — it  was  internal  and  posterior  to  the  ctecum,  pointing  towards  the 
pelvis.  The  original  skin  incision  was  extended,  and  a  radical  cure  of  the 
hernia  performed  in  a  modified  Halsted-Kocher  method.  The  sac  was  thin 
and  contained  no  gut,  but  the  testicle,  only  partially  descended,  was  lying 
at  the  bottom  of  it.  Belly  wall  closed  in  layers. 

Microscopic  Report  of  Gland. — Small  lymph-gland  infiltrated  with  lime 
salts  and  showing  diffuse  fibrosis  ;  some  caseation  is  present,  but  no  giant 
cells,  though  the  condition  is  probably  old  tuberculosis. 

March  7. — Uninterrupted  recovery.     Left  hospital  all  healed. 

Readmitted  April  30  with  intestinal  obstruction  of  three  days'  duration  ; 
he  was  very  ill  on  arrival,  with  belly  tense  and  distended,  and  pulse  140. 

Operation — April  30.  Mr.  Morison. — Median  infra-umbilical  incision; 
abdomen  opened.  Numerous  adhesions  found  in  ileocaecal  region.  Those 
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which  appeared  to  be  giving  rise,  by  kinking,  to  the  obstruction,  were 
separated  and  the  bowel  freed.  Belly  closed. 

On  return  to  the  ward  patient  collapsed,  and  died  in  the  afternoon. 

Post-mortem. — Nothing  found,  except  other  adhesions  in  ileocsecal 
region,  fairly  widespread.  Death  from  exhaustion  due  to  delayed 
operation. 

CASE  4. — Erratic  appendix — Appendix  abscess  on  left  side  causing 
intestinal  obstruction — Resection  of  44  inches  of  damaged  intestine — 
Recovery. 

J.  K.,  age  33,  overman.      Admitted  Jan.  7,  1910.     Discharged  Feb.  11. 

Three  days  ago  patient  developed  a  pain  in  his  abdomen,  more  marked 
on  his  left  side  ;  it  came  on  about  2  p.m.  while  he  was  outside.  He  thought 
it  was  wind,  and  stayed  out  till  evening.  It  was  intermittent,  but  increasing 
in  severity,  and  as  it  became  worse  it  became  practically  continuous.  At 
night  he  took  some  aperient,  and  an  hour  or  two  later  vomited,  for  the  first 
time.  The  aperient  was  repeated  the  following  morning,  and  vomiting 
again  occurred.  Since  this  he  had  vomited  frequently,  and  the  later  vomitus 
had  been  faecal.  There  had  been  some,  but  not  marked,  rumbling  in  his 
abdomen,  and  he  had  belched  up  a  great  deal  of  wind.  He  had  not  had  his 
bowels  moved  of  themselves,  and  at  first  there  was  complete  arrest  of  flatus. 
He  had  had  three  enemata,  each  3  pints,  giving  rise  to  very  little  result, 
though  the  last  two  were  returned  accompanied  by  a  great  deal  of  flatus, 
which  relieved  the  distention  that  had  occurred.  Since  this  he  had  been 
much  easier,  that  is,  for  the  last  twenty-four  hours. 

On  Admission. — Patient  looked  somewhat  worn  out,  features  drawn  and 
sunken  ;  tongue,  dirty  brown  fur  ;  temperature,  98°  ;  pulse,  98  ;  chest, 
clear.  Vomited  a  little  after  admission,  vomited  matter  somewhat  foul- 
smelling. 

Local. — Abdomen  distended,  but  quite  lax  ;  some  tenderness  to  the 
left  of  the  mid-line,  but  no  rigidity  ;  distention  was  in  front  and  not  in  the 
flanks  ;  no  free  fluid  made  out  ;  peristalsis,  very  little,  at  times  a  slight 
change  in  the  contour  of  the  abdomen  ;  no  hernia  present  ;  urine  contained 
albumin  £.  For  this  reason  operation  was  negatived,  the  suggestion  offered 
by  the  surgeon  called  in  being  that  of  paralytic  ileus  due  to  kidney  disease. 
Mist.  purg.  alb.  1  dr.  every  hour  was  ordered  ;  bowels  were  moved  twice 
before  morning.  9.15  a.m.,  patient  still  feeling  sick,  but  no  more  vomiting. 
Patient  was  transferred  to  the  medical  wards. 

Jan.  29. — Seen  by  Mr.  Morison  ;  patient  had  been  having  considerable 
pain  in  the  abdomen,  intermittent  and  cramping,  associated  with  sickness, 
suggestive  of  some  partial  obstruction. 

Local. — A  mass  was  felt  on  deep  palpation  to  the  left  of  the  umbilicus, 
about  the  region  of  the  duodeno-jejunal  junction  ;  tender  on  palpation, 
indefinite  in  shape. 

Diagnosis  offered. — Tuberculous  glands  in  the  mesentery  causing 
adhesions  and  intestinal  obstruction.  Urine  now  contained  no  albumin, 
and  none  had  been  present  for  some  time. 

Operation — Jan.  29.  Mr.  Morison. — Abdomen  opened  through  the  left 
rectus  sheath,  the  muscle  being  displaced  outwards.  On  exploring  the 
small  intestine  with  the  finger  a  portion  was  arrived  at  which  was  adherent 
in  two  distinct  puckered  places  to  the  mesentery  on  the  left  of  the  spine — 
these  coils  were  reddened,  cedematous,  and  covered  with  yellow  lymph. 
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On  separating  them  an  old  abscess  cavitj    \\ithout  ,,Ms  *M  exposed  I,.-! 
the  intestine  and   posterior  abdominal   \\all.       At    the  b..M..m  ,,f  th 
was  seen  what  looked  like  an  enlarged  -land,  but  \\hich.  on  pullm-  up  :,i,d 
Separating,    proved   to   be   the    bulbous    tip    of    the    appendix.        \tt.i     I.  .IK 
separating  it,  it  was  found  to  run  behind  the  Inner  ileinn  to  its  c.-i-cal  alt 
ment  ;    it  was  removed  in  the  usual  way  and  the  slump  mv.rhd  by  \> 
string  suture.     The  mesentery  of  the  released  gut    and   (lie  -ul    iu,  II    u«i. 
deemed  too  much  damaged  to  leave,  so  44  in.  \\<  n    resected,     The   bowd 
was  divided  by  the  thermo-cautery  between  clamps:     the   t\\.,  eodl 
closed  by  through-and  -through  catgut  and   overlying    Lcmberls  nf  s,lk.    A 
lateral    anastomosis   was    now    performed    by    simple    suture.      \    ma- 
enlarged  glands  was  palpated  in  the  mesentery,  but  these  were  not  ml.  i  ; 
with.     Belly  wall  closed  in  layers.     Patient  was  transfused  to  the  extent  of 
35  oz.  of  saline  during  the  operation. 

Specimen.  —  Appendix   was   thickened   and   cedematouv    especially    the 
mucous  membrane,  which  was  very  thick  and  greyish  looking.     No  perl 
tion  detected.     Mr.  Morison  thought  it  might  be  tuberculous,  and  that   tin- 
enlarged  mesenteric  glands  were  either  of  this  nature  or  septic.     On  examina- 
tion of  the  intestine  resected,  a  perforation  was  discovered  —  not  the  result  of 
accident  during  the  separation.     This  Mr.  Morison  considered  to  be  tin 
at  which  the  abscess,  previously  existing,  had  discharged  itself.     If  the  uit 
had  not  been  resected  this  opening  would  have  been  missed  and  lea! 
would  have  followed  the  operation. 

Microscopic  Report  of  Appendix.  —  3/1739.  —  Chronic  inflammatory 
thickening  of  submucous  and  peritoneal  coats  —  no  evidence  of  tuber- 
culosis. 

Feb.  11,  1910.  —  Patient  made  an  absolutely  straightforward  recovery. 
He  is  now  well  ;  bowels  acting  all  right,  and  he  is  eating  solid  food  ;  wound 
healed  ;  left  hospital.  Three  months  later  returned  for  inspection  :  wound 
excellent  ;  has  put  on  about  1|  stones  in  weight  ;  bowels  have  acted  every 
day  since  his  discharge. 


CASE    5.  —  Intestinal    obstruction    due  to    kinking   from 
following  apendicectomij  . 

H.  J.,  age  43,  cartman.     Admitted  Feb.  2,  1910.     Discharged  Feb.  -Jl. 

Patient  was  admitted  complaining  of  severe  abdominal  pain. 

Six  and  a  half  years  previously  he  had  his  appendix  removed  ;  at  the 
operation  the  omentum  looked  as  though  it  were  becoming  gangrenous,  but 
it  was  not  interfered  with  ;  there  was  no  abscess.  The  appendix  was  acutely 
inflamed  but  not  perforated. 

For  the  first  three  years  he  was  quite  well,  but  subsequently  he  was 
troubled  with  attacks  of  pain  at  intervals.  The  day  before  his  admission. 
while  at  work,  he  was  seized  with  sudden  severe  pain  in  the  region  of  the 
umbilicus.  It  passed  off  towards  night,  but  returned  with  increased  -<  verity 
next  morning,  at  about  7  a.m.,  and  after  this  became  worse.  He  had  no 
vomiting  with  it,  and  his  bowels  had  been  quite  regular,  beini;  moved  in  the 
morning  before  the  onset.  He  was  able  to  pass  flatus.  There  had  been  no 
pain  with  micturition. 

On  Admission.—  He  was  in  very  good  general  condition  ;  temperature  99*  ; 
pulse,  61. 

Local.  —  He  was  tender  in  the  umbilical  region,  and  there  was  some 
resistance  to  examination,  indefinite  in  character.  He  was  quite  resonant 
all  over,  and  no  tumour  was  felt.  No  peristalsis  was  visible. 
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Diagnosis. — Intestinal  obstruction  ? 

Operation — Feb.  12.  Mr.  Morison. — Median  laparotomy  performed, 
excising  the  umbilicus.  On  opening  the  abdomen  and  exploring  the  ileo- 
caecal  region,  the  last  part  of  the  ileum  was  found  adherent  by  its  antimesenteric 
border  to  its  own  mesentery,  thus  producing  a  distinct  kink.  The  adhesion 
was  separated.  The  old  appendix  site  was  examined  and  found  to  be  an 
excellent  result.  Abdominal  wound  closed  in  layers. 

Feb.  21. — Patient  made  an  uninterrupted  recovery  and  left  hospital, 
the  wound  having  healed  by  first  intention. 

CASE  6. — Intestinal  obstruction  from  adhesions  and  kinking  follow- 
ing appendicectomy. 

A  single  girl,  age  25,  was  admitted  to  the  Royal  Infirmary,  July  9,  1910. 

History. — Fifteen  months  previously  her  appendix  and  right  ovary 
had  been  removed  at  home  for  what  she  had  been  told  was  appendicitis. 
For  six  months  after  the  operation  she  was  quite  well,  when  she  began  to 
have  pain  in  her  right  side,  accompanied  by  rumblings  loud  enough  for  those 
in  the  room  to  hear,  and  relieved  by  the  passage  of  flatus.  Her  bowels 
were  constipated  and  her  appetite  poor,  but  she  was  not  getting  any  thinner. 

On  Admission. — The  patient  was  a  spare  woman  in  fair  health. 

The  abdomen  showed  an  old  scar  over  the  linea  semilunaris  and  below 
the  umbilicus.  At  its  upper  end  there  was  some  rigidity  of  the  muscles, 
with  a  tender  resistant  area  underlying  it. 

Diagnosis. — Ileocaecal  tuberculosis. 

Operation  (July  13). — The  abdomen  was  opened  by  an  oblique  incision 
in  the  right  iliac  fossa.  Fluid  escaped.  There  were  numerous  firm 
adhesions  around  the  caecum  and  lower  ileum,  which  were  divided  by  scissors 
between  clips.  After  freeing  the  bowel  the  abdomen  was  closed.  Recovery. 

CASE  7. — Strangulation  of  intestine  under  a  tight  band  due  to 
tubercle — Resection  of  2  feet  of  small  intestine. 

A  schoolgirl,  age  12,  was  admitted  to  the  Royal  Victoria  Infirmary, 
Nov.  4,  1910. 

History. — She  was  quite  well  till  three  days  ago  (November  1).  On 
that  day,  on  her  return  from  school,  she  was  seized  with  a  pain  in  her 
stomach  which  made  her  feel  sick  and  vomit.  The  pain  soon  became  inter- 
mittent in  character,  and  continued  till  her  admission.  It  had  never  been 
sufficient  to  make  her  shout  or  to  keep  her  awake.  There  had  been 
rumbling  of  wind  in  the  bowels,  but  no  flatus  had  passed  since  the  attack 
commenced.  Any  food  produced  pain  and  vomiting  at  once,  and  the  sick- 
ness entirely  relieved  the  pain.  The  vomited  matter  was  only  the  food  she 
had  taken  ;  there  was  no  bile  or  blood  in  it.  Her  bowels  were  slightly 
moved  after  an  enema  the  night  before  admission.  There  was  no  blood  in 
the  motion. 

On  Admission. — She  looked  somewhat  pinched,  but  had  a  good  colour, 
and  did  not  appear  to  be  seriously  ill.  Temperature,  99-4°  ;  pulse,  126. 

The  abdomen  was  distended  and  tympanitic  except  in  the  flanks,  where 
there  was  shifting  dullness.  An  indefinite  tender  mass  could  be  felt  in  the 
right  iliac  and  flank  region. 

Nothing  was  discovered  per  rectum,  and  the  examining  finger  was  not 
blood-stained. 

Diagnosis. — Subacute  intussusception. 
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Operation.—  The  abdomen  was  opened  in   tin-  mid-line  l.\    .-\risiili;  the 
umbilicus.     Some  elear  serous  fluid  escaped.  ;m,|  ;,  de<  p|\   ,.,,,,.  ,(,  of 

strangulated  intestine  presented.  The  tumour  was  discovered  in  the  ,,^1,1 
flank,  and  was  turned  out  on  to  the  abdominal  wall.  It  was  Him  seen  t.. 
be  composed  of  a  bunch  of  strangulated  -an-n-noiis  inh^lm.  uh.ch  |i;,d 
passed  through  a  cord-like  ring  «,r  adlu-sinn  not  I.JMM,  ,•  ||i;in  ;,  u,  ,1dm-  : 
Two  feet  of  small  intestine  immediately  above  UK  il.uce.al  \al\.  .  hall  ,"r 
it  strangulated  as  described,  were  excised,  h,  making  the  lepftratiofl  a 
tuberculous  gland  to  which  the  adhesion  was  attached  w*M  a<  •<  -id.  ntally 
opened.  Its  contents  were  scooped  out  and  the  capsule  \\a>  Beared  \\ith  a 
thermo-cautery.  The  divided  intestinal  ends  were  then  rinsed,  a  lateral 
anastomosis  by  two  layers  of  sutures  made  between  the  ilenm  and 
and  the  abdomen  was  closed  in  three  layers  without  drain  i 


CASE    8.  —  Intestinal  obstruction  from    land  due    to    (>l<l  HI>I>,  , 
abscess. 

A  schoolboy,  age  13,  admitted  to  Royal  Victoria  Infirmary.  .May  :{<).  l!>in. 

History.  —  For  three  years  the  patient  had  been  subject    to   recurrent 
attacks  of  abdominal  pain.     It  came  on  quite  suddenly,  was  o|  a  stahl>iii«: 
character,  and  diffused  over  the  whole  abdomen.     Vomiting  of  yellow  fluid 
which  did  not  relieve  the  pain,  was  always  present,  and  he  could  IK  i 
pass  faeces  nor  flatus.     The  attack  was  always  removed  by  the  pa 
flatus. 

On  Admission.  —  He  was  an  emaciated,  weedy-looking  boy.  Pulse.  IM;  : 
temperature,  100°  F. 

Abdomen.  —  Nothing  could  be  felt  from  above.  The  rectum  was 
ballooned.  Anteriorly  a  hard  mass  could  be  felt  between  it  and  the  base 
of  the  bladder,  like  an  inflammatory  exudate. 

Diagnosis.  —  Intestinal  obstruction  due  to  tuberculous  adhesions. 

Operation  (May  31).  —  The  abdomen  was  opened  in  the  middle  line 
after  excision  of  the  umbilicus.  An  adherent  strangulated  coil  of  obstructed 
small  intestine  was  found  in  the  right  iliac  fossa,  with  a  band  surrounding 
it.  The  intestine  above  was  much  enlarged  and  hypertrophied  ;  below  it 
was  small  and  contracted.  It  was  freed  from  the  adhesions,  exposing  the 
remains  of  an  abscess  which  was  traced  to  the  vermiform  appendix.  The 
raw  surface  of  the  intestine  was  sutured,  and  the  appendix,  which  was 
adherent  in  the  pelvis,  was  excised.  There  were  several  tuberculous  glands 
in  the  mesentery  of  the  small  intestine,  but  these  had  nothing  to  do  with 
the  present  condition.  The  abdomen  was  closed  in  layers.  The  appendix 
contained  pus,  and  had  a  stricture  at  the  caecal  end.  Recovered. 

CASE   9.  —  Subacute   intestinal  obstruction   from  adlit'xinnti  fnlln: 
puerperal  sepsis  —  Acute  termination  due  to  secondary  rolrulu*. 

M.  J.  B.,  age  28.     Admitted  Jan.  27,  1910.     Died  Feb.  2. 

Pain.  —  Four  days  before  admission  the  patient  was  awakened  at  5  a.m. 
with  cramping  pain  in  the  abdomen,  which  gradually  increased  in  severity  : 
it  was  intermittent  in  character,  and  relieved  by  pressure.  She  vomited 
repeatedly  everything  she  took,  and  also  between  the  periods  of  taking 
food,  at  first  bile,  and  later  dark-brown  foetid  material  —  this  had  continued. 
The  vomiting  relieved  the  pain  for  a  short  time.  Rumbling  was  present. 
quite  loud  and  audible,  whenever  the  pain  came  on  severely. 

Arrest  of  Flatus.  —  Since  the  onset  she  had  passed  no  flatus,  but  she  had 
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belched  up  a  great  deal  of  wind.  Her  bowels  had  not  been  moved  since 
the  beginning  of  the  attack.  Symptoms  continued  up  to  the  day  of 
admission,  but  she  had  been  somewhat  easier  since  9  a.m. 

Previous. — Three  years  ago  patient  had  a  seven-months  child,  and 
she  was  in  bed  ill  for  a  fortnight  with  abdominal  pain. 

On  Admission. — Patient  looked  ill,  with  pale  and  drawn  countenance  ; 
temperature  normal  ;  pulse  very  soft  and  weak  ;  tongue  thickly  furred  ; 
chest  clear. 

Local. — Abdomen  distended  ;  oblique  ladder  pattern  of  peristalsis 
marked,  and  numerous  rumblings  heard.  Per  vaginam,  uterus  felt  retro- 
verted  and  fixed  behind  to  the  rectum. 

Gastric  lavage  was  performed.  A  great  quantity  of  very  foul  faecal 
matter  was  drawn  off,  which  gave  her  immediate  relief. 

Diagnosis. — Intestinal  obstruction  in  small  intestine,  due  to  kinking  of 
the  gut,  from  adhesions  in  the  pelvis,  as  a  result  of  old  pelvic  peritonitis. 
Too  ill  for  a  radical  and  not  ill  enough  for  a  palliative  operation. 

Palliative  treatment  was  adopted  by  lavage,  poultices  to  the  abdomen, 
and  nutrient  enemata.  She  passed  some  flatus,  and  had  a  free  evacuation  ; 
she  was  not  wholly  relieved,  though  much  better.  On  the  early  morning  of 
operation,  Feb.  1,  all  her  symptoms  returned  acutely. 

Operation — Mr.  Morison. — -Small  incision  in  right  iliac  fossa  ;  piece  of 
distended  small  intestine  drawn  out  and  fixed.  Paul's  tube  tied  in. 

Feb.  3. — No  faeces  have  passed  through  the  enterostomy,  despite  the 
introduction  of  a  large  quantity  of  saline  into  the  bowel.  Death. 

Necropsy. — On  opening  abdomen  the  small  intestines  were  hugely 
distended.  On  tracing  the  dilated  gut  down,  the  obstruction  was  arrived  at 
on  the  right  side  of  the  pelvic  wall.  Here  a  strong  band  of  adhesion  bound 
a  loop  of  the  lower  ileum  to  the  lateral  pelvic  wall,  and  about  3  ft.  of  gut, 
black  and  nearly  gangrenous,  was  found  twisted  on  itself,  lying  in  the  pelvis 
(secondary  volvulus)  ;  numerous  other  small  adhesions  were  present,  con- 
necting the  small  bowel  with  the  fundus  uteri  ;  the  uterus  was  retroverted 
and  bound  to  Douglas's  pouch  and  the  rectum  by  adhesions.  On  removing 
the  twisted  bowel,  about  5  in.  of  the  lower  ileum  and  the  caecum  were  normal, 
but  collapsed,  and  above  this  was  the  twisted  portion,  about  2  ft.  in  length, 
the  distended  gut  being  higher  still.  The  enterostomy  opening  was  in  a 
distended  portion  of  the  gut,  not  far  from  the  obstruction.  It  had  not 
emptied  the  paretic  bowel. 

CASE  10. — Strangulation  due  to  a  MeckeVs  diverticulum — Meckel 
gangrenous. 

G.  T.  H.,  age  24,  a  bricklayer,  was  admitted  to  the  Royal  Victoria 
Infirmary  on  October  20.  Discharged  Nov.  7,  1910. 

History  of  Present  Illness. — It  commenced  suddenly  thirty-four  hours 
before  admission,  one  and  a  half  hours  after  his  tea.  He  was  seized  with  a 
very  severe  cramp-like  pain  across  his  bowels,  bad  enough  to  make  him 
shout  out  and  sweat.  Vomiting  commenced  two  hours  afterwards,  and 
continued  during  the  whole  night.  The  vomiting  did  not  relieve  the  pain. 
He  had  a  feeling  that  if  he  could  only  pass  wind  downwards  it  would  relieve 
him.  The  pain  and  vomiting  and  sweating  continued  till  his  admission. 

Enemata  were  administered  soon  after  his  illness  commenced,  but  no 
relief  or  discharge  of  flatus  had  resulted.  He  had  no  urinary  trouble. 

Previous  Health. — Had  been  good.  He  had  never  suffered  from 
4  indigestion  '  at  all. 


SURGICAL     CONTRIBUTIONS—  AH  I  )<  »M  I  \  VL 


on  AthnisNi'nn.      The   patient    had    the  :||,|,,  ;,r;lM.  -.-   of  a      ' 
healthy    111:111   acutely    ill   an.  I    siiHnin-    un-alK.      II.-    v  ,,„    |,|N    |, 

Avith  both  his  legs  drawn  up. 

His  tongue  was  moist  and  furred  :    pulse.  normal  :    I.  mp.  ratine.  '.«,     I 

Abdomen.  —  On    inspection,  the    \\hole    abdomen    \\as    ,|jst,  ml-  ,|.    ;ih.! 
respiratory  movements  wen-   absent.     There    \\:is    n,,   loeah/.-d    su,  lln, 
visible   peristalsis.      On   palpation    it    was    lender   ail    over,    and    there   was 
marked  rigidity  of  the  whole  muscular  covering.      (I  .,m    hours    p. 
it  had  been  noted  that  rigidity  and  tenderness   \\.  r.    limited   to   the   , 
side.) 

On  percussion,  both  flanks  and  a  semihmar  area  over  the  pubis  \\  .  \> 
dull,  and  the  dullness  changed  with  every  change  of  posture,     d  our    h< 
previously  the  dullness  had  been  limited  to  the   ri-ht    side.   the   left    I 
hyper-resonant  .  ) 

Per  Rectum.—  There  was  fullness  in  front,  as  of  fluid  in  the  rccto-vcsical 
pouch. 

Diagnosis.  —  All  agreed  that  the  patient  had  acute  general  peritonitis. 
with  a  considerable  quantity  of  free  fluid  in  the  abdomen.     The  can 
this  was  not  so  clear,  though  the  physical  signs  and  the  sex  and  ;i<j<-  of  tin 
patient  suggested  ruptured  duodenal  ulcer.     The  only   things  a-ainst    this 
were  the  absence  of  any  previous  history  of  indigestion  and  the  con-- 
vomiting  since  the  attack.     It  seemed  difficult  to  explain  the  carK 
peritonitis,  the  presence  of  so  much  fluid,  and  the  absence  of  more  definite 
evidence   of  increased  peristalsis  if  the  case  was  one  of  acute  intestinal 
obstruction,  as  had  been  suggested. 

Operation  —  Mr.  Morison.  —  The  abdomen  was  opened  in  the  middle  line 
by  excision  of  the  umbilicus.  A  large  quantity  (about  a  quart)  of  very  foul- 
smelling  greyish-coloured  fluid  escaped.  The  stomach  and  duodenum  wen 
normal.  The  incision  was  prolonged  downwards,  great  care  beini:  taken 
to  keep  all  the  intestines  in  the  abdomen  ;  a  mass  of  distended  acutely 
strangulated  bowel,  with  what  was  clearly  a  distended  gangrenous  Meekel's 
diverticulum,  was  exposed  on  the  right  side.  The  distended  sodden  bowel 
for  about  3  ft.  above  the  obstruction  was  withdrawn  from  the  abdomen. 
along  with  the  portion  strangulated,  and  the  whole  was  excised. 

The  lowrer  or  distal  end  of  the  bowel  was  divided  about  J  in.  above  tin 
ileocaecal  valve,  and  both  proximal  and  distal  ends  were  tightly  tied  together 
with  silk  over  a  glass  bobbin.  This  was  pushed  on  (intussiisccptcd)  into 
the  caecum,  and  fixed  there  by  Lembert's  sutures,  attaching  the  ileiim  to 
the  caecum.  (The  anastomosis  by  the  bobbin  required  five  minutes.  i 

The  abdomen  was  washed  out  with  abundance  of  hot  normal  saline 
(1  drachm  of  sodium  chloride  to  1  pint  of  water),  a  quantity  ot  dirty  fluid 
escaping  from  the  pelvis,  and  it  was  then  closed  entirely  by  tier  suture. 

All  of  the  visible  intestine  and  the  parietal  peritoneum  were  bright  red. 
but  neither  had  lost  its  gloss,  and  there  were  no  lymph  deposits. 

As  soon  as  the  operation  started,  intravenous  transfusion  was  com- 
menced, and  continued  slowly  during  the  whole  procedure. 

Pathology.  —  A  band  was  found  passing  from  the  apex  of  the  Meckt  I. 
to  be  attached  to  the  mesentery  close  to  the  base  of  the  diverticulum.  The 
Meckel  was  twisted  on  itself,  producing  gangrene,  and  a  loop  of  bowel  had 
become  strangulated  under  the  band. 

After-progress.  —  On  the  day  following  operation  the  patient  had  tilt- 
appearance  of  a  man  entirely  relieved  of  a  serious  illness,  and  except  for  some 
suppuration  of  the  abdominal  wound  made  a  straightforward  recovery,  and 
went  home  on  November  7. 
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CASE  11. — Strangulated  gangrenous  hernia — Recovery — Intestinal 
obstruction  due  to  stricture  resulting  from  gangrene  of  gut — Resection — 
Recovery. 

J.  D.,  age  39,  single.  Admitted  April  18,  1910.  Discharged  April  29. 
Readmitted  May  30.  Discharged  June  29. 

Patient  was  admitted  complaining  of  a  swelling  in  the  right  groin, 
associated  with  pain  and  vomiting. 

For  seven  and  a  half  years  she  had  had  a  rupture  at  that  site,  which 
appeared  spontaneously  and  gradually  increased  in  size.  For  several  years 
she  had  had  slight  attacks  of  pain  in  it,  and  had  a  very  severe  one  seven 
weeks  before  admission.  From  that  time  the  pain  had  persisted  more  or 
less  at  intervals.  About  2  p.m.  on  the  day  before  admission  she  was  seized 
with  a  very  severe  attack  of  pain,  at  first  localized  to  the  hernia,  and  later 
referred  to  the  umbilical  region  and  lower  abdomen.  Vomiting  accompanied 
the  pain,  and  persisted.  The  vomitus  at  first  consisted  of  the  stomach 
contents,  but  on  admission  had  become  bilious.  She  had  her  bowels  moved 
during  the  morning  before  the  onset  of  the  attack,  but  subsequently  passed 
neither  faeces  nor  flatus. 

On  Admission. — Her  general  condition  was  poor ;  her  face  was  pale  and 
drawn,  tongue  covered  with  a  yellow  fur.  Temperature,  97°  ;  pulse,  64. 

Local. — There  was  a  swelling  the  size  of  a  large  egg  situated  below  the 
right  Poupart  and  external  to  the  pubic  spine,  over  the  site  of  the  femoral 
canal.  It  was  tense,  hard,  extremely  tender,  smooth  on  the  surface, 
irreducible,  and  without  impulse  on  coughing. 

Diagnosis. — Strangulated  femoral  hernia. 

Operation  (April  18) — Mr.  Morison. — Oblique  incision  below  Poupart, 
sac  of  hernia  separated  and  opened.  On  exposing  the  gut  it  was  almost 
black ;  but  on  freeing  the  constriction,  by  dividing  Gimbernat's  ligament, 
it  recovered  its  colour  somewhat.  It  was  returned  to  the  abdomen  just 
within  the  femoral  ring  with  a  large  tube  in  contact  with  it.  The  sac,  which 
was  redematous,  was  packed  with  gauze,  and  no  attempt  was  made  at  a 
radical  cure,  the  wound  being  allowed  to  granulate.  A  good  pad  with  firm 
pressure  was  applied. 

April  29. — Wound  almost  healed  ;    patient  went  home. 

After  leaving  hospital  she  was  quite  well  for  a  week  ;  she  then  had  a 
sudden  attack  of  acute  pain  in  the  abdomen  and  vomited  some  mucoid  fluid. 
With  the  attack  her  abdomen  swelled  up  and  there  were  loud  rumblings. 
Her  bowels  were  constipated,  and  the  passage  of  flatus  gave  her  temporary 
ease.  Subsequently  she  had  a  similar  attack  almost  every  evening. 

On  readmission  she  looked  in  fair  general  condition  ;  tongue  was  moist 
and  furred  ;  temperature,  98-6°  ;  pulse,  88. 

Local. — There  was  a  small  sinus  present  in  the  middle  of  the  scar  in  the 
right  groin.  On  examining  the  abdomen,  definite  peristalsis  of  the  oblique 
ladder  pattern  was  visible,  which,  on  palpation,  appeared  to  culminate  in 
the  region  of  the  right  iliac  fossa.  There  were  numerous  rumblings  in 
addition,  also  in  the  right  iliac  fossa.  Associated  with  this  she  had  repeated 
vomiting. 

Diagnosis. — Intestinal  obstruction  due  to  adhesions  in  connection  with 
the  old  hernia. 

Operation  (June  7) — Mr.  Morison. — An  incision  was  made,  extending 
from  the  anterior  superior  iliac  spine  to  1  in.  from  the  symphysis  pubis  in 
the  right  iliac  fossa.  On  opening  the  abdomen  the  ileum,  about  3  ft.  from 
the  ileocaecal  valve,  was  found  adherent  to  the  femoral  canal  ;  above,  the 
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intestine  was  distended,   injected,  and   hypcrl  mplii. -d  :    bdow,   it    was  thin 
and  pale.     On  separating   the   adherent    »\i\    it    \\as    found    that    .,r.l\    th. 
mesenteric  side  of  the  intestine  \v;is  left,  the  convexity  and  sidi  s  ol  th, 
had  disappeared  (gangrene  and  absorption).     The  howH  al..,\,    and   I,, 
this  region  was  clamped  and  divided  by  the  Hu •rmn-c -an'  I  to  •  n.l 

anastomosis  was  performed  by  a  Murphy's  button,  after  nx,<  ti.,n   of   tin- 
damaged  intestine.     Abdominal  wound  closed  in  laycr^. 

June  21. — Patient  made  a  slow  but  good  recovery,  and  left  hospital 
healed  and  well. 

CASE  12. — Large  ventral  hernia — Strangulation — Resection  of  f)  //. 
oj  intestine. 

Female,  age   50,  admitted  to  the  Royal  Victoria  Infirmary  Oct.    I  I 
1910. 

History. — Three  and  a  half  years  previously  she  had  been  operated  on 
for  an  appendix  abscess,  which  was  opened  and  drained.  After  the  wound 
healed  she  developed  a  hernia  through  it,  which  had  gradually  increased  in 
size,  but  caused  no  inconvenience  till  two  days  ago,  when  pain  in  her 
abdomen  commenced  at  8  p.m.  Six  hours  later  she  vomited.  Since  then 
the  pain  and  vomiting  had  continued,  she  had  much  rumbling  of  wind,  and 
had  passed  no  flatus  or  faeces. 

On  Admission. — The  patient  was  an  enormously  stout  woman  ;  she 
looked  fairly  well  ;  tongue  moist  and  furred  ;  pulse,  84  ;  temperature. 
100°  F. 

The  abdomen  was  swollen.  A  large  ventral  hernia  on  the  right  side 
under  a  scar  was  tense,  tender,  and  irreducible.  .  Part  of  it  was  softer  than 
the  rest. 

Diagnosis. — Strangulated  ventral  hernia  causing  acute  intestinal 
obstruction. 

An  operation  was  performed  by  Mr.  Richardson,  who  found  the  tumour 
about  equal  to  two  footballs  in  size,  the  sac  multilocular  and  containing 
some  tightly  strangulated  intestine.  The  strangulation  was  relieved,  but  it 
was  obviously  impossible  to  replace  the  contents  of  the  sac  in  the  abdomen, 
and  the  skin  was  sutured  over  them.  The  wound  suppurated,  a  faecal 
fistula  developed,  and  an  attempt  was  made  unsuccessfully  to  close  this 
on  Nov.  9. 

Operation  (Nov.  20).  Mr.  Morison. — A  large  elliptical  incision  was 
made  enclosing  the  fistula,  the  edges  were  closed  by  sutures,  and  the  sac 
opened.  The  underlying  intestinal  coils  were  firmly  adherent  to  the  skin 
and  to  each  other,  and  great  difficulty  was  experienced  in  separating  them 
and  defining  the  opening  of  the  sacf  Eventually  9  ft.  of  small  intestine 
were  resected,  the  lower  point  of  division  being  just  above  the  ileocaecal 
valve.  An  end-to-end  anastomosis  was  made  with  a  glass  bobbin  and  by 
invagination ;  the  sac  was  excised,  its  neck  sewn  up,  and  the  abdominal 
wall  was  closed  in  separate  layers,  with  a  tube  under  the  skin  for 
drainage. 

The  patient  made  a  good  recovery,  but  on  Dec.  9  (three  weeks  after 
operation)  it  is  noted  that  "  her  bowels  are  moved  five  times  daily." 

Dec.  20. — "  Patient  made  a  good  recovery.  The  diarrhoea  is  much 
better."  Recovered. 

Subsequent  Note. — This  patient  died  at  home  two  months  later  as  the 
result  of  persistent  diarrhoea. 

A  54 
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CASE  13. — Multiple  malignant  strictures  of  small  and  large 
intestine.  • 

Male,  age  39,  admitted  to  private  hospital,  May  18,  1910. 

History. — :Five  weeks  previously  he  had  an  attack  of  acute  intestinal 
obstruction,  but  it  only  laid  him  up  for  six  days.  Since  then  he  had  suffered 
from  pain,  flatulence,  and  occasional  vomiting  till  twenty-four  hours  before 
admission,  when  he  had  another  acute  attack.  Fourteen  years  ago  he  had 
phthisis  pulmonalis,  and  had  been  in  a  sanatorium. 

On  Admission. — He  was  in  very  poor  condition  ;  pulse,  95  ;  temperature, 
99-2°  F.  All  the  signs  and  symptoms  of  acute  intestinal  obstruction  were 
present,  with  free  fluid  in  the  abdomen. 

Diagnosis. — Acute  intestinal  obstruction  due  to  tuberculous  peritonitis. 

Operation. — The  abdomen  was  opened  by  an  oblique  incision  in  the 
right  iliac  fossa,  and  a  quantity  of  blood-stained  fluid  escaped.  A  malignant 
stricture  was  found  at  the  end  of  the  ileum,  with  the  gut  on  its  proximal 
side  much  distended,  and  the  caecum  empty  and  collapsed.  The  entire 
visible  and  palpable  peritoneum  was  studded  with  malignant  growths,  and 
also  the  omentum,  a  portion  of  which  was  removed  for  microscopical 
examination.  A  lateral  anastomosis  was  made  between  the  ileum  above 
the  stricture  and  the  ascending  colon,  and  the  abdomen  was  closed. 

Progress. — For  the  first  two  days  after  operation  the  urgent  symptoms 
were  relieved,  but  he  was  never  well.  Later  the  symptoms  of  obstruction 
returned,  and  he  died  five  days  after  the  operation  (May  23). 

Post-mortem  examination  showed  malignant  deposits  studded  every- 
where in  the  abdomen.  There  were  several  on  the  small  intestine,  causing 
a  certain  amount  of  stricture.  There  was  a  tight  stricture  of  the  hepatic 
flexure  of  the  colon,  which  was  obviously  the  cause  of  recurrence  of  the 
obstruction.  There  was  septic  peritonitis. 

Microscopical  Report. — "  Columnar-celled  cancer,  with  a  tendency  to 
colloidal  degeneration." 

CASE  14. — Spheroidal-celled  carcinoma  of  the  ascending  colon, 
with  ovarian  cyst. 

M.  J.  G.,  age  62,  married.     Admitted  April  6?   1910.     Died  April  16. 

Patient  gave  a  history  of  many  years'  duration  of  attacks  of  indigestion, 
accompanied  by  excessive  wind  and  vomiting.  Three  weeks  ago  she  began 
to  have  pains  in  the  abdomen.  Four  days  ago,  after  cycling  in  the  evening, 
she  was  seized  with  severe  griping  abdominal  pain  ;  castor  oil  gave  a  good 
evacuation  of  the  bowels  and  relieved  her  somewhat,  but  she  did  not  sleep 
well  at  night.  The  following  day  she  was  fairly  well,  but  sent  for  the  doctor 
in  the  evening  on  account  of  a  feeling  of  heaviness  in  the  stomach.  She 
vomited  repeatedly  the  next  two  days,  the  vomiting  being  bilious  and  not 
faecal.  On  the  evening  before  admission  she  felt  much  better,  and  remained 
so  till  the  day  after,  i.e.,  April  7,  when  she  vomited  again.  Rumblings  were 
present  with  the  attack,  and  flatus  was  passed. 

On  Admission. — Patient  was  of  a  sallow  complexion,  and  looked  very 
weak,  thin,  and  emaciated  ;  temperature,  normal  ;  pulse,  90. 

Abdomen. — On  inspection,  distention  present,  suggesting  small  intestine. 
On  the  right  side  opposite  the  umbilicus  there  was  felt  a  hard  nodule,  not 
very  tender  and  not  movable.  A  suggested  diagnosis  was  '  impacted  gall- 
stone '  in  the  small  intestine,  for  the  following  reasons  : — 

1.  The  long  history  of  '  indigestion,'  with  wind  and  vomiting. 
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2.  Since   prrsrnl    onset    her   tendency    !<,   have   period!   -I 

3.  Tin-  feeling  of  the  tumour. 

4.  The  limitation  of  distcntimi.  etc..   in  small   iniest  im-. 

Peristalsis  was  visible,  of  the  oblique  ladder  pattern.  Tin-  pah-  nt  waif 
too  ill  Tor  a  radical  operation,  and  not  ill  enough  lor  ,  nt.  i-  ,,t,  ,i,,\  . 

April  10.  —  Patient   improved,  ho  \\rls   moved.      A    tumour  was   now   felt 
at    the   same    site    as    previously,    very    hard    and    nodular,    and    quid-    h 
Previous   diagnosis  negatived.     Per   va-inam    an   oxarian   GJtl    WM    I.It 
size  of  a  fo?tal  head,  uncomplicated. 

/'/r.sr///  DiagnoNis.-  Carcinoma  of  the  ascending  colon,  malignant  mass 
secondary  in  the  ovarian  tumour. 

April  12.  —  Symptoms  of  obstruction   have  increased  :    patient   very  ill. 

Operation  (April  13).  Mr.  Morison.  Long  ohli<|iie  incision.  M 
appendix  abscess,  extending  well  back  into  the  loin.  Abdomen  opened. 
The  tumour  appeared  to  be  a  malignant  growth  of  the  ileoca  •<  -al  valve,  \\ith 
many  large  and  secondary  glands  in  the  mesentery  extending  up  to  the 
duodenum.  The  outer  reflection  of  peritoneum  from  the  ca-cum  and  ascend- 
ing colon  on  to  the  posterior  belly  wall  was  now  divided,  and  this  part  of  the 
large  intestine  easily  separated  and  brought  forward.  The  ilc  -urn  uas  di\  ided 
about  6  in.  from  its  termination,  and  then  the  distal  part  of  the  ileum.  the 
caecum,  ascending  colon,  and  a  quarter  of  the  transverse  colon  were  rem.. 
The  procedure  was  most  difficult  owing  to  the  huge  glands  in  the  me-.,  n; 
extending  to  and  lying  on  the  third  part  of  the  duodenum.  The  ileoe.  .lie 
artery  was  divided  close  to  its  origin  from  the  superior  mcsenteric.  the  \em 
being  clipped  at  about  the  same  spot.  There  was  some  hirmorrliuL'e  from 
slipping  of  the  ligature.  The  glands  were  the  size  of  walnuts,  hard  and  surely 
malignant.  The  cut  end  of  the  transverse  colon  was  closed  in  the  usual 
way,  but  the  end  of  the  ileum  was  brought  out  of  the  wound  posteriorly 
and  a  Paul's  tube  tied  in.  The  abdominal  wound  was  sutured  in  la 

Pathology.  —  The  growth  proved  to  be  arising  in  the  ascending  colon. 
having  spread  into  the  caecum,  but  not  having  involved  the  ileocieeal  \al\e. 
The  glands,  extending  right  up  to  the  duodenum,  appeared  to  be  infiltrated 
with  growth. 

Microscopic  Report.  —  4i  The  lymph-gland  has  been  almost  entirely 
replaced  by  a  diffuse  carcinomatous  deposit  ;  appearances  su--,  -xt  a  rapidly 
advancing  growth  of  spheroidal  type,  almost  encephaloid  in  character.  The 
tumour  is  a  rapidly  growing  columnar-celled  cancer,  showing  a  tendem  \ 
to  diffuse  infiltration,  with  cells  of  a  more  spheroidal  type." 

Subsequently  patient  suffered  from  shock,  and  as  Paul's  tube  did  not 
drain  well,  Mr.  Morison  performed  enterostomy  higher  in  the  intestine  under 
anaesthesia,  but  no  fluid  or  flatus  was  passed.  She  died  April  Hi.  in  spite 
of  frequent  lavage,  oxygen,  and  saline. 

Post-mortem.  —  No  sepsis  ;  no  dilatation  of  the  stomach  :  operation  ritel 
healthy;  small  intestine  still  distended.  A  single  enlarged  hard  -land 
the  size  of  a  filbert  was  found  on  the  aorta.  A  lar^t  ovarian  e\  st  the  si/, 
of  a  cocoa-nut  was  found  in  the  pelvis  ;  it  was  not  malignant. 


CASE    15.  —  Adenomatous  polypiix  <>J   *tnall  httcxtinc   -^'ith    chronic 
intussusception. 

A  male,  age  64,  admitted  to  the  Royal  Victoria  Infirmary.  Nov<  -nil 
1910. 

History.  —  Three    weeks    ago    the    patient,    previously    quite    well,    uas 
suddenly  seized  with  a  sharp  pain  in  his   stomach   half  an   hour  after  his 
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dinner.  An  hour  later  he  vomited  matter  of  a  dark-brown  colour.  This 
did  not  relieve  the  pain.  A  bowel  motion  which  he  had  the  same  evening 
was  very  dark  in  colour.  The  pain  had  lasted  off  and  on  till  his  admission. 
It  was  worse  after  meals  and  woke  him  up  at  nights.  Vomiting  had  not 
been  frequent.  His  bowels  had  acted  regularly  and  were  not  constipated. 
On  the  morning  of  admission  he  had  retention  of  urine,  which  was  relieved  by 
a  catheter. 

On  Admission. — He  looked  a  robust  man  somewhat  reduced  by  pain  ; 
temperature  and  pulse  were  normal. 

Abdomen. — There  were  definite  rumbling  sounds  heard  in  the  abdomen, 
and  active  peristaltic  movements  of  the  small  intestine  type  were  visible. 
A  tumour  could  be  felt  to  form  and  harden  intermittently  close  to  the  right 
of  the  umbilicus.  Both  flanks  were  dull  on  percussion. 

Diagnosis  lay  between  a  malignant  growth  of  the  intestine  and  chronic 
intussusception,  possibly  both. 

Operation  (Nov.  4). — The  abdomen  was  opened  in  the  middle  line  after 
excision  of  the  umbilicus.  Clear  fluid  escaped  ;  the  small  intestine  was 
large,  thick,  and  congested.  An  intussusception  5  in.  long  was  found  in  the 
small  intestine  close  to  the  ileocaecal  junction.  On  reducing  it  a  tumour 
about  the  size  of  a  walnut  was  felt  in  the  lumen  of  the  bowel.  Enterotomy 
was  performed,  and  the  polypus  was  excised  after  ligaturing  its  pedicle. 
The  intestinal  wound  was  closed  by  an  inner  layer  of  through-and-through 
catgut  sutures  and  an  outer  layer  of  silk  Lembert  sutures,  and  the  abdomen 
by  three  tiers  of  sutures.  Recovered. 

Report  of  Pathologist  on  Polypus. — "  This  appears  to  be  a  simple  adeno- 
matous  polypus.  The  fibrous  core  shows  a  considerable  quantity  of  unstriped 
muscle  ;  it  is  very  vascular,  and  shows  cedematous  change.  There  is  some 
inflammatory  change  superadded." 

CASE  16. — Malignant  papilloma  of  sigmoid — Resection. 

A  male,  age  58,  admitted  to  Royal  Victoria  Infirmary,  November  11 , 
1910. 

History. — The  patient  was  operated  on  for  haemorrhoids  five  years  ago, 
and  for  the  last  four  and  a  half  years  had  been  treated  for  '  mucous  colitis.' 
With  his  stools,  which  were  usually  looser  but  sometimes  consisted  of  round 
hard  masses,  he  had  passed  slime  and  blood.  He  often  had  a  twitching 
pain  before  defalcation  and,  after  it,  a  feeling  that  his  bowel  had  not  been 
properly  emptied,  but  never  a  severe  pain,  only  a  bearing  down.  When 
flatus  was  passed,  mucus  often  escaped  involuntarily  at  the  same  time. 

On  Admission. — He  looked  well  and  had  a  normal  pulse  and  tem- 
perature. 

Abdominal  and  rectal  examination  were  negative  in  result. 

With  the  sigmoidoscope  (Mr.  Hamilton  Drummond)  a  small  polypus 
on  the  right  rectal  wall  and,  7  in.  from  the  anus  and  out  of  digital  reach,  a 
large,  soft,  flattened  papillomatous  growth,  which  bled  readily,  were  seen. 

Operation  (Nov.  17). — The  abdomen  was  opened  by  an  oblique  incision 
in  the  left  iliac  fossa,  and  the  growth  was  felt  in  the  lower  part  of  the  pelvic 
colon.  The  lower  half  of  the  sigmoid  with  its  mesentery  was  excised,  and 
an  end-to-end  anastomosis  by  the  invagination  method  was  performed 
between  the  remainder  of  the  sigmoid  above  and  the  rectum  below.  The 
abdominal  wound  was  closed  in  three  layers.  Recovered. 

Pathological  Report. — "  This  appears  to  be  a  papillary  adenoma.  Owing 
to  the  complicated  papillomatous  arrangement  it  is  difficult  to  determine  the 
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absence  of  infiltration  into  the  museularis  mueos.-,-.  hut  so  In    ,    ,  ,,,  I  , 
at  present  the  condition  does  not  appear  h.  h<    malignant." 

Note. — I  made  a  macroscopic  section  and  found  ih,   h,,u,-|  uall  mi.n, 
with  growth,  and  have  no  doubt  of  its  malignancy. — H.  M.* 

CASE  17.— Ileoccecal  tuberculosis  wishiLrn   /;,/•  ,//;/,, -,/ //// 
Chronic  intestinal  obstruction — Resection—  /•;///«•/ -o.v/o/////     .!<  utc  ////rs/*'///// 
obstruction    and  a   second  enterostomy— Excision    <>J    inrulved   itiic 
and  anastomosis. 

Male,  age  30,  admitted  to  the  Royal  Victoria  Infirmary  April  •_' I .   L910 

History.— For  the  past  three  weeks  the  patient  had  had  trouhle  m  his 
bowels — griping  pains  and  much  rumbling.  Four  days  In-fore  admission  he 
was  suddenly  seized  with  very  severe  pain  at  :{  p.m!  The  pain  WM  int.  i- 
mittent,  and  was  associated  with  frequent  vomiting  and  much  rumhlin^. 
He  was  able  to  pass  flatus.  His  bowels  had  moved  daily.  During  his  ii! 
he  had  heavy  night  sweats  and  had  lost  about  1  stone  *in  wri-jlit. 

On  Admission. — He  looked  feeble  and  ill,  but  his  acute  symptoms  had 
subsided.  His  tongue  was  furred  ;  pulse,  90  ;  temperature,  99  I 

Abdomen. — There  was  no  rigidity.  A  large  hard  mass,  slightly  tender. 
was  found  in  the  right  iliac  fossa,  with  a  smooth  surface,  except  for  a  si •;;,!! 
hard  nodule  which  projected  from  its  upper  and  inner  aspect  :  its  < -d^« •  uas 
fairly  well  denned,  and  the  whole  swelling  was  slightly  movable.  During 
palpation,  gurglings  could  be  heard  and  felt  in  its  neighbourhood.  Percussi.  >n 
over  the  lump  showed  diminished,  not  absent,  resonance. 

Diagnosis. — Appendix  abscess  of  long  duration  with  dense  adhesions. 

Operation  (April  26). — The  abdomen  was  opened  by  a  long  oblique 
incision  in  the  right  iliac  fossa.  The  mass  proved  to  be  no  abscess.  The 
bowel  and  peritoneum  in  the  right  iliac  fossa  were  enormously  thickened  and 
infiltrated,  and  so  adherent  that  the  appendix  could  not  be  isolated.  It  \\as 
impossible  to  say  whether  the  condition  was  the  result  of  growth  or  inflamma- 
tion, and  it  was  decided  to  remove  the  whole  of  it.  The  Jamieson-Dobson 
operation  of  removal  of  the  whole  ileocolic  distribution  was  performed, 
and  the  cut  end  of  the  colon  was  closed  by  sutures.  On  account  of 
his  poor  condition  a  Paul's  tube  was  tied  in  the  divided  end  of  the  ileum. 
and  the  wound  was  closed  in  layers  round  this.  P'or  some  days  his  pro;: 
was  satisfactory;  then  he  began  to  develop  abdominal  pain  and  to  vomit, 
with  increased  peristalsis  and  rumbling  ;  the  discharge  from  the  ileum 
ceased,  and  it  was  clear  he  had  acute  intestinal  obstruction. 

Second  Operation  (Mar.  7),  by  Mr.  Richardson. — The  abdomen  was 
opened  by  a  median,  incision,  and  the  obstruction  was  found  to  be  due  to 
constriction  of  the  gut  by  the  healing  of  the  wound.  The  constriction  and 
gut  were  divided  and  the  obstruction  was  relieved.  Subsequent  ly  t  he  pat  ient 
improved  slowly,  but  refused  further  surgical  help,  and  decided  to  gn  home 
to  the  country  with  his  enterostomy  wound  discharging  and  the  surrounding 
skin  in  an  excoriated  condition. 

Pathology. — The  specimen  consisted  of  the  last  6  in.  of  the  ileum,  the 
caecum,  the  ascending  colon,  and  ileocolic  mesentery.  On  section,  the  lumen 
of  the  caecum  up  to  the  ileocaecal  valve  was  almost  obliterated  by  a  <h us. 
white  fibrous  cicatricial  mass.  The  mucous  membrane  appeared  to  he 

*  Five  years  later  the  patient  died  with  malignant  maw*  (ill  over  his 
abdomen. 
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normal,  but  was  thrown  into  polypoid  folds  by  the  fibrosing  submucous 
tissue.  The  end  of  the  ileum  was  prolapsed  for  about  1  in.  into  the  caecum, 
so  as  to  look  like  the  uterine  cervix.  (This  appearance  is  common  in  tubercle 
and  cancer  of  this  region. — R.  M.)  Enlarged  glands  were  present  throughout 
the  mesentery. 

Microscopical  Report,  Professor  MacDonald. — "  Gland. — No  evidence  of 
malignant  disease  or  tubercle.  Appears  to  be  of  simple  inflammatory  origin. 
Growth  ? — Hyperplastic  thickening  of  all  the  coats  of  the  intestine,  with 
marked  lymphocytic  infiltration  of  all  the  coats.  The  condition  is  probably 
tuberculous,  though  there  is  no  distinct  evidence  of  it.  There  is  no  evidence 
of  tumour  or  growth." 

Readmitted  Sept.  16. 

The  patient's  condition  was  much  improved,  and  he  had  gained  con- 
siderable weight  since  going  out.  The  median  wound  was  entirely  healed  ; 
from  the  iliac  one  the  mucous  membrane  of  the  bowel  was  protruding.  All 
faeces  had  been  passed  through  this  since  his  first  operation. 

Third  Operation  (Sept.  22). — The  old  median  scar  (Mr.  Richardson's) 
was  excised,  and  it  was  surprising  to  see  so  few  (none  but  necessary)  adhesions 
in  the  peritoneal  cavity.  A  lateral  anastomosis  was  made  between  the  lower 
ileum  and  the  right  transverse  colon  with  a  through-and-through  inner 
layer  of  catgut  sutures  and  an  outer  of  silk,  then  the  ileum  was  divided 
transversely  and  its  distal  end  sewn  up  distal  to  the  anastomosis.  The 
mesentery  of  the  isolated  bit  of  ileum  was  next  tied  off  and  cut,  a  pair  of 
forceps  was  passed  up  through  the  enterostomy  opening,  and  the  bowel, 
turned  inside  out,  was  drawn  through  the  enterostomy  opening.  The  edges 
of  the  median  incision  were  next  closed,  and  then  the  inverted  bowel  and 
the  edges  of  the  oblique  iliac  wound  were  excised.  When  this  had  been 
done  it  was  found  that  the  edges  of  the  iliac  wound  could  not  be  drawn 
together,  and  that  a  gap  of  at  least  1  in.  remained  with  the  tightest  suture 
that  could  be  applied.  This  was  considered  to  be  due  to  contraction  of  the 
divided  muscles,  and  it  was  thought  that  the  traction  of  temporary  tight 
thick  sutures  would  in  a  few  days  overcome  the  retraction  and  allow  of 
approximation.  The  right  iliac  fossa  was  consequently  packed  with  gauze r 
and  six  thick  sutures  with  a  good  bite  were  passed  through  the  edges  and 
whole  thickness  of  the  wound  and  tied  firmly  in  a  bow  knot  over  the  gauze. 
Four  days  later  (Sept.  26)  the  gauze  was  taken  out  and  the  silk  sutures  were 
tightened  up,  bringing  the  wound  edges  readily  into  apposition.  He  was 
discharged  in  excellent  condition,  with  the  wound  healed  except  for  small 
superficial  granulations  three  weeks  later  (Oct.  10).  Recovered. 

CASE  18. — Hyperplasiic  tuberculosis  of  the  ccecum — Excision. 

Female,  age  20,  single,  was  admitted  to  private  hospital  Oct.  8,  1910. 

History. — She  was  quite  well  till  two  years  ago.  Eighteen  months  ago 
she  was  operated  on  '  for  appendicitis.'  Five  weeks  after  the  operation  a 
sinus  formed  in  the  wound  and  had  continuously  discharged  faecal  matter 
since.  She  had  had  much  cramping  pain  in  the  right  iliac  fossa,  with  wind 
rumblings,  and  had  to  sleep  with  a  hot  bottle  on  the  side. 

On  Admission. — The  patient  was  bright,  intelligent,  and  fairly  healthy 
looking.  No  disease  was  found  except  that  noted. 

Abdomen. — There  was  a  keloid  scar  in  the  right  iliac  fossa  with  two 
fistulae  posteriorly,  from  which  sero-pus  was  discharging.  There  was  a 
tender  resistant  mass  to  the  right  of  the  umbilicus. 

Diagnosis. — Ileocaecal  tuberculosis. 
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Operation  (Oct.  12).  The  nl.l  sear  was  excised,  and  the  abdomen  wan 
opened  by  a  long  oblique  incision  in  the  right  iliac  fossa  after  dividing  ih, 
skin  in  an  ellipse  round  the  fistula-.  lunmiL:  it  OV«  a  dossil  ,  .,,,d 

suturing    it.      A    tangled    adherent    mass    \vas    loimd    in    the    ri-hl    ilia.-    f.,.    ., 
involving  the  ileuin,   the  caecum,  and   the  Iransvei-s,-  colon,  uhieh   had   In  .  n 
dragged   down    to   it.      The   vermiform   appendix    was   kin..    hcl 
Tree-,    and  apparently  healthy.      After   mohili/.at  ion   of   the   mass   |,\    di\i 
of  its  outer  and  upper  peritonea!  reflect  ions,  the  lo\\cr  »i  in.  of  the  (|,  ,m> 
caecum  and  vermiform  appendix,   the  ascending  and   UK    n-hi    halt   -it    tin- 
involved  transverse  colon  and  their  mesentery    \\cn-  anted,  ami   tin- 
of  the  colon  and  ileum  were  closed,  a  lateral  anastomose  h.-m-  mad.   IM  t 
the  ileum  and  the  left  half  of  the  transverse  colon  by  a  Murphy   button. 
During  the  operation  the  patient,  although  apparently  unhurt,   had   n 
venous  transfusion  of  2  pints  of  normal  saline.     Hccovcrcd. 

Pathology. — The  mesentery  contained  many  enlarged  cascatiiii:  glands. 
some  of  which  were  calcareous.     The    bowel  wall    was  much    thickened 
typical  example  of  hyperplastic  tuberculosis — and    the  ileocscal    opening 
constricted. 

Microscopic  Report. — "  The  section  is  typical  of  hyperplastic  tubenu  I OM. 

CASE  19. — Hyperplastic  tuberculosis  of  the  ccecum. 

T.  R.,  age  48,  married.     Admitted  Mar.  18,  1910.     Discharged  April  l:{. 

Patient  gave  a  long  history  of  abdominal  trouble.  Ten  years  ago  In- 
had  an  attack  of  what  he  called  '  catarrh,'  accompanied  by  diarrhoea  and 
sickness,  and  associated  with  swelling  of  the  abdomen.  With  this  attack  he 
was  laid  up  in  bed  for  three  weeks,  and  he  had  frequent  subsequent  similar 
attacks,  lasting  a  few  days.  Two  years  ago  he  was  awakened  during  tin- 
night  by  a  sudden  severe  pain,  spread  diffusely  over  the  abdomen,  which 
lasted  five  hours.  The  pain  was  accompanied  by  rumblings  and  diarrlm-a. 
and  he  vomited  repeatedly,  this  latter  lasting  twenty-four  hours.  His 
motions  during  the  attack  were  black,  and  the  doctor  stated  this  was  not 
due  to  medicine.  Heat  relieved  the  pain  somewhat.  He  was  in  bed  for 
three  weeks  and  had  no  return  of  the  pain,  but  his  right  side  was  very  tender, 
and  he  was  kept  on  light  diet  for  some  time.  He  remained  well  after  this 
till  a  month  ago,  when  he  had  a  slight  similar  attack  and  another  a  fortnight 
ago,  which  only  kept  him  in  bed  for  one  day.  On  the  day  before  admission 
he  was  again  seized  at  night  by  a  very  severe  pain  across  the  abdomen, 
lasting  a  few  hours  and  gradually  subsiding,  so  that  by  the  day  after 
admission  he  was  unable  to  feel  it.  He  Mas  sick  and  vomited  several  times 
the  day  following  the  onset,  but  the  vomitus  was  not  ftrcal.  The  pain  was 
never  localized.  As  a  general  rule  his  bowels  had  to  be  regulated  by 
aperients  ;  he  had  had  no  urinary  symptoms. 

On  Admission. — Patient  looked  in  fair  condition,  though  thin  :  tempera- 
ture, 99-2°  F.  ;  pulse,  66  ;  chest,  clear. 

Abdomen. — Thin  belly  wall  ;  no  suggestion  of  abnormality  on  inspection. 
On  palpation,  a  definite  tumour  the  size  of  a  hen's  egg  could  be  felt  in  tin- 
right  iliac  fossa;  it  was  hard  in  consistency,  its  surface  was  rounded,  the 
upper  edge  was  well  defined  though  it  was  more  indistinct  below,  and  it  was 
fairly  well  fixed  down  to  the  iliac  fossa,  while  the  anterior  belly  wall  was 
freely  movable  over  it.  Gurgling  was  demonstrated  above  the  tumour  but 
not  over  it,  and  the  mass  was  quite  separate  from  the  kidney. 

Per  Rectum. — Nothing  abnormal  was  felt  in  the  lumen,  but  high  up  on 
the  right  side  an  enlarged  gland  the  size  of  a  hazel-nut  was  felt. 
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Diagnosis. — Tuberculous  caecum — chronic  appendix. 

Operation  (March  23,  1910).  Mr.  Morison. — Long  oblique  incision  in  the 
right  iliac  fossa  prolonged  well  back  into  the  loin.  The  tumour  was  exposed 
and  found  to  be  a  chronic  inflammatory  mass  at  the  caput  caeci,  with  a  firm 
matting  of  adhesion  to  the  middle  of  the  transverse  colon.  The  appendix 
was  found  buried  in  the  mass,  and  was  thought  to  be  the  origin  of  the  trouble, 
being  firmly  adherent  to  the  caecum  and  communicating  with  it  by  a  large 
hole  which  would  admit  the  little  finger.  The  appendix  was  removed,  was 
found  to  be  about  2  in.  long,  and  was  little  more  than  a  fibrous  band.  After 
its  removal  there  was  still  a  large  hard  fibrotic  thickening  in  the  caecal  wall, 
and,  owing  to  the  doubt  entertained  as  to  its  nature,  it  was  considered  the 
proper  treatment  to  remove  it.  The  ileum  was  divided  about  5  in.  from 
its  termination  between  clamps  by  the  cautery,  and  the  cut  end  was  closed 
in  the  usual  way  by  through-and-through  catgut  and  silk  Lemberts.  The 
ascending  colon  was  divided  immediately  above  the  caecum  and  dealt  with 
in  a  similar  manner.  A  lateral  anastomosis  between  the  ileum  and  ascend- 
ing colon  was  now  performed  by  direct  suture — through-and-through  catgut 
sutures  covered  in  by  silk  Lemberts.  A  small  opening  was  purposely  made  to 
imitate  the  ileocaecal  valve.  Abdominal  wound  closed  in  layers. 

Specimen. — This  showed  thickening  of  the  caecal  wall,  but  on  inverting 
the  latter  there  was  no  definite  evidence  of  growth  (tubercle  or  cancer)  in  the 
lumen  of  the  gut.  In  the  mesentery  of  the  caecum  was  a  hard  calcareous 
gland,  the  only  real  evidence  of  tuberculosis.  There  was  slight  stricture  of 
the  ileocaecal  orifice,  but  the  valve  showed  no  change. 

Microscopic  Report. — Hyperplastic  tuberculosis.  Peritoneal  coat  is 
thickened  and  very  vascular  ;  muscular  and  submucous  coats  are  markedly 
thickened  and  show  diffuse  fibrosis,  also  numerous  lymphocytic  foci  with 
caseous  centres  and  a  few  typical  giant  cells. 

April  12. — Healed  by  first  intention  ;  good  recovery. 

CASE   20. — Ileocaecal  tuberculosis  ? — Acute  intestinal    obstruction — 
First  operation — Lateral  anastomosis.      Second   operation — Excision  of 
boivel. 

A  miner,  age  18,  admitted  to  Royal  Victoria  Infirmary,  June  27,  1910. 

History. — Two  years  previously  he  had  an  attack  of  pain  in  the  right 
iliac  fossa,  associated  with  vomiting,  diarrhoea,  and  the  passage  of  bright-red 
blood.  At  this  time  he  was  in  a  hospital  for  three  months,  and  during  his 
stay  there  he  had  night  sweats,  and  for  six  weeks  his  temperature  varied 
from  101°  to  106°  F.  Subsequently  he  worked  as  a  miner,  but  had 
frequently  recurring  attacks  of  diarrhoea  unaccompanied  by  bleeding. 
During  the  last  two  months  he  had  lost  weight  from  continual  diarrhoea,  his 
bowels  being  moved  eight  or  ten  times  daily.  For  the  last  month  he  had 
been  unable  to  work  from  abdominal  distent  ion,  pain,  and  rumblings. 

His  mother  died  of  consumption. 

On  Admission. — He  was  not  looking  ill,  and  nothing  wrong  was  found 
except  as  noted. 

Abdomen. — This  was  considerably  distended,  and  peristalsis  of  the  oblique 
ladder  pattern,  characteristic  of  obstruction  low  in  the  small  intestine,  was 
present.  No  mass  was  palpable,  and  there  was  no  evidence  of  free  fluid. 

Diagnosis. — Intestinal  obstruction  due  to  ileocaecal  tuberculosis. 

Operation  (June  28). — The  abdomen  was  opened  in  the  median  line 
below  the  umbilicus.  The  whole  of  the  ileocolic  group  of  glands  were 
enlarged  and  hard,  and  there  was  a  mass  of  adhesions  round  the  caecum.  A 
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lateral  anastomosis  was  performed   between   the  |«, \\.-r  end  ..|    tin-  il<  nm  and 
the  transverse  colon,  and  the  abdominal  \\onnd  \\as  closed  m  I....  i 

For  twelve  days  after  the  operation  lie  was   In  <•  from   Ins  old   pain.   :in.| 
then   had   a   mild   attack   of   intestinal    nl.xt  ruction.     This    was    followed 
others  of  a  similar  nature.  thou-di  his  oencral  condition  ha. I  much  impn 

Second  Opcrntinn  (Aug.  <)).      A  large  firm  mass   was   now   fell,   nnd'-r   the 
anaesthetic,  in  the  right    iliac   fossa.     The  old   sear  was  keloid.      Th,    al,.|.,m. n 
was  opened  by  excision  of  the  umbilicus  and  the  scar.     Seven  inch,  x  ,,t  th, 
ileum  distal  to  the  anastomosis,  the  caecum,  vermiform  appendix.  MCCO 
colon,  and  the  transverse  proximal  to  the  anastomosis,  with  their  mesent, 
were  excised,  the  divided  ends  of  the  ileum  and  the  transverse  colon  sutun  d. 
and  the  abdomen  closed  by  three  tier  sutures.     Recovered. 

Pathology. — A  band  of  omentum  was  adherent  to  the  aso< -ndm-  colon. 
(It  seemed  likely  that  this  was  the  cause  of  the  obstruction.)  The  \\hole  ,,f 
the  excised  gut  was  hypertrophied  and  oedematous,  and  some  tuh< -r< -les 
were  present  on  the  outer  surface  of  the  caecum.  There  was  thickening  of 
the  ileocaecal  valve,  but  no  obstruction. 

Microscopic    Report. — "The    wall    of    the     intestine     is     swollen     and 
cedematous,    but   there   is   no   evidence   of   inflammatory    tliiekeniiiL'.     The 
mucosa  is  especially  swollen  and  thrown  into  thick  folds,  and  there  is  an 
excessive  formation  of  mucus  in  the  lining  cells.     The  thickening  is  lai 
the  result  of  oedema.     There  is  no  evidence  of  tubercle  or  new  growth." 

CASE  21. — Carcinoma  oj  caput  cceci  intussuscepted  into  the  </.v/r//»/- 
ing  colon. 

S.  A.,  age  64?  widow.     Admitted  April  7,  1910.     Discharged  May  •_'. 

Patient  admitted  with  a  lump  in  her  right  side.  She  first  noticed  the 
lump  seven  days  ago.  She  had  great  discomfort  and  a  feeling  of  fulli 
but  no  pain.  On  the  day  before  admission,  pain  commenced  across  the 
abdomen,  going  down  to  the  lump,  gradually  increasing  in  severity  as  the 
day  went  on.  Medicine  only  relieved  her  temporarily,  the  pain  recurrim: 
at  intervals  afterwards.  Since  the  commencement  of  her  illness  she  had 
noticed  rumblings,  not  loud  but  frequent.  During  the  last  three  months 
she  had  been  losing  flesh  and  her  appetite  had  been  very  poor.  Her  mother 
died  of  cancer  of  the  breast. 

On  Admission. — General  condition  :  thin,  pale,  small,  feeble  woman  : 
temperature,  98°  F.  ;  pulse,  80. 

Local. — In  the  right  side  there  was  a  soft  cyst-like  mass  under  the 
bowel;  it  moved  freely  on  manipulation,  but  not  much  with  respiration. 
The  whole  mass  was  indefinite,  and  the  characters  were  difficult  of  ascertain- 
ment. It  was  somewhat  tender.  Per  vaginam  a  definite  tumour,  rounded 
and  tender,  was  felt  in  the  right  iliac  fossa,  and  it  was  in  close  contact  with 
the  uterus. 

Diagnosis. — Carcinoma  of  ascending  colon  or  ovarian  cyst  (pedicle  .' 
twisted). 

Operation  (April  12).  Mr.  Morison. — Median  infra-umbilical  incision  : 
abdomen  opened.  The  ileum  was  found  intussuscepted  into  the  ascending 
colon,  the  apex  being  formed  by  the  caecum  with  a  growth.  The  pelvis  \\as 
found  clear,  thus  putting  out  of  count  the  possibility  of  ovarian  tumour. 
The  lower  part  of  the  ileum,  the  caecum,  and  ascending  colon  were  no\\ 
excised,  being  divided  between  clamps  by  thermo-cautery.  That  part  of 
the  mesentery  in  the  ileocolic  distribution  was  also  removed  to  clear  out 
the  glands  and  lymphatics.  The  cut  ends  of  the  gut  were  closed  in  the 
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usual  way  by  continuous  through-and-through  catgut  and  overlying  silk 
Lemberts.  Lateral  anastomosis  was  now  proceeded  with  by  simple  suture 
between  the  lower  end  of  the  ileum  and  the  transverse  colon.  The  silk 
Lemberts  were  interrupted.  The  anastomotic  opening  was  about  1|  in.  long. 
Abdominal  wound  was  closed  in  layers  in  the  usual  way. 

Pathology. — The  growth  appeared  to  be  in  the  caput  caeci  and  not  ileo- 
caecal  valve,  which  ultimately  proved  to  be  so,  it  arising  about  the  base  of 
the  appendix,  which  could  not  be  found.  The  growth  was  sessile  and  the 
size  of  a  walnut. 

Microscopic  Report. — "  The  tumour  itself  is  a  columnar-celled  carcinoma, 
widely  infiltrating  beyond  the  muscularis  mucosae.  Gland  from  mesentery 
shows  chronic  inflammatory  change,  marked  endothelial  proliferation,  but  no 
evidence  of  malignant  deposit." 

May  2. — Patient  made  an  excellent  recovery  and  left  hospital  healed.* 

CASE  22. —  Carcinoma  of  ascending  colon  —  Death  from  acute 
dilatation  of  the  stomach. 

J.  F.,  age  43,  married.     Admitted  March  14,  1910.    Died  March  17. 

Admitted  complaining  of  a  lump  in  the  right  side.  History  of  fifteen 
months'  abdominal  trouble.  He  had  good  health  previously,  but  since  this 
time  he  had  had  attacks  of  severe  pain  across  his  lower  abdomen  almost 
every  day,  coming  on  suddenly  and  going  off  quite  as  suddenly.  They  came 
on  at  any  time,  having  no  relation  to  food  or  rest.  He  had  never  been  sick 
or  vomited,  there  had  been  no  intestinal  rumblings,  and  the  pain  was  not 
relieved  by  defsecation  or  micturition,  nor  did  change  of  position  affect  it. 
He  had  never  been  jaundiced,  and  had  had  no  diarrhrea.  He  had  lost  1  stone 
in  weight  during  the  last  two  months,  his  appetite  had  gradually  become 
worse,  and  recently  he  had  not  slept  well.  Patient's  father  died  of  4  cancer 
of  the  bowel.' 

On  Admission. — Patient  looked  in  fairly  good  condition  ;  temperature, 
98-8°  F.  ;  pulse,  100. 

Local. — A  hard  nodular  mass  was  felt  to  the  right  of  and  a  little  below  the 
level  of  the  umbilicus.  It  was  well  defined  and  freely  movable  by  manipula- 
tion, and  could  be  moved  into  the  flank.  It  moved  slightly  with  respiration, 
but  it  could  be  prevented  from  so  doing  by  grasping  it  bimanually.  It  was 
not  tender,  though  he  held  himself  somewhat  rigid,  thus  rendering  palpation 
slightly  more  difficult  than  usual.  Nothing  else  abnormal  could  be  detected 
in  the  abdomen. 

Per  Rectum. — Nothing  abnormal  felt.  Patient  had  an  occupation 
kyphosis  and  slight  scoliosis — no  rigidity  of  spine. 

Diagnosis. — Appendix  abscess. 

Operation  (March  16).  Mr.  Morison. — Resection  of  ileum,  caecum,  and 
ascending  colon  (Jamieson-Dobson)  for  a  growth  in  the  ascending  colon  ; 
lateral  anastomosis  between  stump  of  ileum  and  transverse  colon  by  direct 
suture.  No  secondary  deposits  on  peritoneum  or  liver.  Patient  stood  the 
operation  well. 

After-progress. — Patient  appeared  well  for  the  first  forty  hours,  when 
he  collapsed  and  presented  signs  of  acute  dilatation  of  the  stomach.  On 
washing  it  out  it  contained  about  half  a  pailful  of  dirty  blackish  fluid.  It 
was  washed  out  two  or  three  times  subsequently,  on  each  occasion  a  large 


*  She  is  still  well  (1915). 
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quantity  of  fluid  being  removed.      H<    did  n.,1   pick  up.  and  di.  d  lime  .(ays 
from  t  he  operation.* 

Post-ninrtcm.      Helly    opened  :    m>  si-n  ,,l   an\    sepsis.      All  m  OOODei 
with  the  operation  perl'eet .      The  stomach  was  so  htr-e  ami   la\ 
the  uTcatcr  part    of  the  abdomen,   the   p\  loric  end   au<l    th.    lnM    p;irt    ..I    the 
duodenum   containing   many   suhnnicoux   ha-nioi -i -haiM  -  :     the  duodenum   am! 
2  ft.  of  the  adjoining  jejunum  \\crc  also  much  dilated. 

Microscopic  Ifcpori  of  (ilntnl  Rcm<>\  ,-//.  (  hnmie  inllamiiiaton,  chain."  >  : 
no  evidence  of  malignant  deposit. 

Grozvth. — Carcinoma  of  columnar-celled  type. 

CASE    23.  —  Carcinoma    of   ascending    colon     -Injun/   three    /,. 
pterious — No  bowel  symptom*. 

W.  H.,  aged  59.     Admitted  March  4,  1910.     Death  March  29. 

Admitted    complaining    of    pain    in  the  back   and    aeroxx   tin     hou.  U. 
Ascribes  his  trouble  to  a  fall  of  stone  down  the  pit,  three  years  a^o.      Hi^  I 
was  injured,  and  he  had  loss  of  power  and  sensation  in  his  le^x.  and  marked 
haematuria  for  three  or  four  days.      He  had  never  been  til   MIX  <  .  ami    had 
been  in  receipt  of  compensation  practically  continuously  up  to  the  present. 
For  the  past  two  and  a  half  years  he  had  complained  of  short   sharp  p 
in   the   right   loin,  with  pain  and  swelling  in  the  abdomen,  the   loin  pain 
radiating  into  the  inguinal   region,  but  not  into  the  scrotum  or  thi«_rh.       It 
had  become  worse,  and   lately  he  had  complained  of  soreness   in  the  baek 
when  touched  there.     Some  days  patient  passed  a  great  deal  of  clear  un 
while  on  others  only  a  little,  with  brick-red  deposit. 

Frequency. — None  during  the  day  ;  had  to  get  up  two  or  three  timex 
during  the  night. 

Pain. — Had  some  at  the  end  of  micturition. 

Stream. — Some  difficulty  in  starting,  and  the  stream  often  stopped  and 
recommenced  ;  size  and  force  usually  good. 

Urine. — Had  noticed  no  blood,  gravel,  or  'matter'  in  urine.  Patient 
had  lost  at  least  1  stone  in  weight  recently.  He  had  had  no  vomiting  and 
was  constipated  ;  troubled  with  flatulent  rumbling. 

On  Admission. — Patient  very  anaemic  ;  temperature,  98-li  F.  :  pulse. 
100. 

Abdomen  Inspection. — A  slight  bulging  was  seen  in  the  right  loin,  some- 
what below  the  level  of  the  umbilicus. 

Palpation. — A  large  hard  tense  tumour  was  felt  in  the  ri-ht  ilioeoxtal 
space,  rather  lower  than  usual  for  kidney.  It  was  s,,m«  \\hat  movable 
bimanually,  and  moved  with  respiration.  It  was  slightly  tender. 

Percussion. — Loin  was  dull  ;  tumour  had  resonance  in  front  of  it.  No 
other  abnormality  found. 

Urine, — Sp.  gr.  1010.     Acid.     No  albumin  or  sugar. 

X  ray  of  Right  Kidney. — No  abnormal  shadow  shown. 

Cystoscopy. — Bladder  normal.  An  attempt  at  eatheterization  of  the 
ureters  failed  from  haemorrhage  into  the  bladder. 

Diagnosis. — Carcinoma  of  kidney  (though  nit  her  low  in  situation). 

Operation  (March  15).  Mr.  Morison.—  Incision  through  riL.rht  m-tii* 
muscle  to  enable  the  opposite  kidney  to  be  examined.  On  opening  the 


*  This  is  one  of  man;/  learnings  we  have  Jiad  of  the  importance  of 
recognizing  and  treating  this  condition  by  regular  I«KKSI>TKNT  larage. 
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abdomen  the  mass  was  found  to  be  a  large  malignant  growth  of  the  upper 
part  of  the  ascending  colon  lying  on  the  kidney.  The  ascending  colon  with 
the  growth  was  mobilized  by  dividing  the  lateral  reflection  of  the  peritoneum 
on  the  outer  side  of  the  bowel,  and  then  the  lower  part  of  the  ileum  for  about 
6  in.,  and  the  whole  ascending  and  half  the  transverse  colon  with  the  whole 
of  the  mesentery  in  the  distribution  of  the  ileocolic  artery  were  resected 
with  their  glands  and  lymphatics  (Jamieson  and  Dobson  operation),  the  gut 
being  divided  with  the  thermo-cautery,  and  the  ends  closed  by  through-and- 
through  catgut  and  superimposed  silk  Lemberts.  A  lateral  anastomosis  was 
performed  by  simple  continuous  suture  between  the  ileum  and  transverse 
colon.  Belly  closed  in  layers  after  insertion  of  drainage  tube  through  the 
loin.  Patient  transfused  during  the  operation. 

Microscopic  Report  of  Growth. — "  Columnar-celled  carcinoma." 

Four  days  after  operation  patient  developed  a  faecal  fistula,  and  went 
steadily  back.  He  died  on  March  29 — fourteen  days  after  operation. 

Post  Mortem. — Showed  enormous  dilatation  of  the  stomach.  Much  pus 
and  faecal  matter  were  found  at  the  site  of  operation.  The  anastomosis 
could  not  be  demonstrated,  and  the  gut  was  open  at  that  site,  the  sutures 
having  evidently  given  way.  The  distal  ends  of  both  parts  of  the  bowel 
were  closed  and  showed  no  evidence  of  yielding — there  was  so  much  matting 
and  dirt  that  it  was  difficult  to  obtain  a  clear  view.  The  liver  had  two 
small  nodules  in  it,  which  were  sent  for  microscopic  report.  Kidneys  and 
other  organs  healthy. 

Microscopic  Report  of  Nodule  from  Liver. — "  Columnar-celled  carcinoma  ; 
undergoing  extensive  colloidal  degeneration." 

CASE  24. — Malignant  gall-bladder  adherent  to  and  perforating  the 
hepatic  flexure  of  the  colon,  and  causing  chronic  intestinal  obstruction. 

Female,  age  61,  married,  admitted  to  private  hospital  July  11,  1910, 

History. — Four  months  previous  to  admission  she  began  to  be  troubled 
by  abdominal  pain  and  rumblings,  and  began  to  lose  flesh  rapidly.  The 
pains  were  similar  to  those  produced  by  taking  strong  purgative  medicine, 
and  had  kept  her  much  awake  at  night.  The  rumblings  were  so  loud  as  to 
be  heard  by  anyone  near.  She  had  great  difficulty  in  getting  the  bowels  to 
move.  Had  never  been  sick  or  had  diarrhoea,  and  had  no  appetite.  For 
twenty  years  she  had  suffered  from  4  flatulence  and  spasms  '  in  the  stomach, 
coming  on  in  attacks. 

On  Admission. — She  looked  fairly  well,  but  was  thin.  Tongue  clean  and 
moist ;  teeth,  false  ;  pulse,  108  ;  temperature,  normal. 

Abdomen. — In  the  right  iliac  fossa  a  large  hard  nodular  mass  was  found. 
Its  lower  and  lateral  margins  were  well  defined,  but  its  upper  limit  could  not 
be  satisfactorily  felt.  It  moved  slightly  downwards  on  deep  inspiration, 
was  not  firmly  fixed,  and  did  not  extend  into  the  loin  behind.  There  was 
no  evidence  of  free  fluid  in  the  peritoneum,  and  no  palpable  enlargement  of 
the  liver  or  of  the  supraclavicular  glands. 

Diagnosis. — Carcinoma  of  the  ascending  colon,  causing  chronic 
intestinal  obstruction. 

Operation  (July  14). — Under  the  anaesthetic  the  tumour  could  be  seen 
moving  very  freely  with  respiration.  An  oblique  incision  opened  the 
abdomen  over  it  and  exposed  the  omentum  lying  over  and  firmly  fixed  to 
the  tumour,  suggesting  an  error  in  diagnosis.  On  separating  the  omentum 
the  peritoneal  cavity  was  packed  off  and  a  knife  was  thrust  into  the  outer 
aspect  of  the  tumour,  which  was  now  clearly  seen  to  be  an  enlarged  gall- 
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bladder.     About  4  oz.  of  pus  and  a  number  of  <Mll-si<,ne»  escaped. 

gall-bladder,  which  was  very  adherent,  a  ton^ic-shap,  ,|   ,,,,,,,  ,t  „,.,  ,,f 

and  a  portion  of  the  right  lobe  to  which  it   was  alia.  I,,, I  l>r,|  Ulf|, 

great   difficulty,    a    perforation    between    the    gall-bladd.  .    an. I    tin 

flexure   of  the  colon   being  exposed    and  sninn-d.     The    al.d.,mmal   wound 

was  closed  in  layers  without  drainage.     Hi -eo\ •» -red. 

Pathology.— The  gall-bladder  had  very  thick  walls,  calcareooi    ii,    parts. 
It  presented  multiple  holes  where  it  had  perl.. rated   int.,  the  colon 
liver.     The  calculi  varied  in  size  from  a  blackbird's  .  L'Lr  to  a  millet  see,)    th- 
largest  being  impacted  in  the  neck  of  the  gall-bladder.     All    u,  ,,     \sh.te 
on  the  surface  from  a  coating  of  cholesterin. 

Microscopically  a  section  showed  typical  columnar-celled  can. 

CASE   25. — Carcinoma   oj   transverse   colon — Excision    and    ///• 
anastomosis. 

A.  H.,  age  44.     Admitted  April  8,  1910.     Discharged  April  29. 

Patient  gave  a  seven  weeks'  history  of  bowel  trouble,  though  she  stated 
that  two  and  a  half  years  ago  she  had  a  large  discharge  of  *  corrupt  i 
from  the  bowels — blood  and  other  material.     This  did  not  recur,  ami 
had  been  free  from  symptoms  till  seven  weeks  ago.     Since  then  she  ha. I  had 
abdominal  pain,  of  an  intermittent  character,  lasting  only  for  a  short  p- 
at  each  attack  and  associated  with  rumblings  of  wind,  which  were  <juitc 
loud.     She  had  passed  no  flatus  recently,  but  for  how  long  she  was  unable 
to  say.     She  had  noticed  that  the  bowels  swelled  up  and  lumps  appeared. 
which  came  and  went  with  the  rumblings.     Her  bowels  had  for  the  most 
part  been  constipated,  but  she  had  one  attack  of  diarrhoea  lasting  two  <i 
followed  by  constipation.     She  had  passed  no  blood.     She  had  lost  a  great 
deal  of  flesh  lately,  and  had  been  unable  to  rest  for  pain. 

On  Admission. — The  patient  was  much  emaciated  ;  tongue  dry  and 
furred  ;  temperature  and  pulse  normal  ;  chest  clear. 

Local. — Abdomen  flaccid,  but  some  distention  present.  A  large  mass 
was  seen  to  rise  in  the  upper  part  of  the  abdomen,  with  peristalsis  from 
right  to  left,  ceasing  at  the  left  costal  border,  like  the  transverse  colon.  This 
occurred  intermittently.  On  palpation  no  tenderness  or  rigidity  \\ 
present,  but  a  mass  was  felt  in  the  left  hypochondrium,  hard,  nodular,  fairly 
well  defined,  and  freely  movable.  It  did  not  move  with  respiration.  The 
portion  of  gut  which  was  above  described  as  exhibiting  excessive  peristalsis. 
and  which  was  felt  to  harden,  terminated  at  this  mass.  The  liver  was  felt 
below  the  costal  margin,  but  no  nodules  were  demonstrable  on  its  surface. 
No  free  fluid  in  the  abdomen. 

Per  Rectum. — Some  ballooning  was  present,  but  no  evidence  of  grout h. 
No  glands  were  felt  in  the  left  posterior  triangle  of  the  neck,  or  an\  s,-c<  >ndar\ 
deposits  in  the  pelvis. 

Diagnosis. — Carcinoma  of  the  colon  in  the  neighbourhood  of  the  splenic 
flexure,  with  obstruction  of  the  bowel  from  stricture  at  this  site. 

Operation  (April  14).  Mr.  Morison. — Median  supra-umbilical  incision  : 
abdomen  opened.  A  large  freely  movable  malignant  growth  was  found  in 
the  transverse  colon,  with  secondary  glands  in  the  mesocolon  adjacent. 
The  growth  was  resected  with  several  inches  of  bowel  on  cither  side  and 
the  associated  mesocolon.  The  bowel  was  clamped  and  divided  by  the 
thermo-cautery,  and  the  ends  closed  by  through-and-through  sutures  of 
catgut  with  overlying  silk  Lemberts.  A  lateral  colico-colic  anastomosis  was 
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now  performed  by  two  rows  of  simple  suture,  the  silk  Lemberts  being  inter- 
rupted. Belly  closed  in  layers. 

Subsequent. — Patient  very  ill  for  the  first  few  days,  but  made  an 
uninterrupted  recovery,  and  left  hospital  with  wound  healed,  and  very 
well,  April  29. 

Microscopic  Report  of  Growth. — "  Columnar-celled  carcinoma." 

CASE  26. — Inoperable  carcinoma  of  splenic  flexure  of  colon. 

A  female,  age  65,  admitted  to  the  Royal  Victoria  Infirmary,  June  20, 
1910,  with  repeated  attacks  of  intestinal  obstruction  of  three  months' 
duration. 

Operation  showed  an  adherent  growth  of  the  splenic  flexure,  with 
extensive  glandular  involvement.  Permanent  colostomy  in  transverse 
colon.  Recovery. 

CASE  27. — Intestinal  obstruction  from  malignant  growth  in  sigmoid 
colon — Three  operations:  1.  Ccecostomy  jor  relief  of  obstruction. 
2.  Excision  of  growth.  3.  Closure  of  ccecostomy. 

G.  B.,  age  62,  engine-driver.  Admitted  Nov.  27,  1909.  Discharged 
Jan.  27,  1910. 

Patient  admitted  with  extreme  constipation  and  swelling  of  the 
abdomen.  Six  months  previously  his  illness  commenced  with  an  attack  of 
severe  abdominal  pain,  during  which  he  passed  no  flatus  or  faeces,  but  had 
some  vomiting  ;  subsequently  the  constipation  gave  place  to  diarrhosa, 
and  he  obtained  relief.  Since  that  time  he  had  had  frequent  attacks  of  pain 
in  the  abdomen,  accompanied  by  rumblings  of  wind,  and  his  abdomen  had 
swelled  up  very  considerably.  He  had  been  troubled  much  with  hiccough 
and  eructations  of  gas,  but  had  passed  little  flatus.  Constipation  had  been 
marked  since  the  first  attack  described,  his  motions  being  very  small  in 
calibre  and  in  the  form  of  pellets,  while  he  had  occasionally  passed  slimy 
material  but  no  blood.  He  had  lost  a  good  deal  of  weight  since  the  onset. 

On  Admission. — Patient  was  very  ill,  being  emaciated  and  cachectic  ; 
pulse  regular  but  soft  ;  temperature,  98-6°  ;  chest,  clear. 

Local. — Abdomen  uniformly  distended,  flanks  as  well  as  anteriorly. 
The  caecum  and  ascending  colon  were  easily  recognized  outlined  through  the 
belly  wall,  the  contour  of  the  latter  varying  in  distinctness  from  time  to 
time  as  they  contracted.  On  palpation  the  colon  could  be  easily  felt  when 
it  contracted  ;  this  occurred  intermittently.  Succussion  could  be  obtained 
in  the  caecum,  but  no  tumour  or  other  mass  could  be  felt  in  the  abdomen.  On 
percussion  the  whole  belly  was  tympanitic  without  flank  dullness,  the  liver 
being  displaced  up  above  the  costal  margin.  No  gland  was  felt  in  the  left 
posterior  triangle  of  the  neck. 

Per  Rectum. — The  lower  portion  of  the  gut  was  felt  ballooned,  and  the 
examining  finger  could  just  touch  a  hard  nodular  mass,  like  a  uterine  cervix, 
high  up  in  the  bowel  ;  its  relations  could  not  be  made  out,  i.e.,  with  regard 
to  its  fixity  and  extent,  on  account  of  its  height. 

Diagnosis. — Carcinoma  of  the  upper  part  of  the  rectum,  with  chronic 
intestinal  obstruction. 

Operation  (Dec.  1,  1909).  Mr.  Richardson. — Small  oblique  incision  made 
in  the  right  iliac  fossa.  Abdomen  opened  and  a  large  quantity  of  free  fluid 
escaped.  The  caecum  was  pulled  out  and  sutured  round  to  the  wound 
margin.  Bowel  wall  incised  and  Paul's  tube  introduced  and  fixed  with  silk. 
Distention  relieved. 
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Subsequent. — Tube  sloughed  off  on   tin-   tilth   .lay;    accost, ,n.\    |, 
well. 

Second  Operation  (Dec.  13).  Mr.  Morison.— Median  mfia  uml.ili.Mi 
incision;  abdomen  opened.  On  examination  a  mail  .\\th  \\as  |,  it 

in  the  first  part  of   the    rectum,  hut   no  enlarged  Clauds  ,  >  ,   ,,,   u,, 

liver  could  be  palpated.  A  small  (IJ-in.)  incision  irai  made  m  tin  |.  ft  iha< 
fossa,  opening  into  the  peritoneal  cavity.  Tin-  si«_'moid  \\as  di\id,d  al.o\, 
the  growth,  the  upper  end  being  closed  and  fixed  in  the  l<  n  inguinal  ineisi,,n 
for  permanent  colostomy.  The  superior  hscmonhoidal  arterj  \\as  h-afund 
with  the  mesorectum,  and  the  growth  with  the  si-moid  flexure  and  upper 
part  of  rectum  resected.  The  cut  lower  end  of  the  rectum  \\as  elos,-d  \\ith 
two  layers  of  sutures.  The  median  laparotomy  incision  was  Hosed  m  |., 
Two  days  later  the  closed  end  of  the  sigmoid  projecting  thtou-l.  tin 
colostomy  incision  was  removed  by  the  thermo-cautery  and  ha  morrhage 
thus  avoided. 

Subsequently  the  patient  made  a  slow  but  good  recovery  from  tin- 
resection,  and  except  for  the  evident  lack  of  fluid  in  his  tissue,  from  tin 
caecostomy  still  open,  he  appeared  fairly  well. 

Third  Operation  (Jan.  15,  1910).  Mr.  Morison. — An  incision  \\.-.>  mad«- 
round  the  margins  of  the  caecostomy  opening  and  deepened  down  to  tin- 
bowel.  The  skin  edge  and  margin  of  the  opening  in  the  caecum 
invaginated  into  the  bowel  by  interrupted  catgut  sutiin-s.  cover,  d  by 
Lemberts.  The  wound  in  the  belly  wall  was  then  closed  as  accurately  as 
possible  in  layers,  these  being  somewhat  difficult  to  separate. 

Jan.  27. — The  caecostomy  had  not  leaked  since  its  closure,  and  was  then 
healed.  The  inguinal  colostomy  was  acting  well.  The  middle-line  incision. 
which  had  gaped,  was  now  clean,  though  there  was  still  a  fair  ana  to 
granulate  over.  The  patient's  general  condition  had  improved  very  much. 
and  he  left  hospital  feeling  much  better. 

He  returned  at  the  end  of  September  looking  and  feeling  remarkahK 
well. 

CASE  28. — Malignant  growth  of  sigmoid — Excision — Permanent 
colostomy. 

J.  M.,  age  64,  widow.     Admitted  July  8,  1910.     Discharged  An-.   _' 

Patient  gave  a  four  months'  history  of  illness,  being  quite  well  previous 
to  this.  Her  trouble  began  with  the  onset  of  pains,  which  resembled  those 
of  labour,  only  referred  to  the  'back  body'  ;  they  were  intermittent,  and  tin- 
attacks  lasted  about  five  minutes.  As  the  pain  passed  off,  the  patient  felt 
inclined  to  micturate  and  passed  a  good  deal  of  flatus.  .Medicine  gave  her 
some  relief. 

Six  weeks  before  admission  the  pain  became  more  severe  in  character, 
and  was  associated  with  vomiting,  which  gave  some  relief  :  rumbling  weiC 
now  much  more  evident  with  the  pain. 

During  the  last  three  weeks  the  pain  had  been  aggravated  ^till  more 
and  the  rumblings  more  marked.  The  bowels  were  constipated.  Knemas 
gave  some  relief  to  the  symptoms,  but  these  had  continued  more  or  less  the 
whole  time. 

The  only  urinary  trouble  was  the  desire  to  micturate  when  the  pain 
was  present. 

On  Admission.— Patient  looked  older  than  her  years,  and  ha. I  a  drawn 
and  pinched    expression.      Tongue    moist,    slight    fur  :    temperature,  fl 
pulse,  100,  good  volume. 
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Local. — Abdomen  slightly  distended  ;  the  enlarged  transverse  and 
descending  colon  could  be  outlined  on  the  belly  wall.  There  was  some 
tenderness  in  the  left  iliac  fossa,  and  distinct  peristalsis  could  be  elicited  in 
the  colon  by  massaging  it. 

Per  rectum  and  per  vaginam  a  hard  nodular  growth  could  be  felt  high 
in  the  bowel.  No  history  of  inability  to  pass  flatus. 

Diagnosis. — Cancer  of  lower  end  of  sigmoid. 

Operation  (July  12).  Mr.  Morison. — Patient  took  the  anaesthetic  badly 
at  first,  but  improved  later.  An  incision  was  made  in  the  left  iliac  fossa, 
parallel  to  Poupart's  ligament,  and  extending  from  the  anterior  superior 
spine  to  within  1^  in.  of  the  symphysis  pubis.  On  opening  the  abdomen 
and  exploring  the  sigmoid  a  constricting  growth  was  found,  quite  removable. 
The  affected  portion  of  bowel  was  drawn  out  of  the  wound  and  divided  between 
clamps  by  the  thermo-cautery,  2|  in.  on  either  side  of  the  growth.  It  was 
excised  with  a  considerable  portion  of  mesentery.  No  enlarged  glands  were 
discovered.  The  distal  end  was  completely  closed  by  a  continuous  catgut 
suture,  covered  in  by  Lemberts.  The  proximal  end  was  drawn  out  of  the 
wound,  and  a  Paul's  tube  inserted  and  fixed  with  strong  silk.  The  descend- 
ing colon  was  fixed  to  the  belly  wall  by  a  continuous  catgut  suture  on  the 
inner  side,  and  the  rest  of  the  wound  was  closed  in  layers,  the  deeper  with 
catgut,  the  skin  with  silkworm. 

Pathology. — The  growth  as  shown  by  microscopic  examination  was 
4i  a  carcinoma  of  the  constricting  variety,"  causing  an  annular  stricture  of 
the  gut,  so  that  the  lumen  would  only  allow  of  the  passage  of  a  penholder. 
The  growth  extended  for  1  in.  on  either  side  of  the  constriction.  No  glands 
were  discovered. 

Subsequent. — Later  in  the  day  the  patient  complained  of  pain  in  the 
abdomen  ;  the  contents  of  the  bowel  were  draining  well  by  the  Paul's  tube  ; 
pulse  thin  and  thready. 

July  13. — Patient  easier — still  weak  ;  stimulants  ordered.  Somewhat 
chesty. 

July  17. — Paul's  tube  separated  ;  patient  much  better  ;  oil  given  ; 
colon  to  be  washed  out. 

Aug.  2. — Wound  quite  healed  ;    patient  well  ;    left  hospital. 

CASE  29. — Cancer  of  pelvic  colon. 

A  female,  age  75,  was  admitted  to  the  Royal  Victoria  Infirmarv,  June  20, 
1910. 

History. — Until  seven  days  before  admission  she  was  quite  well.  Whilst 
doing  her  work  she  was  suddenly  seized  with  a  stabbing  pain  in  her  abdomen, 
and  vomited.  Then  her  abdomen  began  to  swell,  and  she  had  painful 
rumblings,  loud  enough  to  be  heard  in  the  next  room.  The  bowels  had 
latterly  been  very  constipated,  and  she  had  had  no  motion  since  the  attack 
commenced,  though  some  flatus  had  been  passed. 

A  year  previously  she  had  an  attack  of  diarrhoea,  and  passed  slime,  but 
no  blood. 

She  had  never  been  jaundiced  or  had  windy  spasms. 

On  Admission. — The  patient  looked  fairly  well  ;  her  tongue  was  moist 
and  brown  ;  pulse  72  ;  temperature  normal. 

The  abdomen  was  generally  distended,  and  the  dilated  tense  caecum 
could  be  distinctly  felt.  During  examination  increased  peristalsis  was 
evident.  Flatus  passed  after  admission. 

Per  Rectum. — Marked  ballooning  of  rectum,  but  no  growth.  Higher 
up,  a  hard  swelling  could  be  felt  through  the  rectal  wall. 
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Diagnosis. — Cancer  of  pelvic  colon. 

Operation  (.lime  25). — The    abdomen    \\as    opened    tlm-n-li    an    ol.h.pie 
incision  in  the  left  iliac  fossa.     A  growth  IreeK    nn.\able  *»•  loimd  m  th. 
sigmoid  flexure,  6  in.  from  its  termination  in   the   rectum.     No  second 
deposits  in  the  liver  or  elsewhere  could  be  found.     Above  the  -routl, 
intestine  was  enormously  distended.     A  loop  of  si  ..-moid  ah«.\e  th,    L-,outh 
was  drawn  out  and  opened,  and  a  Paul's  tube  was  tied  in. 

The  patient  was  entirely  relieved  by  this  operation,  and  slowly  but 
steadily  improved. 

Second  Operation  (Aug.  2). — Eight  inches  of  the  bowel .  includm-   tin- 
growth,    the   colostomy   opening,    and   the   corresponding    mesentery, 
excised,   and  end-to-end  anastomosis  was  performed    by    the    invi 
method,  i.e.,  by  a  tube  tied  in  the  upper  segment  and  drawn  .! 
the  lower.     The  iliac  abdominal  wound  was  closed  in  three  la 

For  the  first  three  or  four  days  the  patient's  pro 

then  her  mind  began  to  wander  ;    finally  she  became  restless  and  mania*  al. 
and  died  Aug.  20  (eighteen  days  after  the  second  operation). 

Post-mortem  examination,  limited  to  the  abdomen,  showed  that  tin 
abdominal  wound  was  septic  and  infiltrated  with  pus.  The  omentum  \\as 
firmly  fixed  over  the  operation  area,  and  everything  was  so  matted  together 
that  it  was  impossible  to  make  any  observation  worth  recording  of  tin- 
condition  of  the  anastomosis.  There  were  no  glandular  enlargements  or 
secondary  deposits. 

CASE    30. — Carcinoma,  of  lower  pelvic   colon — Resection      // 
mosis. 

Female,  age  42,  admitted  to  private  hospital  June  27,  1910. 

History. — For  four  years  the  patient  had  had  trouble  with  her  bow*  K. 
Previous  to  this  she  was  quite  well.  During  the  first  three  and  a  half  years 
she  had  had  attacks  of  pain  with  constipation,  but  in  the  intervals  enjo\ed 
excellent  health.  During  the  last  six  months  she  had  frequent  cram  pin- 
pain  in  the  abdomen,  with  wind  rumblings,  bad  constipation  alternating 
with  diarrhcca,  blood  and  slime  in  the  stools,  and  had  lost  weight. 

On  Admission. — She  was  a  thin,  sallow  woman,  with  tongue  clean,  tem- 
perature and  pulse  normal,  and  no  sign  of  disease  except  in  her  abdomen. 
The  abdomen  was  quite  lax.  In  the  left  iliac  fossa  a  well-defined  hard 
sausage-shaped  tumour,  its  long  axis  in  the  direction  of  the  bowel,  could 
be  felt  roiling  under  the  examining  fingers. 

Diagnosis. — Carcinoma  of  the  pelvic  colon,  causing  chronic  intestinal 
obstruction. 

Operation  (June  29). — A  long  oblique  incision,  extending  from  tin- 
anterior  part  of  the  left  flank  to  the  middle  line  in  front,  dividing  the  left 
rectus  abdominis  muscle  and  deep  epigastric  artery,  gave  an  excellent 
exposure.  The  growth  was  found  to  be  of  the  constrict  in-  type  of  carcinoma. 
and  was  situated  at  the  lower  part  of  the  sigmoid  tlexure.  Some  enlarged 
glands  were  felt  in  the  mesentery  close  to  the  bowel.  There  were  no  xi^n-s 
of  secondary  growth  elsewhere  in  the  abdomen.  After  mobili/.ation.  tin- 
lower  half  of  the  sigmoid  with  its  mesentery  was  excised,  and  an  end-to-cnd 
junction  of  the  upper  part  with  the  rectum  was  made  by  the  invagination 
method.  The  rectum  and  the  mesentery  of  the  pelvic  colon  were  then 
sutured  to  the  fundus  of  the  uterus  to  give  additional  support  to  the  union. 
The  abdominal  wound  was  closed  in  layers. 

Pathologist' s  Report. — The  tumour  is  a  columnar-celled  cancer,  definitely 
infiltrating  the  submucous  and  muscular  coats. 

A  55 
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Nine  days  after  operation  the  bowels  were  moved  normally,  and  the 
tube  was  evacuated.  Recovered. 

CASE  31. — Carcinoma  of  the  pelvic  colon  forming  a  large  pelvic 
tumour. 

Female,  age  45,  married,  was  admitted  Oct.  1,  1910. 

History. — Five  months  ago  her  illness  began  with  an  attack  of  acute 
intestinal  obstruction,  which  was  followed  and  relieved  by  diarrhoea.  Since 
then  she  had  not  been  well  and  had  constant  diarrhoea,  sometimes  blood  in 
the  motions,  and  painful  micturition.  Menstruation,  previously  regular, 
had  ceased  for  two  months. 

On  Admission. — She  looked  ill,  pale  and  sallow  ;  tongue  moist  and 
clean  ;  pulse,  96  ;  temperature,  99-6°.  Her  urine  contained  albumin. 

The  abdomen  was  distended  below  by  a  large  firm  mass  with  a  smooth 
surface  and  well-defined  rounded  edges,  fixed  in  the  pelvis  below,  but  with 
a  limited  side-to-side  movement  above.  There  were  no  signs  of  free  fluid. 
Per  vaginam  the  uterine  cervix  was  pointing  backwards  and  was  somewhat 
fixed.  The  left  fornix  was  pushed  down,  and  Douglas's  pouch  was  occupied 
by  a  hard  tumour  pushing  the  uterus  backwards  and  to  the  right.  The 
impression  conveyed  to  the  fingers  was  that  the  lower  segment  of  the  uterus 
was  fixed  in  cement. 

Diagnosis. — Large  left  malignant  ovarian  cyst  filling  the  upper  part  of 
the  pelvis,  with  infiltration  and  inflammation  of  the  lower  portion. 

Operation  (Oct.  18). — The  abdomen  was  opened  in  the  middle  line 
below  the  umbilicus,  and  the  patient  was  placed  in  the  Trendelenburg  posture. 
Coils  of  small  intestine  were  adherent  over  the  top  of  the  tumour,  and  in 
separating  these  and  drawing  up  the  mass  a  coil  of  infiltrated  small  intestine 
was  torn.  The  diseased  portion  (4  in.)  was  resected,  and  an  end-to-end 
anastomosis  made  with  an  inner  through-and-through  continuous  catgut 
suture  and  an  outer  row  of  interrupted  silk  Lembert  sutures.  A  further 
attempt  to  remove  the  tumour  showed  that  it  consisted  of  an  inseparable 
conglomerate  mass,  consisting  of  ovaries,  tubes,  broad  ligament,  uterus,  and 
intestines,  and  irremovable.  Before  closing  the  abdomen  an  enema  was 
administered  and  some  of  it  escaped  into  the  pelvis,  showing  that  the  large 
bowel  had  been  opened.  The  opening  was  small,  low  down,  and  inaccessible. 
Some  iodoform  paste  was  smeared  over  the  position  indicated  by  the  escape 
of  fluid,  the  omentum  was  tucked  down  over  the  opening,  and  a  drainage 
tube  extending  into  the  pelvis  was  left  in  the  lower  part  of  the  wound,  and 
a  large  indiarubber  tube  was  left  in  the  rectum  and  sutured  to  the  anus. 
Four  days  later  there  was  a  faecal  discharge  from  the  abdominal  wound. 
Inguinal  colostomy  was  advised,  but  refused,  and  the  patient  went  home. 
Recovered.  At  home  the  wound  and  faecal  fistula  closed  for  a  time,  then  it 
broke  down  again,  and  the  patient  died  six  months  after  the  operation. 

Microscopic  Report. — "  Columnar-celled  cancer." 

CASE  32. — Malignant  growth  in  sigmoid  flexure  of  colon — Vesico- 
colic  fistula —  Colostomy — Death. 

T.  O.,  age  53.     Admitted  June  11,  1910.     Died  June  20. 

Patient  admitted  with  a  history  of  illness  of  nine  months'  duration. 
He  had  complained  of  pain  in  both  iliac  fossae,  painful  wind  rumblings  and 
frequency  of  defaecation,  his  bowels  being  moved  about  six  or  eight  times 
daily.  The  motions  were  unformed  and  offensive,  and  latterly  he  had 
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passed  white  slimy  material   from  the  rectum.      Dunn-  the  last   throe  week* 

he  had  been  confined   to  bed.  and   had   had   fmir  i  ! 

admission  he  began  to  pass  Hat  us  per  un  Ihram.  and  had  increased  ft. 

of  micturition,  with  pain  alonu  the  urethra  during  the  act.     The  mm.-  was 

very  thick  and  offensive.     During  the  last   Hue,    da\s  ;,Ko  th.    moti 

been  darker  in  colour,  and  then-  had  hi  en  some  attempt  at   Ion  II- 

had  lost  1  or  2  stones  in  weight  during  the  last   few  weeks.      ||,    |,.,,|  ,,. 

been  abroad.     He  had  previously  been  treated  M  DMieoui  OOl 

On  Admission. — Patient  was  feeble  and  emaciated  :    tongue  moist  ftfH 
furred;     teeth,    false;     pulse,    128,    regular,    small    volume.    l.,\\ 
temperature,  99-5°  F. 

Local. — No  abdominal  tenderness.  He  held  himself  so  rigid  that 
palpation  was  difficult.  In  the  upper  part  of  the  left  iliac  fossa  a  mass 
could  be  felt  on  the  posterior  abdominal  wall,  which  was  thought  to  be 
large  bowel.  Per  rectum  there  was  ballooning,  and  on  the  anterior  rectal 
wall  above  the  prostate  an  indefinite  mass  could  be  felt.  f  an 

inflammatory  condition.     Faecal  matter  was  present  in  the  urine. 

June  14. — Patient  was  passing  a  great  deal  of  flatus  per  uretl, 
which  caused  him  intense  agony,  while  particles  of  faeces  continued   to  be 
present  in  the  urine. 

Diagnosis. — Sigmoido-vesical  fistula  due  to  abscess  in  connection  with 
a  sigmoid  sacculus. 

Operation  (June  15).  Mr.  Morison. — Median  incision,  the  umbilicus 
being  excised.  Patient  took  the  anaesthetic  very  badly,  and  his  riLrid  belh 
wall  gave  great  trouble  to  the  operator.  The  appendix  was  path 
its  tip  was  bulbous,  and  there  were  numerous  adhesions  around  it .  Appcndie- 
ectomy  was  performed,  the  stump  ligated,  carbolized,  and  invaginated.  In 
the  neighbourhood  of  the  division  of  the  left  common  iliac  artery  a  hard 
mass  was  found,  which  could  not  be  definitely  stated  to  be  growth  or 
inflammatory.  Numerous  coils  of  rather  collapsed  small  gut  were  adherent 
to  it.  It  was  considered  injudicious  to  separate  these,  and  so  the  following 
procedure  was  adopted: — The  sigmoid  was  divided  above  the  mass,  both 
upper  and  lower  ends  being  closed  ;  the  upper  end  was  brought  out  through 
a  separate  oblique  incision  in  the  left  iliac  fossa,  the  lumen  hcmi;  left 
obliterated.  The  median  incision  was  closed  by  deep  layers  of  catgut,  the 
skin  being  sutured  with  silkworm  gut  ;  the  bladder  was  thoroughly  irrigated 
and  soon  washed  clean.  Paul's  tube  was  fixed  into  the  proximal  u'ut.  The 
bladder  was  subsequently  irrigated  twice  daily. 

June  20 — (five  days  after  operation). — The  patient  was  never  fit  after 
operation,  and  died  in  a  condition  resembling  ura-mia.  Very  little  fa-cal 
matter  had  passed  through  the  Paul's  tube. 

Post-mortem. — A  mass  of  porridge-like  fa>ces  was  found  in  the  ca-( -urn 
and  ascending  colon.  There  was  a  malignant  growth  of  the  sigmoid.  and  a 
fistula  between  the  diseased  intestine  and  upper  part  of  the  bladder,  to 
which  area  many  coils  of  small  intestine  and  also  omentum  were  adherent. 
The  kidneys  appeared  to  be  normal.  There  was  no  peritonitis.  n«.  c\  ident 
sepsis,  and  no  discoverable  surgical  cause  of  death. 

CASE  33. — Multiple  rectal  polypi— Colottomy. 

J.  R.,  age  13,  school.      Admitted   April  11.  1910.      Discharged    May  }\t. 

In  August,  1908,  Mr.  Richardson  removed  a  polypus  from  the  rectum. 
after  which  he  was  well  for  some  time.  However,  his  old  symptoms  recurred. 
and  might  be  shortly  stated  as  follows  : — He  had  n>i  pain  with  defalcation. 
He  sometimes  had  a  profuse  discharge  of  bright  red  blood  on  having  his  bowels 
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moved,  and  this  recurred  from  time  to  time.  He  had  sometimes  to  be  carried 
from  the  lavatory,  quite  collapsed  from  loss  of  blood.  His  motions  were  well 
formed  and  natural,  except  when  the  presence  of  blood  altered  their  appear- 
ance. Something  frequently  came  down  after  defaecation,  and  this  had  to  be 
replaced. 

On  Admission. — His  general  condition  was  good  ;  temperature  and  pulse 
normal  ;  chest  clear. 

Local — Per  Rectum. — Numerous  sessile  papillomata  could  be  felt 
situated  all  over  the  mucous  membrane  and  varying  very  considerably  in 
size  ;  they  extended  as  high  as  the  finger  could  reach. 

Sigmoidoscopy  (April  14).  Mr.  Hamilton  Drummond.  —  Numerous 
sessile  papillomata  could  be  seen,  varying  in  size  from  a  pea  to  a  cherry, 
extending  the  whole  length  of  the  rectum,  with  very  vascular  tops,  presenting 
a  bright-red  appearance  ;  none  were  demonstrable  in  the  pelvic  colon,  and 
so  apparently  they  were  limited  to  the  rectum.* 

Operation  (April  19).  Mr.  Morison. — Left  inguinal  colostomy,  first  stage, 
perlormed.  Loop  of  sigmoid  pulled  out  and  fixed  with  a  clip  through  its 
mesentery  ;  no  sutures  introduced  and  the  bowel  not  opened. 

April  20. — Bowel  opened  longitudinally  ;  clip  removed.  Both  colon 
and  rectum  washed  out  daily  with  saline. 

May  19. — Bowels  were  being  opened  twice  daily  through  the  colostomy  ; 
occasionally  a  little  faecal  matter  escaped  per  anum  with  the  lavage.  The 
colostomy  opening  to  be  left  for  twelve  months,  to  prevent  the  irritation 
of  the  fasces  passing  over  the  papillomata,  with  the  hope  of  cure. 

Readmitted — May  19,  1911. — Since  his  operation  his  general  condition 
had  been  greatly  improved.  He  had  had  no  haemorrhage  from  the  rectum, 
and  had  been  able  to  play  football.  The  bowels  were  opened  by  the 
colostomy  about  twice  daily. 

On  Admission. — He  looked  physically  fit.  There  was  some  prolapse  of 
mucous  membrane  through  the  colostomy  opening.  Per  rectum,  on  digital 
examination,  no  polypi  could  be  made  out,  but  little  definite  could  be 
ascertained  on  account  of  some  putty-like  faeces  which  were  present. 
Repeated  enemata  failed  to  clear  this  away,  and  it  had  ultimately  to  be 
removed  by  digital  means.  Sigmoidoscopy  now  showed  an  entire  absence  of 
polypi,  but  there  were  one  or  two  small  areas,  like  raspberry  nodules,  in 
the  region  where  the  polypi  had  been.  Whether  these  were  the  last  signs 
of  polypi  or  were  dependent  on  the  presence  of  faeces  for  their  existence  could 
not  be  settled.  The  sigmoidoscope  was  introduced  for  8  in.  It  could  not  be 
inserted  from  the  colostomy  opening  on  account  of  the  smallness  of  its  size. 
On  digital  examination  a  few  very  small  hard  nodules,  like  split  peas,  could  be 
felt,  apparently  in  the  rectal  wall.  Whether  these  were  remains  of  old  polypi 
was  not  certain,  but  it  was  decided  to  postpone  closure  of  the  colostomy  a 
little  longer,  in  order  that  they  might  be  given  a  chance  of  disappearing.! 

CASE  34. — Colitis  with  ulceration  and  polypi — Ccecostomy — Death. 

H.  B.,  age  27,  married.     Admitted  Jan.  21,  1910.     Died  Jan.  28. 
Patient  admitted  complaining  of  the  passage  of  blood  and  slime  per 
rectum,  accompanied  by  pain. 


*  This  was  confirmed  by  the  operation. 

t  The  colostomy  opening  was  closed,  and  the  boy  was  and  remains 
cured  (1915).  « 


SURGICAL     CONTRIBUTIONS—AH  I  ><  >M  I  \  AL 

Her  illness  he-an  ii\e  \,  .,,  ,    ,    ,,.  after  ||,r  |,,,||,  ,,f  :i  ,.|ul.|. 

ruin.      Varied   from  time  to  time,  at    intervals  I,.  |,:il|.      |,    |,.l(| 

been  worse  during  the  last   two  weeks.  spasmodic  :m,|  ,,,  ,  |,  .,,  t, 

and  accompanied  with  the  desire  t,,  |,:,Vr  the  bowela  n  <  x,  &tt<  mp 

to  defecate  there  was  lre«|uent  ly  only  a  discharge  ..I  1.  1  .....  1  :,i,,i 
with  every  motion  these  were  present.  l,,,i    n,,t   ,,,  m    mti   ani.,iini   at  one 
time.     She  had  been  contined  to  bed.  and  was  very  ill  lor  the  |;,st  month. 

Stool.  —  She  complained   of  constipation   as   a    nil.  .    n.,t    eonrfdi 
discharge  a  motion;    with  the  latter  then-  was  n.ilk    dianh.ru.     >h.    had 
had  to  be  careful  with  her  diet  for  the  last   year,  ehieih    avoiding  meat*, 
pastry,  and  green  vegetables:    rims  and  milk  suited   her  beet 

Anything  coming  dmvn  ?  —  From  the  onset,  with  s  t  ra  i  m  1  1  ^  .  the  back- 
body  came  down,  but  this  was  considered  to  be  nothing  men  than  piles. 

On  Admission  ---  She  was  a  thin,  ansrmic.  \«r\  ill  -I,,,,  km-  \\<>man. 
Breath,  very  foul  ;  temperature,  99-6°  :  pulse.  100. 

Local.  —  The  abdomen  looked  normal.  There  was  tenderness  i.v.-r  the 
caecum,  and  a  sausage-shaped  tumour  could  be  felt  in  this  situation,  like 
the  bowel.  Nothing  else  was  to  be  felt. 

Per  Rectum.  —  Small  hard  papules  could  be  hit  seatt.  -red  all  o\,  r  the 
rectal  mucous  membrane,  varying  in  size  from  a  pin-head  to  a  | 

Sigmoidoscopu.  —  Red  raised  areas  could  be  seen  on  the  mucous  i 
brane,  surrounded  by  superficial  ulceration  ;  these  areas  were  the  papula 
felt.  The  condition  extended  right  up  into  the  pelvic  colon,  and  only  tin- 
lower  part  of  the  latter  could  be  examined  from  tin  pretence  of  hlood  and 
mucus,  apparently  coming  down  from  above.  The  whole  bowel  seemed 
much  thickened. 

Diagnosis.  —  Multiple  sessile  polypi,  with  ulceration.  Kxtcnsive  ulcera- 
tion, leaving  areas  of  mucous  membrane  ;  cause  unknown. 

Operation  —  Jan.  25.  Mr.  Morison.  —  Caccostomy  performed  in  the  usual 
way  and  Paul's  tube  inserted.  The  caecum  appeared  normal. 

Jan.  28.  —  Patient  gradually  sank,  making  no  improvement,  and  died. 

Specimen  obtained  post  mortem  showed  the  whole  rectum,  pel  vie. 
descending,  and  half  the  transverse  colon  to  be  the  seat  of  disease.  The  I 
in  the  bowel  the  worse  the  disease  appeared,  and  the  rectum  and  pt-l\  u- 
colon  were  studded  with  what  appeared  to  be  multiple  polypi,  and  here  tin- 
disease  was  worst.  Higher  up  the  bowel  the  appearances  were  more  those 
of  multiple  small  ulcers. 

Microscopic  Report.  —  "  The  whole  condition  is  one  of  chronic  inflamma- 
tion with  ulceration,  and  certainly  not  due  to  either  new  growth  or  tubercle 


CASE  35.  —  Sigmoido-vesical  fistula  due  to  sacculated  si 

Female,  age  61,  married,  admitted  to  private  hospital  Am:.  :J1.  l!»in. 

History.  —  This   was    indefinite.     All    that   could   be   t  -licit  ed    from    t  In- 
patient  and  her  husband  was  that  she  had  been  constipated,  and  sevni  or 
eight  years  ago  noticed  flakes  in  her  urine,  but  only  at   times.     Sometfa 
increased  frequency  of  micturition  occurred  and  the  urine  \\as  \  ,  r\  oft,  i 
in  smell  and  dark  coloured.     Occasionally  clots  of  blood  were  passed,  causm- 
great  pain.     The  condition  had  apparently  caused  very  small  trouble. 

On  Admission.  —  The  patient  was  a  very  stout,  healthy,  thouiih  •ome- 
what  pale-looking  woman.  Her  doctor  had  sent  along  with  her  a  sample 
of  her  urine,  which  contained  gross  faecal  matter. 

In  the  hypogastrium  to  the  right  of  the  middle  line  an  ill-defined  ten.lt  r 
mass  was  discovered  on  palpation.  Per  vaginam  the  uterus  was  ti\.  d 
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posteriorly  by  hard  exudate  in  the  pouch  of  Douglas.  Except  for  the  faecal 
contents  there  was  little  found  in  the  urine,  and  the  amount  of  urea  passed 
in  twenty-four  hours  was  normal. 

Cystoscopic  examination  (Mr.  Willan)  showed  a  circular  opening  large 
enough  to  admit  a  lead  pencil  behind  the  left  ureteric  orifice  at  the  junction 
of  the  left  lateral  and  posterior  walls  on  the  base  of  the  bladder.  The  rest 
of  the  bladder  was  normal.  It  was  difficult  to  keep  the  bladder  distended 
for  cystoscopic  examination,  as  the  fluid  escaped  into  the  rectum  and  ran 
out  of  the  anus.  Sigmoidoscopic  examination  revealed  nothing. 

Diagnosis. — Sacculitis  of  sigmoid  with  ulceration,  adhesion  to  bladder 
and  fistula. 

Operation  (Aug.  10). — The  abdomen  was  opened  in  the  middle  line 
below  the  umbilicus.  There  was  considerable  matting  of  intestinal  coils, 
which  were  firmly  adherent  in  the  pelvis.  It  was  finally  determined  that 
a  loop  of  the  ileum  and  a  portion  of  the  sigmoid  flexure  low  down  were  firmly 
adherent  to  the  bladder  wall.  In  separating  these  adhesions  the  fat  and 
brittle  mesentery  of  the  small  intestine  was  separated  for  a  considerable 
distance  from  the  gut,  and  the  adherent  sigmoid  was  torn  completely  across. 

The  lacerated  portion  of  sigmoid  was  resected,  and  the  upper  end  was 
invaginated  into  the  lower  by  a  tube  fixed  into  the  upper  and  passed  from 
above  through  the  rectum  and  anus.  Nine  inches  of  the  damaged  ileum 
close  to  the  ileocaecal  valve  were  next  resected,  the  cut  ends  were  closed, 
and  a  lateral  anastomosis  was  made  with  a  Murphy  button  (any  other 
means  of  making  the  anastomosis  would  have  been  exceedingly  difficult, 
as  the  intestine  was  so  small  and  was  buried  in  a  very  fat  mesentery).  The 
hole  in  the  bladder  was  then  carefully  closed  by  interrupted  silk  sutures. 
(On  account  of  the  depth  of  the  pelvis  and  the  fat  patient  this  was  a  very 
difficult  proceeding.)  The  pelvis  was  drained  through  a  hole  made  at  the 
bottom  of  Douglas's  pouch  into  the  vagina,  a  catheter  was  fixed  into  the 
bladder,  and  the  abdomen  was  closed  with  three  tiers  of  suture. 

Towards  the  end  of  the  operation  2  pints  of  saline  were  given  intra- 
venously. 

The  operation  occupied  two  and  a  half  hours,  and  was  the  most  arduous 
I  have  undertaken  or  seen. — R.  M. 

Recovery  was  delayed  by  suppuration  and  the  formation  of  a  faecal 
fistula. 

Discharged  Nov.  20,  1910.     Well.* 

CASE  36. — Gastrocolic  fistula. 

Male,  age  39,  was  admitted  to  private  hospital  Nov.  23,  1910. 

History. — The  patient  was  quite  well  till  five  months  ago,  when  he 
began  to  have  a  feeling  of  fullness  in  the  stomach  and  to  lose  flesh. 

About  the  middle  of  September  (two  months  ago)  he  felt  a  '  boiling  ' 
sensation  in  the  stomach,  and  made  himself  sick  to  obtain  relief.  He  vomited 
about  2  pints  of  foul  material  which  smelt  and  looked  like  fasces. 

Ten  days  ago  he  experienced  the  same  symptoms  and  vomited  as  before. 

The  day  before  admission  his  doctor  had  washed  a  quantity  of  foul 
faecal -smelling  material  out  of  his  stomach. 

There  had  never  been  acute  pain  in  his  stomach,  but  there  had  often 
been  a  dull  ache. 

*  She  is  quite  well  (1915). 
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Lately   he  noticed    thai    his  hmvels   |,:,,|   |,, , „   ImiV,.(|    II,,,,    tnnCI  da.K 
m  fact  after  every  meal,  ami  he  ha.l  been  surprised  at   tin-  s,,,    ,,l  I,, 
tions.     He  had  never  noticed  food  in  the  motion*,      II. s  ftppetHc  had  I 
and  still  was,  enormous. 

On  Admission.— The  patient  was  a  pale,  thin  man.  full  of  energy  and 
hope;  tongue,  clean  ;  breath,  foul  and  la-nil  ;  I,  n,,,,  I:tt ,,,,  -and  pobenofl 

On  examination  of  the  abdomen   then-  was  marked  epigastric  ri»idil\. 
especially  on  the  left   side,  and  local  tenderness  over  the  ii|.|, 
No  mass  could  be  felt.     Nothing  ahnormal   elseuhei,    u 
bismuth  meal  was  given  to  him,   and    its   progress  was   watehcd 
Hamilton  Drummond  by  x  ray  through  :,  s, -,-,  ,  ,,.  uith  the  patient  star, 
up.     First  the  stomach  was  seen  to  be  distended  by  the  meal,  then  air 
immediately  it  was  seen  to  escape  into  the  colon  to  the  nL'ht  of  tin   sp|, -,,„• 
flexure.     Colon  peristalsis  was  quite  plainly  visible.     Within  half  an  I, 
on  his  return  to  the  hospital,  an  enema  was  administered,  and  the  <*\-, 
portion  of  the  bismuth  porridge  was  passed  with  it. 

Diagnosis. — Gastrocolic  fistula  due  to  a  malignant  growth  conn, 
the  stomach  and  transverse  colon. 

Operation  (Nov.  31).— The  abdomen  was  opened  in  the  middle  |j in- 
above  the  umbilicus.  There  was  an  extensive  and  inoperable  malignant 
growth  of  the  stomach,  chiefly  on  its  posterior  wall,  to  which  the  transverse 
colon  was  firmly  attached.  Recovery. 

CASE  37. — Ulceration  and  stricture  (malignant  ?)    of  culnn     ]{> 
vaginal  fistula. 

Female,  single,  age  36,  was  admitted  to  private  hospital  Oct.  10.   1  '.»]<>. 

History. — All  her  life  she  had  been  much  troubled  by  constipati-.ii. 
Sixteen  years  ago  she  contracted  'dysentery'  after  a  chill  caught  whilst 
sea-bathing.  Since  this  attack  her  bowels  were  so  loose  that  if  she  wished 
to  go  anywhere  she  had  to  take  a  sedative,  the  effect  of  which  lasted  for  «i\ 
hours.  In  June,  1910  (four  months  ago),  she  began  to  have  spasms  of  pain 
across  the  abdomen,  which  lasted  one  or  two  hours.  Two  months  later 
these  became  very  severe,  were  accompanied  by  vomiting,  and  lasted  for 
about  eighteen  hours.  Six  weeks  ago  she  had  intense  pain,  diffused  over  tin- 
lower  abdomen  and  extending  into  the  left  groin  and  the  vagina.  She  was 
also  troubled  with  haemorrhoids.  After  ten  days  of  suffering  she  felt  som< 
thing  burst,  and  there  was  a  free  discharge  of  blood  and  pus  from  the  vagina. 
The  pain  was  relieved,  but  a  profuse  discharge  continued.  Fieees  thru 
began  to  appear  in  the  discharge,  and  finally  for  a  week  before  her  admission 
all  the  faeces  escaped  through  the  vagina,  nothing  coming  from  the  anus. 

She  had  lost  weight  and  had  been  unable  to  sleep  without  an  opiate  on 
account  of  the  pain  and  discharge.  Menstruation  ceased  three  months  ago. 

On  Admission. — Her  general  condition  was  poor.  Temperature.  100°; 
pulse,  100. 

The  abdomen  was  not  distended,  and  palpation  only  discovered  some 
tenderness  in  the  left  iliac  fossa.  Under  an  ana-sthetic  the  rectum  was 
found  to  be  extensively  ulcerated,  from  the  anus  as  far  as  could  be  reached. 
A  large  hole  admitting  the  tip  of  the  index  finger  communicated  with  the 
vagina  just  above  the  anus.  The  vaginal  wall  presented  a  laiLr<  ulcer,  with 
hard  undermined  edges  extending  upwards  on  the  left  and  undermining  the 
labium  minus. 

Diagnosis. — Ulcerative  colitis,   with  stricture  and   partial   obstruction. 

Operation — Oct.    12. — The   abdomen  was    first  opened   by  an  oblique 
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incision  in  the  left  inguinal  region.  The  sigmoid  flexure  was  bound  down 
by  adhesions  thickened,  contracted,  red,  and  covered  by  excrescences  like 
the  comb  of  a  cock.  (One  of  these  was  removed  for  pathological  report.) 
The  remainder  of  the  colon  was  next  explored,  and  it  was  found  to  be  in  a 
similar  condition,  though  less  in  degree  throughout.  A  second  oblique 
incision  was  made  in  the  right  iliac  fossa  over  the  caecum.  It  was  seen  to  be 
reddened  and  thickened,  and  felt  hard  and  O3dematous.  The  vermiform 
appendix  was  much  thickened,  distended,  and  obviously  diseased.  It  was 
excised.  The  caecum  was  then  fixed  to  the  abdominal  wall  (first  stage  of 
caecostomy). 

Pathologist  (Professor  Stuart  M'Donard)  reported  : — 

1.  Of  the  anal  ulcer. — "  This  appears  to  be  a  simple  ulcer.     There  is 
nothing  to  suggest  malignant  disease  or  any  of  the  infective  granulomata." 

2.  Of  the  appendix. — "  It  shows  chronic  inflammatory  changes  in  the 
wall,  with  lymphocytic  infiltration  of  muscular  and  epithelial  coats." 

3.  Peritoneal  nodule. — "  This  shows  a  group  of  tubular  glands.     The 
tubules  are  lined  by  tall  columnar  cells,  among  which  some  goblet  cells  are 
present.     The  stroma  is  cellular  and  vascular.     If  this  nodule  came  from 
the  peritoneal  coat  of  the  intestine  I  cannot  explain  the  appearances,  except 
on  the  hypothesis  of  a  secondary  deposit  of  columnar-celled  cancer." 

Four  days  later  the  caecum  was  opened  to  establish  an  artificial  anus. 
Secondary  haemorrhage  occurred  several  times  from  the  caecostomy  wound, 
but  ultimately  ceased.  The  improvement  in  this  patient's  condition  was 
remarkable,  though  it  was  very  soon  impossible  to  wash  the  colon  from  the 
caecostomy  wound  to  the  anus,  or  vice  versa.  She  returned  home  Dec.  9. 
Recovered,  to  return  in  one  year  for  consideration  [of  the  question  of 
colectomy.* 

CASE  38. — Ruptured  duodenal  ulcer,  and  general  peritonitis — 
A  diagnosis  of  intestinal  obstruction. 

A  male,  age  39,  was  admitted  to  the  Royal  Victoria  Infirmary  July  7, 
1910. 

The  patient  was  sent  into  the  Infirmary  as  an  emergency  case,  suffering 
from  '  retention  of  urine.' 

History. — His  illness  began  a  month  ago  with  loss  of  appetite,  and  he 
had  lived  on  fluid  foods.  A  week  later  he  felt  a  gnawing  pain  in  the  stomach 
while  he  was  at  work.  He  went  home,  had  tea,  and  afterwards  vomited. 

Since  then  he  had  had  pain  in  the  abdomen  more  or  less  constantly, 
varying  in  severity,  at  times  bad  enough  to  make  him  stop  work.  He 
vomited  about  once  every  day,  a  fairly  large  quantity,  sometimes  bile- 
stained  ;  it  relieved  the  pain  for  a  time.  In  addition  to  the  vomiting  he 
was  troubled  a  good  deal  with  acid  eructations.  The  relation  of  pain  to 
his  meals  was  indefinite,  as  he  was  only  taking  fluids.  During  the  past  week 
he  had  passed  little  urine,  and  had  considerable  pain  with  micturition. 
Three  days  before  admission  he  had  an  acute  exacerbation  of  pain  ;  it 
remained  worse  than  before.  Two  days  before  admission  he  developed 
complete  retention,  for  which  a  catheter  was  passed.  During  the  last  two 
days  he  had  passed  no  flatus  or  faeces,  and  had  eructated  much  gas. 

He  said  that  he  had  had  many  similar  attacks  to  the  last,  but  with  each 
successive  one  his  symptoms  had  been  worse. 

On  Admission. — He  walked  in,  but  with  difficulty,  and  appeared  to  be 

*  She  died  eighteen  months  later  at  home.     No  post-mortem. 
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very  weak.     He  was  pale  and  anxious-looking  ,,,,„.(,  , .IM;i(.l;il,  ()      ,,  , 
ture,   100°  F.  ;    pulse,    110.     The  abdomen    was   distended    ;il,,|    i, 
peristalsis  was  seen,  no  rumblings  heard,  and  m,  mass  i,lt.     on  ,„ 
there  was  considerable  dullness  over   MM-  pubes.  but    t|,«.   ,<  mamd.  ,    ,,r   n,, 
abdomen  was  tympanitic.     After  passing  nnilr.  u|llr|,   (lt    .j,,,  IHl;ill|,(|    ,|l(. 
suprapubic  dullness  did  not    disappear,  and    as  it   \\axdonbilul    uh.tl,,,    n,, 
catheter  used  had   entered    the    bladder,   because   tl,, 
passages,  an  aspirator  needle  w:is  introduced  into  the  dull  an  -a  and  •] 
1   drachm  of  fluid    with    a    urinous    smell    withdrawn.      Subs,  <,u,  nt \\ 
patient  passed  his  urine  naturally,  but   neither  llatns  nor  |;ee<  s. 

July  9. — Patient  passed  a  little  flatus  for  the  first  tim.   since  admission. 
The  distention  of  his  abdomen  was  less.     Nothing  could  be  I,  It  except   that 
both  recti  muscles  were  rigid.     His  general  condition  \\;ts  \,,A    i, ,  M. 
he  was  pained  and  sick.     A  pint  of  black  watery  fluid  without   l;e«-al  odour 
was  washed  out  of  his  stomach. 

Diagnosis. — Intestinal  obstruction,  with  peritonitis. 

Operation  (July  9).— On  opening  the  abdomen  the  pelvis  mu  t.,und  t.. 
be  rilled  with  purulent  dirty-looking  fluid.     The  whole  of  the  small  int.  stm., 
were  red  and  distended,  and  covered  with  purulent  lymph.     Tin-  «  an 
this  was  found  to  be  a  ruptured  duodenal  ulcer,  about  £  in.  in  diam 
immediately  beyond  the  pylorus.     The  duodenal  opening  was  . -\»^,\   \, 
double  layer  of  sutures,  the  abdomen  thoroughly  flushed  out  with   normal 
saline,  a  drainage  tube  left  in  above  the  pubes,  and  the  abdominal   wall 
closed  in  layers.     During  the  operation  2  pints  of  normal  saline  were  intro- 
duced into  the  circulation  through  the  median  basilic  vein. 

For  the  first  three  days  after  operation  the  patient  made  such  satis- 
factory  progress  that  his  recovery  was  anticipated.  On  the  evening  of  tin- 
third  day  (July  12)  he  became  restless,  then  delirious,  and  his  puU.  and 
temperature,  which  had  dropped  to  normal,  rose  to  140  and  lon-i  I 
respectively.  A  submaxillary  gland  next  swelled,  and  a  week  later  an 
abscess  was  opened  under  a  local  anaesthetic.  Then  his  breathing  became 
embarrassed,  and  he  died  on  the  evening  of  July  21  (twelve  days  after  tin- 
operation)  of  pneumonia. 

Post-mortem  examination  showed  that  his   death   was   due   to   septic 
broncho-pneumonia.     His    abdominal    condition,    except    that    there 
traces  of  lymph  here  and  there  on  the  intestine,  presented  nothing  abnormal. 

CASE  39. — Appendix  abscess  which  had  leaked    into  tlie  ca'ciun. 
leaving  a  hard  mass  simulating  ileoccecal  cancer. 

J.  M.,  age  63,  dealer.  Admitted  Feb.  18,  1910.  Discharged  March  k 
Three  weeks  previous  to  admission  patient  had  a  single  attack  of  pain 
in  the  upper  abdomen  after  a  heavy  meal,  and  was  blown  up  with  wind. 
He  vomited  and  obtained  relief,  and  remained  well  for  a  week.  At  the  end 
of  this  time  he  felt  poorly  all  day,  and  by  2  a.m.  he  had  developed  a  \ 
severe  pain  in  the  abdomen,  diffuse  and  continuous  ;  he  did  not  vomit.  Tin- 
following  day  the  pain  settled  in  the  right  iliac  fossa,  and  he  was  subs,  «iu<  ntl\ 
tender  to  examination  in  this  region.  His  doctor  told  him  "  SOUK -thini:  l»;»'l 
formed."  The  pain  gradually  decreased  in  severity,  and  at  the  time  of  his 
admission  he  had  not  any,  and  was  only  complaining  of  a  feeling  of  weight 
in  the  right  lower  abdomen.  He  had  had  no  trouble  with  micturition. 
His  bowels  had  been  somewhat  constipated,  but  had  been  moved  by  em-ma 
two  days  after  the  acute  attack.  He  had  had  no  diarrhoea,  and  had  noticed 
no  blood  in  the  stools.  In  addition,  there  had  been  no  rumblings  in  his 
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abdomen,  and  he  vouched  that  he  was  always  able  to  pass  flatus.  There 
was  no  history  of  any  previous  attack.  He  was  rapidly  losing  weight. 

On  Admission. — Patient  was  in  fair  condition  ;  temperature  and  pulse 
normal  ;  chest  clear. 

Local. — Abdomen  quite  lax  ;  small  mass  felt  in  the  right  iliac  fossa, 
only  slightly  tender  on  pressure,  hard,  nodular,  and  somewhat  movable. 
The  resonance  in  this  region  varied,  and  a  thrill  obtained  by  flicking  the 
belly  wall  was  put  down  to  the  laxity  of  the  parietes.  There  was  no  liver 
enlargement,  and  no  other  mass  was  felt  in  the  abdomen,  nor  could  glands 
be  felt  in  the  left  posterior  triangle  of  the  neck.  Per  rectum,  no  mass  felt 
bimanually  ;  prostate  considerably  enlarged. 

Diagnosis. — From  the  age  of  the  patient  and  the  nature  of  the  mass 
felt  it  was  decided  to  be  a  case  of  ileocaecal  carcinoma,  the  alternative 
diagnosis  being  that  of  old  appendix  abscess. 

Operation  (Feb.  22).  Mr.  Morison. — Usual  appendix  incision  ;  belly 
muscles  divided.  They  showed  marked  oedema.  On  opening  the  abdomen 
there  were  present  some  omental  adhesions  to  the  anterior  belly  wall.  The 
appendix  was  found  wrapped  round  by,  and  buried  in,  inflamed  omentum. 
On  separating  this  the  remains  of  an  old  abscess  between  the  appendix 
omentum,  and  mesentery  of  the  ileum  were  exposed.  The  csecal  wall  was 
thickened  and  oedematous,  and  showed  a  small  hole,  which,  however,  did 
not  communicate  with  the  lumen  of  the  gut,  but  which  was  considered  to  be 
the  seat  of  discharge  of  the  abscess  into  the  caecum.  The  appendix  exhibited 
a  very  bulbous  tip,  and  the  remainder  of  it,  which  was  very  long,  was  shelled 
out  of  a  thick  oedematous  peritoneal  coat,  and  removed  in  the  usual  way. 
The  thickened  coat  and  omentum  were  sutured  over  the  stump,  and  the 
abdominal  wound  closed  in  layers  without  drainage. 

March  4. — Uninterrupted  recovery  ;  patient  left  hospital  healed  and 
quite  well. 


THE  TREATMENT  OF  GENERAL  SEPTIC  PERITONITIS. 

Being  the  Introduction  to  a  Discussion  in  the  Section  of  Surgery 
at  the  Annual  Meeting  of  the  British  Medical  Association, 
Birmingham,  July,  1911. 

(British  Medical  Journal,  October,  1911.) 

Before  opening  the  subject  of  treatment  for  discussion  it  is 
advisable  to  offer  some  general  pathological  considerations  bearing 
upon  the  subject. 

The  extent  of  peritoneal  surface  has  been  estimated  to  be  almost 
equal  to  that  of  the  skin. 

The  shock  and  rapid  death  which  result  from  scalding  a  large 
area  of  the  skin  are  probably  due  to  a  cause  similar  to  that  which  is 
responsible  for  the  shock  and  death  that  follow  the  corresponding 
diffuse  injury  resulting  from  the  rupture  of  some  gastric  and  intestinal 
ulcers. 

The  cause  of  general  septic  peritonitis  is  the  same  as  that  of 
septic  infection  elsewhere  in  the  body,  namely,  invasion  by  pyogenic 
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organisms.  Their  entrance  in  sufficient  quantity  to  produce  diffuse 
inflammation  is  practically  never  through  the  blond,  hut  js  a  conse- 
quence of  some  gross  surgical  lesion.  It  is  ,misi  In -.,.„  nt Iv  due  to  a 
leak  in  the  vermiform  appendix,  or  to  a  perforating  gastric  or  du..d< -n.-d 
ulcer.  The  most  virulent  organisms  found  in  the  f,.  rih.n. m.i  are,  as 
elsewhere,  usually  streptococci.  A  streptococcal  infect  i,,,,  Q|  the 
peritoneum,  like  that  of  the  skin,  may  cause  death  fn.ni  tov,  mi.. 
few  hours,  although  the  local  reaction  is  very  moderate. 

The  terminations  of  inflammation  of  the  peritoneum  an   the  same 
as   those   of  inflammation   in   other   parts   of  the   body;     th 
resolution,  fibrosis,  and  destruction,  partial  or  complete'. 

1.  Inflammation  may  cause  nothing  more  than  a  passing  hypencmia 
(resolution). 

2.  It  may  end  in  the  formation  of  adhesions  (fibres!-). 

3.  In  local  destruction  of  peritoneum  with  abscess  (partial  destruction)  • 
or 

4.  In  diffuse  destruction  with  gangrene  (total  destruction). 

Let  us  deal  first  with  the  cause  of  the  peritonitis — germ  invasion. 
When  this  was  first  realized  every  surgeon  attempted  to  LT-  t  rid  of  tin- 
cause — the  germs — with  the  most  appalling  results.  In  a  paper  on 
appendicitis,1  which  I  wrote  about  eighteen  years  ago,  I  gave,  after  a 
short  trial  of  them,  an  emphatic  warning  against  these  attempts, 
saying :  "  The  more  thorough  the  operation  performed  on  these 
patients  the  more  quickly  they  die."  We  have  had  to  learn  by 
bitter  experience  in  this,  as  in  other  domains  of  surgery,  that  the 
discovery  of  the  germ  producing  the  disturbance  in  no  way  aids  us 
in  curing  the  patient.  A  real  cure,  if  it  be  ever  found,  will  not  a 
from  the  gross  mechanical  methods  employed  by  the  surgeon. 

The  fact  is  that  bacteriology  has  done  such  important  work  for 
surgery  that  now  surgeons  are  obsessed  by  it,  and  despise  the  unaided 
use  of  their  own  senses,  and  the  experience  of  their  old  masters.  Until 
a  wider  outlook  is  taken,  and  more  help  can  be  given  to  the 
medicatrix  Naturce,  the  treatment  of  septic  infect  ion  must  be  unsatis- 
factory. For  surgical  purposes  the  name  of  the  organisms  present, 
or  even  the  fact  of  their  presence,  is  of  little  avail,  for  we  now  kno\\ 
that  no  mechanical  means  can  get  rid  of  them,  and  that  the  name  of 
the  variety  is  of  little  importance,  because  some  patients  with  a  strepto- 
coccal peritonitis  recover,  whilst  others  with  a  Bacillus  cnli  infection  die. 
Beyond  arresting  the  supply  of  germs  from  the  primary  focus,  an 
operation  can  only  deal  with  the  effects  of  inflammation. 

I  do  not  think  it  is  appreciated  how  much  there  is  in  the  old  idea 
which  considered  nothing  of  importance  but  the  associated  circulatory 
disturbance.  It  is  possible  to  watch  all  the  important  and  naked 

1  Edinburgh  Medical  Journal. 
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results  of  a  peritonitis  in  an  inflamed  conjunctiva.  Let  me  illustrate 
my  meaning  as  to  the  circulatory  disturbance  by  an  example.  In  an 
arm  too  tightly  bandaged,  and  after  removal  of  the  constriction,  there 
may  result :  (1)  Transitory  hyperaemia ;  (2)  Fibrosis  (Volkmann's 
ischsemic  contraction)  ;  (3)  Partial  destruction  (ulceration,  sloughing)  ; 
(4)  Gangrene— the  same  terminations  as  occur  in  a  streptococcus 
infection. 

When  it  becomes  apparent  that  the  condition  of  the  circulation 
is  the  chief  surgical  guide  both  as  to  treatment  and  to  prognosis,  the 
practical  importance  of  this  knowledge  is  realized.  It  is  much  more 
important  for  purposes  of  treatment  to  know  how  much,  and  what 
portions,  of  the  peritoneum  are  red  and  sodden,  than  to  know  which 
variety  of  organism  has  been  found  in  the  exudate.  In  other  words, 
the  soil  and  the  seed  both  require  consideration.  Whatever  germ  is 
present,  the  prognosis  is  always  good  if  the  heart  is  strong,  and  the 
pulse  of  good  volume  and  not  over  100.  It  is  always  bad  if  there  is 
cyanosis,  if  the  extremities  are  cold  and  the  pulse  over  120.  (A 
patient  with  cold  hands  rarely  recovers.) 

Every  one  now  seems  to  believe  that  the  sunken  appearance  and 
the  symptoms  of  shock  in  cases  of  septic  peritonitis  are  due  to 
toxaemia.  We  know  so  little  what  toxaemia  is  that  its  influence  is 
impossible  to  estimate.  It  is  certain  that  the  same  symptoms  follow 
the  strangulation  of  a  loop  of  intestine  (and  I  have  seen  them  occur 
after  the  ligature  of  piles  attended  and  followed  by  no  loss  of  blood  in 
a  nervous  patient).  Surely  in  these  instances  the  cause  is  not 
toxaemia  ?  Anything  which  seriously  disturbs  the  balance  between 
the  somatic  and  splanchnic  circulations  will  produce  these  symptoms, 
and  I  prefer  to  believe  that  this  is  their  origin  in  cases  of  septic 
peritonitis. 

A  more  rational  treatment  naturally  followed  upon  the  belief 
that  the  peritonitis  subsequent  to  infection  by  germs  is  not  a  disease 
to  be  fought  altogether  with  surgical  weapons,  but  that  it  is  a  pro- 
tective reaction  of  the  peritoneum,  one  to  be  aided  and  abetted  if 
possible,  but  one  very  readily  damaged  or  upset.  So  far  as  I  know 
I  was  the  first  to  make  the  observation  (contrary  to  the  then  received 
belief,  but  one  now  generally  accepted)  that  the  peritoneum  possessed 
exceptional  immunity  to  septic  infection,  for  in  a  paper1  read  before 
the  Medico- Chirurgical  Society  of  Edinburgh  on  March  1,  1893,  the 
following  sentences  occur  : 

On  several  occasions  I  have  observed  in  abdominal  wounds,  dressed  for 
the  first  time  on  the  tenth  day,  that  though  the  superficial  parts  were 
suppurating  the  peritoneum,  was  not  involved, -both  of  course  having  been 
exposed  to  the  same  deleterious  influences.  I  have  also  noticed,  not  without 

1  "  Some  Mistakes  in  the  Technique  of  Abdominal  Surgery." 
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surprise,  that  rougher  surgery  may  be  perpetrate!  u.th  M ,,,,„,,. IN 
the  peritoneum  than  would  be  tolerated   by  ftQl    portion   -.1    ih,    OPMIUXI,, 
outside  of  it.     The  unavoidable  conclusion   is  that    tin-   ,„  ,,!,„„  ,,. 
resisting  power  not  belonging  to  other  tissues. 

In  an  article  on  peritonitis'  Bond  writes  : 

The  safety  of  the  patient  depends  on  the  integrity  of  the  p<  m 
epithelium  and  of  the  phagocytic  defence. 

Other  aids  of  special  surgical  interest  in  the  r< -action  against  tin 
attack  of  organisms  are  a  free  secretion  of  peritoneal  fluid  and  the 
plastic  powers  possessed  by  the  peritoneum. 

Dudgeon  and  Sargent-  have  found  that  nearly  all  cases  of  peritonitis 
which  recover  exhibit  a  primary  infection  (probably  derived  from  the 
bowel)  with  the  Staphylococcus  pyogenes  albus,  and  they  regard  the 
peritoneal  fluid  containing  this  as  of  a  protective  nature  and  one  \\  hi< -h 
should  not  be  washed  out.  It  is  certain  that,  in  cav  ;.ti<- 

peritonitis   not   due   to   sudden   injury  or   to   operation,    prelimn 
changes  of  a  protective  nature  are  started  at  once.     One  of  the  n 
important  of  these  changes  concerns  the  omentum,  which  may  often 
be  found  glued  in  such  a  position  as  to  prove  its  value  as  a  life-savin  L: 
mechanism,  and  there  can  be  no  doubt  that  without  it  the  mortality 
from  abdominal  emergencies  would  be  much  greater  than  it  is. 

Treatment. 

The  percentage  mortality  from  general  septic  peritonitis  has 
enormously  decreased  of  late  years,  and  the  chief  reason  is  that  an 
increasing  majority  of  the  medical  profession  regard  such  a  death  as 
a  serious  reflection  upon  their  promptitude,  courage,  and  skill.  Instead 
of  injecting  patients  who  have  a  ruptured  vermiform  appendix,  or  a 
perforated  gastric  or  duodenal  ulcer,  with  morphine  till  their  com- 
plaints cease,  arrangements  are  now  made  by  doctors,  who  reali/e  their 
responsibility,  for  immediate  transference  to  a  properly  equip) 
hospital.  Every  surgeon  knows  some  practitioners  who  have  made  this 
a  strict  rule,  and  have  seldom,  if  ever,  lost  a  case,  while  the  public  arc 
beginning  to  recognize  that  skilful  diagnosis  and  early  recognition  ot 
the  need  for  operation  may  be  of  greater  importance  than  the  method 
of  its  performance. 

Nevertheless,  the  fact  that  in  an  important  meeting  Mich  as  this 
the  treatment  of  septic  peritonitis  has  been  one  of  the  subjects  select  ed 
for  discussion  proves,  if  further  proof  be  needed,  that  we  neither  ha\e. 
nor  expect  in  the  near  future  to  have,  the  necessary  knowledge  to 
deal  satisfactorily  with  this  dread  scours  . 

1  British  Medical  Journal,  Dec.  5,  1906. 

2  Lancet,  Feb.  25,  1905. 
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Some  figures,  collected  for  me  by  Mr.  C.  F.  M.  Saint,  verified  by 
the  Surgical  Registrar,  Mr.  R.  J.  Willan,  and  relating  to  cases  admitted 
to  the  Royal  Victoria  Infirmary,  Newcastle-upon-Tyne,  during  the 
year  1910,  convey  greater  instruction  than  anything  I  can  say. 

Appendicitis. 

There  were  in  all  427  cases,  with  18  deaths. 

Post-mortem  examination  proved  that  the  cause  of  16  of  these  deaths 
was  general  septic  peritonitis. 

Six  of  the  18  were  not  operated  upon,  and  all  were  suffering  from 
advanced  general  peritonitis  on  admission. 

Of  the  12  cases  operated  upon,  1  died  of  portal  sepsis  10  days,  and  one 
of  pulmonary  embolism  7  days  after  operation. 

In  all  of  the  remaining  10,  general  septic  peritonitis  was  present  at  the 
time  of  the  operation. 

There  were  290  acute  cases,  and  all  of  the  deaths  (18)  occurred  in  this 
series.  (There  were  no  deaths  in  the  interval  cases.) 

Sixty-two  of  the  290  acute  cases  had  not  perforated,  and  had  no 
associated  peritonitis.  There  was  one  death  from  portal  sepsis  in  this  series. 

Thirty-eight  had  perforated,  but  had  not  yet  developed  any  gross 
peritonitis.  In  this  series  there  was  1  death  from  pulmonary  embolism. 

One  hundred  and  fifty-seven  were  associated  with  localized  peritonitis 
and  abscess.  All  recovered. 

Thirty-three  were  associated  with  general  septic  peritonitis.  Twenty- 
five  were  operated  upon,  13  recovered  and  12  died.  Eight  were  not  operated 
upon.  Of  these,  2  recovered  and  6  died. 

These  figures  convey  the  lessons  derived  from  the  mortality,  which 
of  course  is  the  most  important  consideration  of  all,  but  there  are 
others  to  remember.  For  many  years  in  Newcastle  we  have  taught 
as  the  ideal  that  the  inflamed  vermiform  appendix  should  be  removed 
before  rupture  or  abscess  has  had  time  to  develop,  and  that  only  by 
this  means  a  serious  and  prolonged  illness,  with  the  possibility  of  a 
ventral  hernia  at  the  end  of  it,  can  be  insured  against ;  until  about 
five  years  ago  this  view  was  very  commonly  acted  upon.  Then  there 
came  a  wave  of  opinion,  based  chiefly,  I  think,  on  London  teaching,  in 
favour  of  waiting  for  an  interval  in  the  most  acute  cases,  or  of  taking 
leucocytosis  as  a  guide,  or  for  localization.  The  results  of  this  were 
so  disastrous,  and  so  many  patients  were  sent  in  with  general  septic 
peritonitis,  that  the  importance  of  early  operation  in  appendicitis 
again  became  universally  acknowledged. 

The  next  figures  to  which  I  wish  to  draw  attention  are  an  abstract 
from  the  statistical  tables  of  ruptured  duodenal  ulcer  admitted  to  the 
Royal  Victoria  Infirmary  during  1910.  There  were  36  cases  in  all. 

Of  this  number,  3  were  admitted  very  ill  with  septic  peritonitis,  and 
died  soon  after  admission  without  operation.  The  diagnosis  in  each  was 
verified  by  post-mortem  examination.  Six  patients  died  after  operation, 
3  of  them  from  general  septic  peritonitis  and  3  from  septic  bronchopneumonia 
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(1  twelve  days  after  operation,  1  eight  days  after  operation,  1  two  .lays  aft.  > 
operation). 

The  time  at  which  operation  was  prrformrd  has  I,.,,,  divided  mi,, 
periods  thus  : 

At  six  hours  and  under  there  were  11   operations.     All  the  pat 
recovered. 

Over  six  and  under  twelve  hours  there  were  <i  operations.  All  th. 
patients  recovered. 

Over  twelve   and   under  twenty-four   hours    th<  r,     pen   8   opera  t. 
Six  of  the  patients  recovered  and  2  died. 

Over  twenty-four  and  under  forty-eight  hours  there  were  5  opera  1 1 
Two  of  the  patients  recovered  and  3  died. 

Over  forty-eight  hours  there  were  0  cases.     Of  these,  j  :  :if,,| 

4  died.     In  the  2  cases  which  recovered  the  perforation  had  been  entin-K 
excluded  by  adhesions  from  the  general  peritoneal  cavity. 

The  next  figures  refer  to  ruptured  gastric  nleers  admitted  din 
1910. 

The  total  number  was  16.     Of  these,  12  recovered  and    t 
from  septic  peritonitis  (verified  by  post-mortem  examination). 

At  six  hours  and  under  there  were  3  operations.  All  the  patient- 
recovered. 

Over  six  and  under  twelve  hours  there  were  7  operations.  Of  these, 
6  recovered  and  1  died  (shock  ;  patient  was  quite  collapsed  u  hen  operated 
upon  ;  his  pulse  was  152). 

Over  twelve  and  under  forty-eight  hours  there  were  2  operations.  Hoth 
patients  died. 

Over  forty-eight  hours  there  were  3  admissions,  with  2  recoveries  and 
1  death.  It  is  noted  of  the  2  cases  which  recovered  that  the  gastric  open  mi: 
was  localized  by  plugging  and  adhesions. 

The  case  which  died  had  been  perforated  one  week  and  was  admitted 
moribund.  She  died  just  after  admission,  no  operation  being  performed. 

Amongst  the  less  common  causes  of  general  septic  peritonitis 
admitted  to  the  Royal  Victoria  Infirmary  during  1910  then-  w« 
cases  of  ruptured  small  intestine  from  kicks.  All  we  re  <>p< -rated  upon. 
Of  these,  1  recovered  and  2  died.  The  patient  who  recovered  was 
operated  upon  twenty-four  hours  after  the  accident.  Of  the  *J  that 
died,  1  was  operated  upon  two  and  the  other  .seven  days  after  tin- 
injury.  Both  deaths  were  due  to  general  septic  peritonitis. 

One  woman  was  admitted  with  general  septic  peritonitis  due  to 
rupture  of  the  urinary  bladder  from  a  kick  fourteen  days 
died  after  operation,  the  cause  of  death  be  in-  general  srptie  peritonitis 
present  at  the  time  of  operation. 

Three  young  women  were  admitted  with  general  gonoctx-cal 
peritonitis.  Two  were  operated  upon,  and  OIK  was  left  alone.  All 
three  recovered. 

Three  cases  of  general  pneumococcal  peritonitis  were  admitted. 
They  were  all  little  girls  and  very  ill.  One  was  operated  upon  and 
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died.  The  cause  of  death  was  general  peritonitis  and  commencing 
pneumonia.  Two  were  not  operated  upon  and  died,  one  of  general 
peritonitis  and  double  empyema,  and  the  second  of  general  peritonitis 
and  pneumococcal  meningitis. 

The  last  case  with  which  I  shall  trouble  you,  and  which  I  only 
present  because  the  lesson  it  conveys  involves  an  important  principle 
of  treatment,  refers  to  a  woman  who  was  admitted  to  the  Royal 
Victoria  Infirmary  under  my  care  on  July  16,  1910. 

She  was  the  mother  of  seven  children.  Two  days  before  admission  she 
had  introduced  a  bone  crochet  needle  into  her  uterus  with  the  object  of 
procuring  abortion.  It  broke,  and  half  of  it  had  not  since  been  seen.  She 
had  walked  in,  and  immediately  after  admission  had  a  rigor.  Her  pulse 
was  120  and  her  temperature  106°  F.,  and  she  looked  very  ill.  The  lower 
part  of  the  abdomen  was  tender  on  pressure.  Vaginal  examination  showed 
a  three  months  pregnant  uterus  only. 

Operation  was  done  soon  after  her  admission.  The  cervix  was  first 
divided  anteriorly  to  admit  of  exploration.  Her  story  was  verified  by  the 
discovery  of  the  knitting  needle  lying  across  the  interior  of  the  uterus,  and 
vaginal  hysterectomy  was  done. 

(The  uterus  containing  the  foetus  and  the  crochet  needle  can  be  seen  in 
the  Pathological  Museum.) 

The  peritoneum  covering  the  uterus  was  found  to  be  acutely  inflamed 
and  raised  into  bullse  at  parts  by  effusion  underneath  it.  (There  is  no  record 
in  the  notes  of  any  bacteriological  report.) 

This  woman  certainly  had  an  acute  septic  metritis  with  com- 
mencing peritonitis,  and  there  is  but  little  doubt  that  her  recovery 
was  due  to  prompt  removal  of  the  infective  focus. 

The  trend  of  my  remarks  has,  I  hope,  led  to  the  assumption  that 
"  general  septic  peritonitis  "  includes  for  the  present  purpose  a  con- 
sideration of  causes  as  well  as  manifestations,  so  far  as  the  former 
serve  as  a  guide  to  treatment. 

General  surgical  principles  have  been  lost  sight  of  too  often  in 
dealing  with  the  treatment  of  any  special  disease,  and  this  has  been 
especially  true  in  the  case  of  general  septic  peritonitis. 

The  first  knowledge  required  concerns  its  cause.  It  is  now 
everywhere  accepted  that  the  cause  of  general  septic  peritonitis  is  a 
gross  surgical  lesion,  allowing  of  the  entrance  of  organisms  by  a  definite 
channel,  and  that  blood  and  other  infections  are  so  rare  as  not  to 
count  in  practical  diagnosis.  The  statistics  I  have  given  prove,  if 
further  proof  should  be  required,  that  if  the  cause  can  be  effectively 
and  early  dealt  with,  the  patient  will  not  die  of  peritonitis. 

With  regard  to  diagnosis  of  the  cause,  I  can  only  say  of  the 
practitioners  in  our  district  that  it  is  now  the  exception  for  a  mistake 
to  be  made  in  the  case  of  ruptured  gastric  or  duodenal  ulcer  or  per- 
forated appendix.  It  seems  impossible  for  any  one  who  has  read  the 
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lucid  papers  of  Moynihan  on  duodenal  ulcer  to  miss  the  ls  of 

that,  the  most  difficult  of  the  three. 

The  first  principle  to  <rrasp  j,  j|1(.,t  f}H.  p,Tjt,, ,„.,,,„  |,as  a  c^, 
to  deal  with  organisms  and  dirl  with  such  effect  that,  if. 
dose  from  the  source  of  supply  can  he  prevented,  \\ill  r.,i 

The   only   method   by   which   this   can   be  certainly   and    successfully 
accomplished  is  surgical,  and  consequently  the  fart  question  .-ilVr  Hi'.- 
diagnosis  has  been  made  in  a  recent  ease  e(,neerns  an  operation.      \\ 
should  it  be  done  ?     Where  should  it  be  dune  .'     Th.  to  l><>th 

questions  is  made  clear  by  my  figures.     The  operation  should 
as  soon  as  possible,  and  it  should  be  done  in  a    properly   equipped 
hospital.     Objections  have  been  frequently  raised   by   friends  of  the 
patient,  and  possibly  by  the  doctor,  against  the  removal  of  any  one  so 
seriously  ill.     The  answer  to  this  is  that  patients  are  \  !y  made 

worse  by  a  careful  removal,  and  they  often  lose  their  fives  in  conse- 
quence of  the  most  careful  attempts  to  treat  them  at  home.  The  fact 
should  be  recognized  that  the  best  domestic  arrangements  can  onlv 
inadequately  serve  the  requirements  of  present-day  surgery. 

Operation. 

There  are  three  depressing  factors  in  every  such  operation  which 
require  attention.  The  first  is  exposure.  It  is  essential  to  keep  the 
patients  warm  during  the  operation.  This  only  requires  to  be 
mentioned  to  be  approved,  but  it  is  occasionally  forgotten. 

The  second  concerns  the  anaesthetic.  Whatever  ana-sthetic.  be 
chosen,  as  little  of  it  and  for  as  short  a  time  as  possible  -lion Id  be  irr 
The  first  requirement  is  met  by  skill  on  the  part  of  the  ana -sthctist  : 
the  second  by  having  everything  ready  before  the  operation  is  under- 
taken and  losing  no  time  during  its  performance.  My  preference  is 
for  chloroform  until  the  laryngeal  reflex  is  deadened,  followed  by 
ether  for  the  remainder  of  the  operation. 

The  third — perhaps  the  most  important  of  all — concerns  t  In- 
handling  of  the  patient  during  the  operation.  No  roiiLrh  manipulations 
should  be  permitted.  Pulling  about  and  disturbance  of  the  abdominal 
contents  is  one  of  the  most  potent  causes  of  shock,  and  the  mortality 
following  rough  operations  is  considerably  in  excess  of  those  where 
every  movement  is  performed  as  gently  as  possible  and  with  a  deli; 
object.1 

The  Abdominal  luci* 

The  best  abdominal  incisions  are  two  in  number  :  a  straight  one 
in  the  middle  line  and  (Fig.  99)  an  oblique  in  the  direction  of  the  fibres 
of  the  external  oblique  muscle.  They  do  less  permanent  damage  to 

1  See  Crile,  Boston  Medical  and  Surgical  Journal,  December  15,  1910. 
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the  abdominal  wall,  allow  of  more  easy  extension,  and  can  be  more 
effectively  closed  against  subsequent  hernia  than  any  other. 
*  The  incision  runs  directly  over  the  causative  lesion  if  a  diagnosis 
has  been  made.  If  there  is  no  definite  diagnosis  to  guide,  the  umbilicus 
should  be  excised  by  an  elliptical  incision,  and  the  abdomen  opened 
in  its  centre  for  the  purpose.  The  incision  should  be  long  enough  to 
allow  of  easy  inspection  and  manipulation  without  mauling  or  rough 
retraction.  Through  it  the  diseased  appendix  will  be  removed,  the 
ruptured  gastric  or  duodenal  ulcer  closed,  or  other  primary  focus 
dealt  with  according  to  surgical  rules.  For  excluding  an  irremovable 
focus  from  the  general  peritoneal  cavity  the  use  of  gauze  tampons, 
supported  and  protected  by  omentum  and  retained  by  temporary 
sutures,  are  occasionally  indispensable.  Gauze  should  never,  if  it  be 

possible  to  avoid  it,  come  in  contact  with 
the  small  intestines,  because  of  its  liability 
to  produce  adhesions  and  obstruction. 

Cleansing  the  Peritoneum. 

One  of  the  many  debts  which  abdo- 
minal surgery  owes  to  the  late  Lawson 
Tait  is  the  method  of  cleansing  the  peri- 
toneum by  washing  it  out.  It  was  said 
that,  by  this  means,  a  more  thorough 
cleansing  and  one  which  damaged  the 
peritoneum  less  than  any  other,  could  be 
made.  Like  all  striking  surgical  sugges- 
tions, this  was  enthusiastically  received, 
universally  adopted,  carried  to  excess, 
and  finally  condemned.  But  the  con- 
demnation of  washing  out  is  not  a  just 

one,  for  it  still  holds  the  field  as  the  best  method  of  cleansing  the 
peritoneum  when  it  is  necessary  to  do  so.  If  mopping  appears  to  be 
needed,  the  mops  should  be  wrung  out  of  normal  saline  (one  drachm  of 
sodium  chloride  to  one  pint  of  water),  and  if  lavage  be  necessary, 
normal  saline  solution  at  a  temperature  of  100°  F.  should  be  employed. 
In  the  majority  of  cases  any  cleansing  at  all  is  unnecessary  and,  as 
often  carried  out  at  the  present  day  with  dry  mops,  is  injurious. 

The  truth  of  this  is  abundantly  proved  by  the  extraordinary 
results  achieved  by  Murphy,  of  Chicago,  in  general  septic  peritonitis 
from  appendicitis.  He  neither  mops  nor  washes,  and  his  results 
carry  conviction  because,  of  his  cases  operated  upon  within  forty 
hours  after  the  commencement,  less  than  4  per  cent  have  died. 

When  is  it  necessary  or  advantageous  to  cleanse  the  peritoneum  ? — 


Fig.  99. — Oblique  (appendix)  in- 
cision. The  length  of  the  incision 
diminishes  for  each  layer  divided. 
This  minimizes  the  risk  of  hernia, 
and  makes  closure  of  the  wound  more 
easy.  The  peritoneum  is  not  divided 
as  far  as  the  deep  epigastric  artery,  j 
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Much  less  often  than  we  could  have  bettered  potribk  before  n, 

ordinary  capacities  of  the  peritoneum   for  lelf-d  ,,,,1   . 1,,    ease 

With   which   these   might   be   disl,,H,,d.    were    ,,,!,/, 
practice  is  to  reserve  it  for  cases  in  which  operation*  hav<  loae 

early  and  extravasation  has  occimvd   widely  in  1 1,,-  ,,,-riloncum- 
example,  in  gastric  and  duodenal  ulcers,  in  recently  ru,,i,,r,,l  appeodh 
abscess  with  diffused  pus,   ruptured   ^,11   and    urinary    1,1  ,,,d 

haemorrhages,  and  to  introduce  the  tube  first    under   the  diaphragm 
and  wash  out  from  above  downwards  with  the  shoulders  of  the  patient 
raised.     I  entertain  no  doubt  that  by  this  measure  not  only  an-  ! 
saved,  but  that,  with  drainage  added,  subdiaphragmatic  and   pelvic 
abscesses  and  intestinal  obstruction  are  prevented. 

Drainage. 

An  old  rule,  and  still  a  good  one,  is  "  When  in  doubt,  drain. 
This  rule  now,  however,  has  a  new  significance.     Because  the  old.  r 
surgeons  so  often  had  doubts  many  of  them  drained  in  nearly  en 
case.     None  of  us  now  doubts  his  capacity  to  prevent  peritoneal  sep 


Fig.  100. — Section  of  abdominal  wall, 
showing  drainage  tube  at  the  inner  end  of 
the  incision.  Sutures  are  inserted,  to  be 
tied  when  the  tube  is  removed.  The  tube 
is  separated  from  the  deep  epigastric  artery 
by  a  portion  of  peritoneum. 


Fig.  101.— Section  of  abdominal  wait  Oblique 
appendix  incision,  'showing  drainage  tube  in  tit*. 
When  the  tube  is  removed  the  openings  in  the  different 
layers  do  not  correspond,  and  the  tendency  to  hernia 
is  diminished. 


and  prevention  of  sepsis  is  no  longer  an  object  of  drainage.  We  drain, 
some  more,  some  less,  to  get  rid  of  septic  products.  My  present  \  i<  u  ^ 
are  that  a  temporary  suprapubic  glass  drainage  tube  is  useful  as  arrest  - 
ing  or  preventing  general  peritonitis  by  allowing  of  the  washing  out  «.f 
gastric  and  other  extravasations,  the  washing  if  possible  beini:  Carried 
out  during  the  repair  of  the  focus  of  infection.  The  tube  should  be 
removed,  and  the  small  wound  closed  when  the  operation  is  completed. 
Provision  should  always  be  made  for  the  closure  of  a  drainage  tube 
opening  (Figs.  100,  101).  I  lost  one  patient  from  a  small  knuckle  of 
intestine  getting  into  such  an  opening  which  had  been  left  unsutured. 

The  indications  for  more  permanent  drainage  are  the  presence  of 
infected  matter  or  the  possibility  of  leak  from  imperfect  suture  or 
damaged  viscera.  For  general  septic  peritonitis  the  drain  should  be 
pelvic,  and  pelvic  only,  and  it  should  be  emptied  at  the  time  of  the 
operation  and  kept  empty  afterwards  by  the  syringe  pump  constantly 
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used  for  the  purpose  by  Lawson  Tait  (Fig.  102).  In  these  cases  the 
Foider  posture — that  is,  sitting  up — is  now  universally  adopted  before, 
during,  and  after  operation,  and  if  not  employed  to  excess  it  is  most 
useful. 


Fig.  102. — Syringe  with  long  rubber  tube  introduced  into  wider  drainage  tube. 

In  patients  who  are  very  ill  an  intravenous  infusion  of  normal 
saline  solution  and  a  small  dose  of  adrenalin  at  a  temperature  of  100°  F., 
slowly  administered  during  the  course  of  the  operation,  is  invaluable. 
The  total  amount  should  rarely  exceed  2  pints,  and  not  less  than  fifteen 
minutes  should  be  occupied  over  the  introduction  of  each  pint. 

The  dressing  I  advocate  is  a  voluminous  one  of  wool,  with  the 
object  of  producing  elastic  compression  and  retaining  heat.  The  value 

of  both  is,  I  think,  underrated  in  wound 
treatment  generally,  though  it  is  unlikely 
to  be  forgotten  in  the  school  of  Gamgee. 

In  the  after-treatment  there  is  no  more 
useful  measure  than  the  method  of  proto- 
clysis  advocated  by  Murphy,  and  now  used 
with  such  success  all  over  the  world.  Some 
patients  are  reported  to  have  recovered 
after  the  absorption  of  as  much  as  22  pints 
in  twenty-four  hours,  and  there  is  this  to  be 
said  in  favour  of  the  method,  as  compared 
with  venous  and  subcutaneous  infusion, 
that  it  is  much  less  dangerous,  since  the 
colon  is  possessed  of  a  natural  discrimin- 


lavage    is    another    valuable 
Nothing    helps    to    arrest    the 


includes    both     peritoneum 
deeper  layer  of  the  rectus  sheath. 


Fig.  103. — Method  of  suturing  peri- 
toneum.  Above  the  umbilicus  the 
peritoneum  is  so  brittle  that  an 
ordinary  continuous  suture  tears  it. 
This  is  overcome  by  the  use  of  a 

continuous      mattress     suture     which    vnrnitino-    nr     crivps    snrh    rplipf    in    the 
and    the    VO1 

ness  of  general  septic  peritonitis  as  this. 


Morphine. 

The  most  emphatic  condemnation  of  the  use  of  morphine,  backed 
up  by  a  large  amount  of  scientific  evidence,  have  failed  to  convince 
me  that  the  effects  of  pain  and  restlessness  are  not  worse  than  the 
evil  effects  of  this  narcotic,  and  I  do  not  grudge  a  single  dose.  No 
one,  surely,  doubts  the  serious  effect  of  repeated  administrations. 

Purgatives. 
Nothing  is  more  surprising  in  surgery  than  the  revolution  that 
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has  occurred  with  n-^«rd  h.  thr  use  ,,r  purgati  I 

time  ini])ossiblc  that,  any   other   \ie\v  should    l,«    taken   than   th.-it    the 

only  way  to  prevent,  and   the  only  way  to  CUTC,  Mpfcfc 

by  free  purgation,  and  it  is  humiliat  UILT.  though  perhaps  useful.  (.,  : 

that   a  vie*  so  generally  accepted  and  acted   upon  should   have  fallen 

into  apparent  disrepute.    Then-  is  Mo  douht  that  it  vrasot*  bion 

that  was  abused  in  surgery,  but  the  proper  use  of  purL'ati\«-s  should 

not  be  forgotten. 

The  general  belief,  and  one  well  founded,  is  that   a  patient   with 
general  septic  peritonitis  is  and  looks  very  ill.     The  fecies  Hippo 
so  familiar  to  readers  of  text-books,  is  naturally  expected  and  look. -d 
for,  but  there  are  notable  exceptions.     In  several  cases  of  appendicitis 
under  my  care  the  patient  has  been  so  well  as  to  be  walking  to  th< 
operating  table  and  exclaiming  against  the  fuss  that  Mas  being  m 
but  the  operation  revealed  a  foetid  gangrenous  perforated  appendix. 
and  a  large  quantity  of  stinking  purulent  matter  free  in  the  peritoneal 
cavity. 

A  similar  absence  of  symptoms  may  be  sometimes  noted  in 
ruptured  gastric  or  duodenal  ulcers.  After  the  initial  seven-  pain  and 
fright  have  passed  off  these  patients  may  look  very  well,  and  insist  that 
there  is  nothing  much  wrong  with  them  ;  and  it  is  dillicult  to  hel; 
until  operation  proves  it,  that  general  septic  peritonitis  is  already 
present.  In  these  instances  it  requires  care  to  prevent  an  operation 
from  doing  harm,  and  some  measure  of  harm  will  be  done  if  anything 
more  than  the  focus  of  infection  be  dealt  with  and  the  most  L:<  ntle 
local  cleansing  employed.  The  peritoneum  of  these  patients  is  already 
dealing  successfully  with  what  has  escaped  into  it,  as  proved  by  their 
good  condition,  and  their  recovery  depends  on  the  stoppage  of  further 
supplies  of  a  like  nature,  and  the  avoidance  of  damage  to  tin  already 
handicapped  abdomen. 

The  absence  of  shock  and  serious  symptoms  in  these  ea^ 
far   as    I    have   observed,    associated   with    little   disturbance   of   tin- 
peritoneal  circulation,  and  the  exposed  intestines  and  peritoneum  are 
not  red. 

There  is  an  accepted  aphorism  in  certain  surgical  circles  that  e 
case  of  general  septic  peritonitis  not  obviously  moribund  should   U 
operated  upon.     When  surgeons  are  guided  by  such  rules  as  this.  I 
inflict  needless  suffering,  and  bring  discredit  on  themselves  and  their 
calling.     It  is  time  for  us  to  rccogni/e  that    surgery   made  easy  by 
such  methods  is  bad  surgery,  and  that  operations  which  discover  no 
cause  requiring  surgical  help  for  the  peritonitis  are  bad  operation- 
have  endeavoured  to  convey  my  own  conviction  that    the  object   of 
surgery  in  these  cases  is  to  remove  the  focus  of  infection,  and  that, 
if  this  "cannot  be  done,  the  operation  has  failed  in  its  endeavour. 
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Interference  is  often  of  doubtful  benefit  in  cases  of  general  septic 
peritonitis  of  more  than  three  days'  duration,  from  whatever  cause 
they  may  have  arisen. 

In  the  great  majority  of  such  instances  the  focus  of  infection  has 
by  this  time  been  shut  off,  and  much  harm  can  be  done  by  a  senseless 
and  untimely  operation.  In  this  view  Berry1  agrees  with  me. 

A  note  of  two  cases  which  I  saw  during  the  last  two  months  will 
convey  my  meaning.  Both  were  women  with  a  long-standing  history 
of  chronic  gastric  ulcer.  In  both  rupture  had  occurred  three  days 
before  my  visit.  Both  had  general  septic  peritonitis,  and  both  were 
very  ill.  With  the  older  woman,  her  general  condition  was  the  bad 
feature  of  the  case. 

She  was  pallid  and  sweating,  had  a  quick  feeble  pulse  and  elevated 
temperature,  but  was  easier  of  pain  and  had  slept  frequently  during  the  last 
twenty-four  hours.  Her  abdomen  was  distended  but  not  tense,  and  not 
very  tender  or  markedly  rigid.  There  was  some  dullness  in  both  flanks,  but 
not  sufficient  to  indicate  any  considerable  amount  of  fluid.  The  diagnosis 
made  was  that  the  rupture  in  the  stomach  was  shut  off  from  the  general 
peritoneal  cavity,  that  operation  would  be  very  dangerous  and  of  doubtful 
benefit,  and  that  it  was  best  to  carefully  watch  and  wait. 

In  the  younger  patient  the  abdominal  condition  appeared  to  be  the 
more  serious. 

She  was  flushed,  but  had  a  dry,  warm  skin.  Her  pulse  and  tempera- 
ture were  higher  than  normal,  but  not  dangerously  so,  and  the  pulse  was  of 
fair  volume.  Her  abdomen  was  tense  and  much  distended,  with  signs  of 
free  fluid  in  the  flanks.  In  her  case  the  diagnosis  made  was  that  the  rupture 
was  shut  off,  but  that  there  was  still  active  peritonitis  without  dangerous 
absorption. 

Both  were  treated  by  partially  sitting  up,  constant  heat  to  the 
abdomen,  frequent  saline  injections  into  the  rectum,  and  small  doses 
of  morphine  when  required  for  pain  or  restlessness — a  method  known 
in  America  as  Ochsner's  ;  both  developed  a  pelvic  abscess  towards  the 
end  of  the  second  week  ;  in  both  this  was  evacuated  per  rectum,  and 
both  recovered. 

In  some  of  these  cases,  with  failing  circulation  and  cyanosis  of 
the  hands,  I  have  seen  great  improvement  follow  the  addition  of 
1  drachm  of  tincture  of  digitalis  to  the  first  pint  of  rectal  injection. 

In  acute  pneumococcal,  gonococcal,  post-operative,  and  puerperal 
peritonitis — at  least,  in  the  stage  when  it  usually  comes  under  surgical 
observation — operation  is  unlikely  to  do  good  and  may  do  grievous 
harm ;  that  is  to*  say,  when  there  is  no  removable  septic  focus,  early 
operation  is  not  satisfactory  treatment.  I  have  had  several  patients 
recover  from  operation  for  an  enormous  collection  of  pneumococcal 

1  Lancet,  September,  1907. 
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pus  in  the  peritoneum  after  the  aeute  staj  tssecj,  |,,,t  I,., 

seen  anything  but  harm  result   from  .•;ll-l\   .,,„  ,-;iti,,i,. 

Acute  gonococeal   peritonitis,   though   sufficiently   alarmm-   m   ,ts 
commencement,  with  palliative  treatment  soon  settles  into 
that  calls  for  little  anxiety. 

Unless   post-operative    peritonitis    ,s   due    to    WHIM    Irak    etptU 
repair,  no  good  should  he  exj)ected  from  operation. 

That  the  failure  of  operation  in  puerperal  peritonitis  may  be  < 
to  the  difficulty  of  a  sufficiently  early  diagnosis  ,,,  t  he  dangerous  cases 
is  suggested  by  the  note  of  my  uterine  ease.     The  I- 
most  strongly,  and  the  one  on  which  I  wish  to  lay  the  yreat.-st  stress. 
is  the  importance  in  the  peritoneum,  as  elsewhere,  of  recognil 
removing  thejocus  of  disease. 


A  YEAR'S   WORK  IN  ABDOMINAL  AND   PELVIC   SUR6EE1 
IN  THE  ROYAL  VICTORIA  INFIRMARY,  NEWCASTI.K  I  I 
TYNE,    AND    IN    A    PRIVATE    HOSPITAL, 
DURING    1910. 

(The  Lancet,  December  16,  1911.) 

Statistics  of  an  exceptional  character  have  a  value  of  their  own. 
They  show  what  can  be  accomplished  by  skilful  operators  who  make  a 
careful  selection  of  cases,  or  who  have  had  exceptionally  fortunate 
experiences  ;  but  they  are  apt  to  mislead  practitioners  unacquainted 
with  the  details  and  the  difficulties  of  surgical  practice,  and  also  t.. 
induce  too  confiding  patients  into  the  belief  that  surgical  operations 
can  be  undertaken  with  impunity. 

A  record  of  every  operation  performed  during  a  whole  year  semis 
to  me  to  represent  the  best  method  of  indicating  the  probabilities  of 
success  or  failure,  as  against  indication  of  those  possibilities  whieh 
of  little  use  to  the  majority.     The  statistics  offered  (Tables  I.  and  1 1 
refer  only  to  operations  performed  by  myself,  and  apply  not  onh 
the  viscera  but  to  all  the  structures  of  the  abdomen  and  pelvis.     The 
relative  paucity  of  minor  and  of  emergency  cases  is  due  to  the  fact 
that  the  great  majority  of  these  are  operated  upon  by  the  junior  staff. 

In  a  former  paper  of  mine1  the  statistics  of  my  abdominal  and 
pelvic  work  during  the  period  of  office  of  my  last  full-time  house  SIIPJ 
in  the  old  infirmary  (November,  1905,  to  February.  IIMM; 
and  it  was  suggested  that  they  might  later  prove  of  some  historical 
interest.      Until  the  latter  end  of  1909  it  was  dillicult    in   the  new 

1  Edinburgh  Medical  Journal,  February.   19O7. 
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infirmary  to  get  any  satisfactory  statistics,  and  impossible  to  obtain 
proper  records  of  cases,  as  there  was  only  one  surgical  registrar  for 
the  whole  institution.  Since  then  each  surgeon  has  had  a  registrar  of 
his  own,  and  a  complete  record  of  the  surgical  work  has  become  possible. 

In  the  paper  referred  to  it  was  stated  that  the  old  Royal  Infirmary 
of  Newcastle — which  was  vacated  in  1906 — established  claim  to  be 
considered  the  worst  hospital  in  the  British  Isles,  as  certainly  as  the 
present  institution  can  claim  to  be  the  best.  It  is  of  interest  to  com- 
pare our  surgical  results  in  the  miserable  and  apparently  inadequate 
place  we  left  with  those  obtained  in  the  costly  and  palatial  building 
in  which  we  now  wrork. 

In  the  paper  quoted  above  I  wrote  :— 

So  far  as  I  can  judge,  the  only  serious  drawback  in  connection  with  the 
old  building  was  the  frequent  occurrence  of  pneumonia  after,  or  even 
independent  of,  operation. 

Even  this,  however,  is  now  discountable,  in  view  of  the  fact  that  pneu- 
monia appears  to  be  as  prevalent  in  the  new  as  it  was  in  the  old 
institution,  the  structural  defects  of  which  must  be  exonerated  from 
special  blame. 

It  seems  to  me  certain,  since  our  experience  has  proved  it,  that 
surgical  results  are  not  influenced  by  the  costly  and  elaborate  arrange- 
ments of  the  modern  hospital,  but  that  they  depend  upon  strenuous 
personal  endeavour  on  the  part  of  everyone  concerned  to  carry  out 
the  simple  essential  requirements  of  present-day  surgery. 

I  am  responsible  for  the  charge  of  forty-eight  beds,  and  the  staff 
comprises  an  honorary  surgeon,  an  honorary  assistant  surgeon,  an 
honorary  registrar,  an  honorary  house  surgeon,  a  paid  anaesthetist 
(he  receives  £80  a  year),  and  an  indefinite  number  of  dressers,  varying 
from  two  to  six,  according  to  supply.  There  are  three*  sisters  in  charge 
of  the  wards  in  which  I  am  interested,  but  only  one  of  these  (in  the 
male  ward)  works  solely  under  my  supervision,  for  in  the  women's  and 
children's  wards  more  than  one  surgeon  acts.  Each  of  these  wards 
has,  in  addition  to  the  sister,  one  staff  nurse  and  three  or  four 
probationers. 

The  operating  theatres,  four  in  number,  are  supervised  by  a  sister, 
who  is  in  charge  of  them  all.  The  theatre  in  which  my  work  is  done 
has  an  instrument  nurse,  a  sponge  nurse,  and  an  assistant  nurse  to  do 
whatever  she  may  be  told. 

Only  the  senior  staff  has  any  permanency.  From  the  house 
surgeon  onwards  there  are  constant  changes,  each  house  surgeon  being 
appointed  for  only  six  months  of  office.  The  fact  that  the  chief  object 
of  the  institution,  apart  from  its  duty  to  patients,  is  educational  is 
fully  realized,  and  though  it  is  disappointing  for  the  surgeon  to  know 
that  almost  as  soon  as  assistants  and  nurses  have  gained  the  necessary 
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skill  to  be  of  value  to  him  ii   is  their  turn  t.,  |,-:,x«  . 

not  altogether  of  disadvantage,  if  |1(.  constantly  rememb  ih. 

l)cst  way  to  keep  himself  u|>  to  I  he  mark  is  l.\  teachir 

During  the  early  days  of  a  complete  change,  hoWd  •  r.  the  position 
is  often  a  more  trying  one  for  ihe  siir-rmii  than  any  would  suppose 
have  not  experienced  it.      Kaeh  member  of  the  Benkf  -laff  is  so  fully 
occupied  with  his  own  work  that   he  can  attend  to  In 
most  difficult  undertaking  must  be  faced  \\-iih  unskilled  and 
with  too  few  assistants.     This  is  wron.i:.  ;md  with  n-.jard  t.,  tin 
as  in  some  others,  a  revolution  is  surely  impending  in  tin-  condui 
our  hospitals. 

Selection  of  Cases  Jor  Operation. 

There  is  no  more  difficult  problem  in  surgery   than   that    which 
presents  itself  in  making  a  proper  selection   of  casefl   I'-T  oj»<  rat 
Anatomical,    physiological,    and    pathological    knowledge.    diairn" 
acumen,  prognostic  capacity,  are  all  requisites  of  the  good  - 
Anyone  can  become  a  surgical  mechanic.     Capable  surgeons 
so  easily  produced.     It  is  so  easy  and  so  safe  to  cut  everywhere  "to 
see,"  that  the  surgeon  is  encouraged  to  operate  in  any  ease  and  in 
every  case.     The  public  applauds  because  something  lias  been  don< -. 
The  surgeon  and  the  public  are  apt  to  forget,  until  they  receive  an 
unpleasant  reminder,  that  it  may  sometimes  be  wise  to  do  not  him:. 

The  first  principle  to  bear  in  mind  is  that  there  is  no  special  surgery 
of  the  abdomen,  pelvis,  or  other  region,  as  the  text-hooks  had  at 
believe.     The  general  principles  of  surgery  must  be  observed  in  n-: 
to  all  parts  of  the  body,  though  neglect  of  this  or  that  canon  may  be 
followed  by  more  serious  consequences  in  one  part  than  in  another. 

One  of  the  most  important  indications  for  operation  in  the  abdomen, 
as  elsewhere,  is  in  connection  with  arrest  of  kofmorrkage.  Spontan- 
haemorrhage  from  any  of  the  abdominal  viscera,  like  spontaneous 
haemorrhage  from  other  parts  of  the  body,  is  not  subject  to  general 
laws,  and  each  individual  case  requires  consideration,  if  harm  is  not 
to  result  from  operations  undertaken  to  arrest  it. 

On    the    other    hand,    intraperitoneal    haemorrhage   is   a   definite 
indication  for  an  operation  undertaken  in  order  to  see  the  bleeding 
point.     If  this  principle  had  been  kept  in  mind,   the  '•  lesson  of  tin- 
South  African  War" — to  leave  punctured   wounds   of  the   abd- 
alone— would  have  included  an  emphatic  exception  in  cases  present in-j 
symptoms  and  signs  of  intraperitoneal   ha -morrha^e.  and   the  useless 
discussions   and   dangerous    divergence    of   opinion    as    to    "  when 
operate  "  in  cases  of  leaking  or  ruptured  ectopic  gestation  would  h 
been  avoided. 

The  next  indication  for  operation  I  have  to  offer  is  in  connection 
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with  "wound  exploration.  It  should,  for  example,  be  a  rule  that  no 
wound  of  the  abdominal  wall  should  be  left  without  full  exploratory 
operation.  The  object  of  this  is  to  see,  or  at  least  to  feel,  the  whole 
track  of  the  wound.  If  the  peritoneum  is  intact  it  should,  of  course, 
not  be  opened,  but  if  perforated  the  fact  should  be  known  and  action 
taken  accordingly.  Foreign  bodies  and  dirt  should  be  discovered  and 
removed  always  and  everywhere — an  important  point. 

There  are  some  abdominal  injuries  other  than  external  wounds  which 
indicate  early  operation.  A  sudden  severe  and  sharply  localized  blow 
— such  as  that  received  when  a  horse  kicks  the  abdomen — is  practically 
certain  to  cause  a  rupture  of  some  abdominal  viscus,  usually  the  small 
intestine.  It  is  time  to  teach  that  such  a  history  affords,  by  itself,  a 
definite  indication  for  operation.  All  doubts  in  doubtful  cases  should 
disappear  if  there  are  increasing  pallor,  increasing  thirst  and  restless- 
ness, with  increasing  rapidity  of  pulse,  suggesting  haemorrhage  ;  or  if 
there  are  continued  severe  pain,  marked  local  tenderness,  muscular 
rigidity,  thirst,  vomiting,  and  a  quickening  pulse,  indicating  a  leak  in 
the  gastro-intestinal  tract.  Operations  performed  early  in  these 
cases  are  remarkably  successful ;  performed  late  they  had  often  better 
not  be  done. 

Prevention  of  Sepsis. 

Sepsis  is  still  the  great  cause  of  surgical  mortality.  Seldom  at 
the  present  day  due  to  defects  in  technique  or  wound  treatment,  it  is 
from  failure  to  remove  early  enough  the  source  of  sepsis  that  disasters 
result. 

There  would  be  no  percentage  of  deaths  from  appendicitis  if  every 
case  commencing  with  acute  pain1  and  developing  tenderness  and 
rigidity  of  the  abdomen  and  quickening  of  the  pulse  was  operated 
upon  within  twelve  hours.  Surgeons  can  scarcely  be  blamed  for  the 
present  deplorable  death-rate.  In  season  and  out  of  season  I  have 
spoken  out  for  more  than  fifteen  years,  and  in  every  paper  which  I 
have  written  bearing  on  the  subject  I  have  emphasized  the  importance 
of  removing  the  inflamed  appendix  in  time  to  prevent  septic  infection 
of  the  peritoneum,  recovery  from  which  can  only  follow  a  dangerous 
and  prolonged  illness,  with  the  possibility  of  a  ventral  hernia  at  the 
end  of  it.  There  is  no  other  definite  indication  for  operation  in 
appendicitis,  and  none  other  needed,  if  only  the  vista  of  risks  ahead  is 
duly  appreciated. 

The  prevention  of  sepsis  should  also  be  the  aim  of  the  surgeon  in 
operations  for  perforating  gastric  and  duodenal  ulcers.  Statistics  I 
have  recently  published2  corroborate  all  recent  information  to  the 

1  The  history  of  the  initial  pain  may  be  the  most  important  evidence  of  an 
acute  abdominal  emergency  when  the  patient  is  seen  later. 
-  British  Medical  Association  Annual  Meeting,  1911. 
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effect  that  if  these  ulcers  can  be  closed  «lum.-  the  liist  twdv< 
i.e.,  before  sepsis  has  secured  I,,,,  ii,-m  ;,  hold     i  h.    ,,at,,  ,,t\  , 
can  be  confidently  anticipated.     If.   on    the   other   band 
allowed  of  the  development   of  general  septic  penton 
of  recovery  are  small,  and  may  be  rendered  <  \«  n  small,  r  by  op 
The  totality  of  reasons  for  or  against  operation  m  ih< 
careful  consideration. 

The  dangers  of  serious  and  destructive  sepsis  depend  in*.:  "M  the 
presence  of  gall-stones,  bladder-stones,  and   kidi.  .  oomtil 

the  strongest  of  reasons  for  their  early  removal. 

To  Deal  with  Mechanical  Obstruct  inn. 

No  more  important  or  more  definite  indication  tor  op, -ration 
be  offered  than  this.     When  a  calculus   is   causing  obstruction,    th. 
symptoms  are  so  grave,  and  the  results  likely  to  he  so  destructl 
that    the    diagnosis    should    carry    with    it    the    recommendation 
operation. 

In  regard  to  kidney  and  ureter  stones,  x  rays  slum-  not  only  th. 
presence  of  a  stone  or  stones,  but  also  their  size  and  position.  Only 
the  smallest,  which  have  arrived  at  the  lower  end  of  the  ureter,  should 
be  left  to  the  chance  of  passing  by  nature's  effort.  KK<  \\h. -re  then- 
operative  removal,  by  skilled  hands,  is  attended  with  less  danger 
life  and  to  the  integrity  of  the  organs  concerned  than  is  their  escape 
by  the  processes  of  nature. 

The  same  holds  good  of  gall-stones.     Their  removal  by  opt  ration 
from  the  gall-bladder  is  safe  and  easy,  and  the  results  are  satisfactory. 
After  they  have  escaped  into  the  ducts,  however,  the  operation 
their  removal  is  likely  to  be  dangerous  and  difficult.     The  most  skilled 
operator  may  fail  to  find  some  of  them,  and  recurrence  of  the  attacks, 
or  imperfect  recovery,  the  result  of  septic  changes  in  the  ducts,  h 
and  pancreas,  is  not  uncommon. 

Short-circuiting    of  an  obstruction   in  the  gastro-intestinal    t 
has  of  late  years  become  a  useful  and  '  fashionable  '  operation.      1  «>i 
example,  there  is  no  indication  so  suggestive  of  the  need  tor 
enterostomy  as  that  provided  by  an  ulccratini:  stricture  at   or  near 
the  pylorus.     Entero-anastomosis   has  also    very   properly   taken    tin- 
place  of  enterostomy  and  colostomy  in   many   cases   of  immovable 
stricture  of  the  intestine.     Instead  of  removing  hydroiK  phn.tic  kidn< 
plastic  short-circuiting  operations  are  frequently  done  on  the  pel- 
and    ureter.     Jaundice    due    to    irremovable    mechanical    obstruction 
can  be  cured  by  cholecystenterostoim  . 

The  need  for  operation  in  cases  of  inffxtinul  obstruct  inn  \^ 
universally  conceded,  since  few  cases  are  due  to  other  causes  than 
removable  mechanical  obstacles  ;  but  the  need  for  early  operation  has 
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not  yet  received  the  recognition  it  should  have  received,  and  this  is 
because  the  necessary  diagnostic  rules  for  intestinal  obstruction  are 
hard  to  formulate,  and  because  without  definite  diagnosis  a  sufficiently 
early  operation  is  seldom  strongly  enough  urged. 

The  dangers  of  strangulated  hernia  and  acute  intussusception  no 
longer  exist,  since  early  diagnosis  and  prompt  operation  have  evaded 
them.  The  dangers  of  acute  intestinal  obstruction  arising  from  other 
causes  are  still  deplorable,  because  the  difficulties  of  early  diagnosis 
have  led  to  delay,  and  delay  in  the  proper  treatment  of  these  cases 
means  death. 

Twists  (volvulus)  of  the  viscera  cause  such  urgent  and  definite 
symptoms  at  their  commencement  that  it  is  often  possible  to  make 
an  early  diagnosis.  I  think  it  is  not  too  optimistic  to  hope  that  a 
time  will  come  when  operation  may  be  done  on  these  cases  soon 
enough  to  prevent  the  avoidable  loss  by  gangrene  of  intestine,  testicle, 
or  ovary. 

To  Remove  a  Focus  oj  Disease. 

This  is  the  most  important  of  all  indications  for  operation.  Much 
that  has  been  stated  above  would  come  under  this  head.  It  is  the 
indication  for  operation  in  septic  cases.  In  tubercle  and  cancer  it  is 
of  prime  importance,  for  it  is  almost  certain  that  both  of  these  com- 
mence locally,  and  for  a  time  remain  localized.  Excision  undertaken 
early  enough  would  prevent  all  further  development.  An  operation 
too  deferred,  when  either  disease  has  spread  beyond  the  limit  of  the 
primary  focus,  would  offer  a  very  different  prospect  of  success. 

Exploratory  Operation. 

No  other  surgical  measure  requires  such  care  and  judgment  as 
this,  if  good  rather  than  harm  is  to  follow.  It  is  not  enough  that 
there  exists  a  doubt  in  diagnosis  which  can  only  be  cleared  up  by  such 
an  operation.  There  should  be  a  reasonable  probability  of  something 
organically  wrong,  something  which  demands  treatment,  and  some- 
thing likely  to  prove  amenable  to  the  mechanical  methods  of  surgery. 
The  less  these  conditions  are  satisfied  in  any  particular  case  the  more 
clear  it  is  that  operation  is  unnecessary,  that  more  harm  than  good  is 
likely  to  be  done,  and  that  the  patient  is  exposed  to  risks  which  cannot 
be  foreseen.  One  success  should  not  be  regarded  as  fairly  balancing 
many  failures,  and  it  should  further  be  realized  that  the  discovery  of 
unsuspected  disease  is  seldom  to  the  advantage  of  the  patient  or  to 
the  credit  of  the  surgeon. 

Speaking  personally,  I  have  no  hesitation  in  saying  that  nothing 
in  my  practice  has  brought  me  such  unhappiness  as  has  exploratory 
operation.  After  a  roving  commission  in  the  abdomen,  and  the 
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removal  of  gall-stones,  of  a  diseased  appendix,  ami  ••! 

all   necessitating    the    separation    of    many    adheuoo         I  ,,,d' 

patients  who  were  not  only  no  hell, T.  hut   louder  1 1.. 

complaints  after  their  pathology  had  |M,.n  ru||y  (|(,,|,   U|||l_     -, 

occurred  to  me  often  enough  to  prove  that  it  is  m. 

Above  all  else  in  surgery  stands  the  need  1'or  definite  pali 
knowledge,  for  an  exact  diagnosis  of  the  lesion  to  he  dealt   with. 
for  courage  enough  to  do  nothing  when  the  ahdoim  n  d  unl< -, 

there  is  a  clear  indication  afforded  on  ^ -m -ral  surgical  prindpl 

"If  an  operation   has   heen    undertaken,    if    is   accessary    that    it 
should  be  completed.     There  should  be  no  limit  to  « -ith. r 
or  extent,  if  the 'completion  of  it  offers,  from  a  sei  en  title  point  . 
a  chance  of  life.     Incomplete  operations  are  never  satisfactory,  ami 
more  disastrous  in  their  results  than  the  most   heroic  when  thought- 
fully planned  and  skilfully  executed."  l 

Contra-indications  to  Operation. 

Operations,  unless  absolutely  necessary  for  good  surgical 
should  never  be  undertaken  on  patients  in  whom  nervous  symptoms 
predominate.     There  are  many  unfortunate  individuals  with  LM^ 
or  intestinal,  or  hepatic,  or  renal,  or  testicular,  or  uterine  pains  known 
to  every  surgeon,  and  only  too  willing  to  undergo  operation.     Som- 
of  them  the  operation  will  cure  ;   the  majority,  though  relieved  hy  it. 
acquire    some    other    ailment    equally   troublesome,    and    a   powerful 
minority,    'made    worse,'    preach   in   season   and   out   of-  it   against 
surgeons  and  all  their  works. 

Another  class  suffers  from  indefinite  abdominal  ailments  and 
seriously  defective  health.  Some  have  proptosed  viscera,  ptusis  of 
the  stomach  or  colon,  movable  liver  or  kidneys,  mucous  colitis,  chronic 
appendicitis,  prolapsed  ovaries,  intestinal  adhesions,  etc.  Many 
ingenious  operations  have  been  devised  for  their  cure,  hut  ii\ation>. 
appendicostomies,  plications,  appendicectomy,  the  separation  of 
adhesions,  have  all  proved  dismal  failures.  The  future  will  show  1 
far  Mr.  Arbuthnot  Lane's  brilliant  work  on  resection  of  the  colon  will 
fulfil  its  present  promise.  Allowing  for  this  exception,  it  is  safe  to 
say  that,  like  the  class  previously  referred  to,  they  are  cured,  or  relieved, 
or  made  worse  by  one  or  many  operations. 

Meanwhile  these  cases  are  not  at  all  for  the  surgeon.  Faith- 
healing,  c  Christian  Science,'  and  Lourdes  have  already  a  far  greater 
percentage  of  cures  than  surgeons  can  show.  Further  competition  in 
a  race  so  uneven  is  bad  for  the  credit  of  surgery. 

1  See  paper  of  mine,  M  Mistakes  in  the  Technique  of  Abdominal  Surj." 
Edinburgh  Medical  Journal,  July,  1893. 


894  RUTHERFORD     MORISON 

There  are  certain  palliative  operations  which  are  useful,  but 
which  should  not  be  done  except  as  a  last  resource.  They  are  such  as 
entail  discomfort  through  departure  from  the  plan  of  the  normal 
exterior  of  the  body — e.g.,  gastrostomy  for  malignant  stricture  of  the 
oesophagus,  and  colostomy  for  inoperable  stricture  of  the  large  intestine. 
When  a  patient  is  hungry,  and  recognizes  that  without  surgical  aid  he 
is  going  to  die  by  starvation,  then  an  operation  will  prolong  his  life, 
and  he  will  be  grateful  for  the  result  of  a  gastrostomy.  Many  patients 
with  malignant  stricture  of  the  oesophagus  can  swallow  enough  to 
keep  them  going,  never  feel  hungry,  and  have  no  great  desire  to  live. 
Gastrostomy  will  prove  no  blessing  to  them. 

No  operation  gives  more  relief  or  satisfaction  to  a  patient  with 
intestinal  obstruction  than  inguinal  colostomy,  but  this  is  an  opera- 
tion which  has  been  much  abused.  Because  it  is  easy  and  safe,  it 
has  been  exploited  in  the  treatment  of  a  variety  of  conditions  in  which 
I  have  heard  patients  many  times  declare  that  "  the  cure  was  worse 
than  the  disease."  Careful  attention  and  a  considerable  time  devoted 
to  unsavoury  details  will  do  much  to  make  these  patients'  condition 
tolerable ;  but  to  suggest,  as  is  sometimes  done,  that  the  operation  is 
a  surgical  triumph,  shows  an  optimistic  disregard  for  what  ordinary 
intelligent  people  think  about  it. 

Preparations  jor  Operation. 

Except  in  cases  of  emergency,  our  rule  is  to  admit  patients  to 
hospital  two  days  before  operation.  Careful  examination  is  made  of 
the  general  condition,  of  the  mouth  and  teeth,  of  the  lungs  and  heart, 
and  of  the  urine.  On  the  morning  before  operation  one  ounce  of 
castor-oil  is  administered,  and  previous  to  operation  a  soap-and- 
water  enema.  Immediately  before  the  anaesthetic  is  administered 
the  mouth  is  rinsed  out  and  the  nose  cleansed. 

The  skin  covering  the  abdomen  is  prepared  the  night  before  the 
operation,  first  by  thorough  mechanical  cleansing  with  spirit  soap  and 
hot  water,  and  then  by  the  application  of  a  towel  wrung  out  of  alcohol, 
which  is  worn  till  the  operation.  Latterly  this  has  been  removed  on 
the  operating  table  and  the  abdominal  skin  painted  with  a  4  per  cent 
alcohol  or  chloroform  solution  of  iodine. 

All  over  the  world  operative  technique  is  now  very  much  the  same, 
and  every  surgeon  aims  at  keeping  his  wounds  germ-free.  That  this 
has  not  yet  been  accomplished  to  the  satisfaction  of  the  bacteriologists 
is  universally  acknowledged,  but  surgeons  know  also  that  the  essentials 
for  safe  and  successful  surgery  are  simple,  inexpensive,  and  able  to 
be  carried  out  everywhere,  if  Lister's  teaching  be  followed.  Until 
surgical  operations  can  be  conducted  with  the  same  certainty  as  are 
bacteriological  experiments,  there  is  room  for  improvement,  and  the 
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best  surgeons  will  always  be  found  anxious  to  adopt  M,^, 
appear  to  add  something  to  the  chances  <»r  asepsis. 

Until  recent  years  I  used  nothing  hut  antiseptic!  for  th,   prep*] 
of  instruments,  dressings,  and  hands.     At  the  present  tun.  .  n,  .,,i 
to  this,  I  wear  an  antiseptic  overall,  hoots,  gloves,  ifeei 
mask.     Everyone   engaged   in   the   operation     MOftantl    ttd 
alike — does  the  same.     Visitors  to  the  UK -atn    \\.  ar  si, ,  \.  I, 
and  masks,  while  the  floor  at  the  cut  ranee  to  I  h,    ,,|,,i.,t  in- 
sprinkled  with  1  in  1000  corrosive  solution  to  fix  any  dusi   <.i,   th.  n 
boots. 

The  sterilized  instruments  are  covered  with  1  in  -jo  carholie  |.,t 
and  immediately  before  the  operation  lupins  this  is  diluted  down  to 
1  in  60.     The  operation  site  is  surrounded  with  sterili/ed  to 
on  the  top  of  these  other  towels,  wrung  out  of  1  in  -JO  earholie  ! 
are  placed  so  that  instruments  can  be  laid  upon  them. 

The  gloved  hands  are  frequently  rinsed  in  1   in  1  <).<>< 
solution   during   operation,    and   any   possible   contamination    implie. 
prolonged  and  careful  cleansing  in  1  in  1000  corrosive  lotion   i 
the  final  rinsing  in  1  in  10,000. 

Ligatures  and  sutures  are  all  prepared  by  the  theatre  sist  en.     Wit  h 
few  exceptions  catgut  and  silkworm-gut  only  are  required.     \\ V  us< 
thin  silk  for  the  outer  suture  in  gastric  and  intestinal  cases,  thick  silk 
for    the    stay    sutures    in    fat    abdomens    or    cancer   cases,    and    silk 
occasionally  to  tie  a  pedicle.     The  catgut  is  chromicised  by  Mace 
method,  then  boiled  in  alcohol  under  pressure,  and  finally  placed  in 
iodine  spirit  for  eight  days  before  use.      Prepared  in  this   way.    u 
have  had  no  trouble  with  it  during  a  period  of  four  years.     Silk  and 
the  fishing  gut  are  sterilized  and  kept  in  alcohol. 

Mops  are  made  of  three  types — large  square,  small  square,  and 
long  strips.     Every  mop  has  attached  to  it  one  foot  of  tape,  and  a 
white  pot  ball  the  size  of  a  walnut.     Two  nurses  count  the  mops  before 
operation,  and  the  number  is  written  up  on  a  window,  to  he  M-<-U  by 
everyone.     On  no  account  must  a  mop  be  cut  during  operation,  and 
the  same  two  nurses  make  a  second  count  when  closure  of  the  v, 
commences.     To    some   this    may   appear   more    than 
critics  have  not  seen  so  many  sponges,  instruments,  and  mops  Kit  in 
the  abdomen  as  I  have,  and  consequently  do  not  know  so  well  how 
easy  it  is  for  even  the  most  capable  to  make  such  mistakes. 

Anaesthetics. — Subject  to  my  approval  the  choice  of  an  ana-xtl. 
is  left  to  a  skilled  anesthetist.     When   I  am  entirely  responsihle.    L 
prefer  chloroform  till  the  laryngeal  reflex   is  abolished,   foil.. NSC!    h\ 
ether  in  an  Ormsby  inhaler  for  the  rest  of  the  operation,  unless  the 
respiratory  movements  of  the  abdominal  wall   become  too  ML'-- 
or  rigidity  prevents  satisfactory  manipulation,  v.  li<>rt  return  to 

chloroform  is  indicated. 
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Shock. — Though  death  from  '  shock  '  generally  means  death 
from  haemorrhage  or  sepsis,  or  from  both,  no  one  now  doubts  the 
separate  and  independent  reality  of  shock.  Little  can  be  done  when 
it  has  developed  :  much,  on  the  other  hand,  to  prevent  its  occurrence. 
The  maintenance  of  body  heat,  avoidance  of  rough  manipulations, 
morphine  before  operation,  and  care  in  regard  to  blood  loss  are  the 
chief  ordinary  measures  relied  on.  In  feeble  patients,  or  for  prolonged 
operation,  the  slow  intravenous  transfusion  of  from  one  to  two  pints 
of  saline  solution  (one  drachm  of  table  salt  to  one  pint  of  water),  at  a 
temperature  of  102°  F.,  or  continuous  subcutaneous  infusion  of  the 
same  by  the  method  of  Mr.  Arbuthnot  Lane,  are  invaluable  aids  in 
warding  off  shock. 

Incision. — The  abdomen  can  be  opened  by  an  incision  of  any 
shape  or  position,  but  there  are  two  incisions  which  inflict  a  minimum 
of  damage  on  the  abdominal  walls,  and  which  can  also  be  most  readily 
extended  in  case  of  need.  These  are  the  ideal  incisions.  The  first  is 
straight  in  the  middle  line.  The  second  lateral  and  oblique,  and  runs 
parallel  to  the  nerves  in  the  abdominal  wall. 

I  have  always  advocated  incisions  large  enough  to  allow  of 
sufficiently  free  access  for  easy  manipulation,  and  in  difficult  cases  to 
permit  of  inspection.  These  are  secrets  of  good  surgery  no  less  in  the 
abdomen  than  elsewhere,  though  sometimes  forgotten.  The  longest 
incision  will  cause  no  subsequent  weakness  of  the  body  wall  if  it  is 
properly  closed  and  healing  is  as  satisfactory  as  it  ought  to  be,  while 
the  shortest  incision  can  allow  of  a  hernia  of  the  scar. 

It  is  impossible  to  properly  deal  with  such  wounds  as  I  have 
referred  to  by  means  of  a  single  layer  of  sutures.  The  peritoneum 
should  first  be  closed  with  a  continuous  suture  of  catgut.  This  is  a 
most  important  step,  because  if  any  hole  is  left  a  portion  of  omentum 
—which  should  always  be  drawn  down  over  the  intestine — will  find 
its  way  through  and  then  enlarge  and  stretch  the  opening  for  further 
protrusion. 

After  the  peritoneal  suture  a  series  of  interrupted  or  stay  sutures 
of  silkworm-gut,  or  silk,  are  passed  through  all  the  layers  except  the 
peritoneum,  and  their  ends  clipped  on  either  side  of  the  wound.  They 
are  inserted  one  inch  apart,  and  through  the  skin  one  inch  from  its 
incised  margin.  The  median  line  aponeurotic  tendon,  or  lateral  muscles, 
are  brought  into  apposition  by  a  thick  strong  catgut  continuous 
blanket  stitch,  and  the  stay  sutures  are  tied.  Superficial  silkworm- 
gut  sutures  are  used  to  secure  perfect  apposition  of  the  skin  edges. 

Dressings. — Next  the  wound  I  use  sterile  gauze  wrung  out  of 
alcohol,  and  over  this  a  voluminous  dressing  of  corrosive  wood-wool, 
with  the  double  object  of  maintaining  heat  and  allowing  of  elastic 
compression  by  the  many-tailed  bandage. 
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.ll'tcr-tn-dtnn  nt. 

Nothing  more  dearly  shows  tin-  advance  "I"  abdominal  nn 

than  tin-  changes  which  have  occurred  in  n-sp.  d    I.,  .,!(.  ,,  ,,|. 

All  our  hospital   cast's  arc   now   nursed   in    (I,. 
most    of    them    get    scarcely     more    attention    than    Hi- 
receive,  for  they  do  not  need  it.      (Miss  \Yalnis|,  x.  ,,, 
during  1010  only   tour  patients   wen-   nursed   hy   special   QUnei   in   mv 

wards.)    So  long  as  these  patients  are  sickly  no  food  is  allow,  d  |] 

only  Water  to  drink.  On  the  third  or  fourth  day  on.  onnci 
oil  is  administered,  and  after  this  ordinary  diet  is  gradiialK 
The  dressing  is  changed,  and  the  superficial  skin  sut  •,  out. 

on  the  tenth  day.  I  often  shiver  when  reading  accounts  of  cases  to 
learn  that  all  the  sutures  were  taken  out  on  the  tenth  day.  A  lit  of 
coughing,  an  attack  of  \oniiting.  a  sudden  gripe,  may  hurst  a  wound 
open  and  allow  intestine  to  extrude.  This  would  almost  certainly 
happen  in  cancer  cases,  where  the  healing  capacity  is  always  d«  t 
Three  weeks,  as  a  rule,  should  elapse  hefore  the  n-moval  of  the  deep 
or  stay  sutures. 

Thirst  is  always  a  troublesome  symptom  after  operation.  T; 
is  no  good  reason  why  patients  should  not  he  allowed  to  ivlic\c  it  hy 
drinking  when  they  want  to.  If  the  water  is  cold,  and  it  is  for  this 
they  crave,  too  much  should  not  be  taken  at  a  gulp.  To  he  allowed  a 
feeding  cup  constantly  replenished  with  cold  water,  and  to  he  sipping 
at  it  most  of  the  time,  gives  them  greater  pleasure  than  anything  dse 

Sickness. — Any   serious   sickness   can   only   be   satisfactorily   .: 
with  by  washing  out  the  stomach.     A  frequent  result  is  that  the  con- 
tinuous nausea  and  urgent   vomiting  which  have  resisted  all  the  usual 
remedial  measures  tried,  both  cease  after  the  lirst  washing. 

Morphia. — The  pain  following  an  abdominal  sect  ion  is  usually 
greater  than  that  associated  with  any  of  the  ordinary  or  extraordinary 
illnesses  of  life,  and  my  opinion  is  that  it  should  be  relieved.  A  long 
experience  has  convinced  me  that  the  advantage's  obtainable  by  the 
use  of  morphia  exceed  the  disadvantages.  Our  rule  is  to  give  a  quarter 
grain  hypodermically  the  first  night. 

Bowels. — A  trinity  of  symptoms  follows  every  operation  in  which 
the  peritoneum  is  opened  :  all  patients  are  more  or  lest  M< -k.  griped, 
and  thirsty. 

The  gripes  are  relieved   by  the   passage    of  Hat  us.  and  depend.    I 
think,  on  irregular  contractions  of  the  muscular  intestinal  coat.      V 
ing  a  rectal  tube  may  be  an  aid  in  mild  cases,  and  a  hot  dry  hran-l.a- 
over  the  dressing  may  give  some  relief.      Hy  the  end  of  the  second  day. 
if  flatus  has  not  been  passed,  one  ounce  of  turpentine  suspended  in  a 
tumblerful  of  barley  water,  and  followed  by  a  pint  of  soap  and  * 
mav  be  administered  as  an  enema.     This  can  be  repeated  «  v,  rv  two 
* 
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hours  if  necessary.  On  the  fourth  day  one  ounce  of  castor  oil  is  given 
to  all  of  my  patients.  Nothing  else,  so  far  as  I  have  yet  discovered, 
has  the  wonderful  effect  of  this  nauseous  dose. 

It  is  a  good  rule,  at  least  in  serious  cases,  not  to  give  any  food  by 
the  mouth  so  long  as  there  is  sickness,  or  until  flatus  has  been  passed. 

In  any  case  which  is  serious,  either  as  the  result  of  disease  or  of  the 
operation,  the  continuous  administration  of  normal  saline  by  the 
rectum  is  an  invaluable  aid.  The  good  effect  of  this  is  especially  notice- 
able in  cases  of  septic  peritonitis,  when  the  hollow-eyed,  grey,  Hippo- 
cratic  face  and  the  running  pulse  can  be  replaced  in  a  few  hours  by  a 
condition  that  indicates  no  grave  illness. 

Bladder. — The  fashion  of  passing  catheters  in  abdominal  cases 
has  largely  disappeared,  and  with  great  advantage  to  the  patient.  A 
new  house  surgeon,  however,  requires  to  learn  that  a  patient  with  no 
marked  urinary  symptoms  may  have  a  dry  tongue  and  not  be  doing 
wc-11  because  the  bladder  is  not  properly  emptied.  Especially  with 
old  people  and  women,  examination  of  the  hypogastrium  may  offer  a 
surprise  in  the  shape  of  a  distended  bladder  when  only  '  the  stomach  ' 
is  complained  of. 

Prognosis. — In  the  majority  of  cases  a  prognosis  can  be  offered 
before  the  patient  leaves  the  operating  table,  since  haemorrhage,  sepsis, 
and  shock,  the  three  great  causes  of  death,  are  now  to  be  regarded  as 
complications  of  the  operation,  and  seldom  as  the  consequences  of  it. 

The  Nurse. — In  the  after-treatment  of  abdominal  cases  nothing 
counts  for  so  much  as  a  good  nurse.  In  a  previous  paper1  my  appre- 
ciation of  this  fact  has  been  expressed  :— 

Certain  nurses  have  a  knack  of  doing  well  with  abdominal  cases,  and 
both  patient  and  surgeon  are  lucky  if  they  get  hold  of  such  a  one.  To  be 
raised  up  comfortably  and  packed  up  skilfully  with  pillows  at  the  back  and 
under  the  knees  into  a  half-sitting  position  for  a  time,  even  on  the  second 
day,  is  a  great  relief  to  most  patients.  Rolling  over  occasionally  from  the 
back  to  one  side,  then  to  the  other,  and  back  again,  if  it  can  be  done  without 
great  trouble,  as  it  can  by  a  skilful  nurse,  is  a  change  that  most  patients  are 
grateful  for.  A  little  drink,  a  little  well-timed  sympathy  and  encouragement, 
even  perhaps  a  gentle  reproof  on  occasion,  are  things  certain  to  make  the 
difference  between  a  happy  and  an  unhappy  patient,  and  I  for  my  part 
believe  that  in  the  majority  of  serious  cases  the  skilled  attentions  of  an 
intelligent  sympathetic  nurse  can,  and  do,  account  for  the  continuance  of 
life  and  for  escape  from  death. 

If  a  patient  has  made  entirely  satisfactory  progress  up  to  the 
fourth  day,  it  is  seldom  that  anything  goes  wrong. 

Complications  following  Abdominal  Operations. 
Peritonitis.—  A  septic  focus  already  present,   which  has  resisted 
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attempts  to  deal  with  it,  may  Ix    the  centre  ol  a  spread: 
and  the  cause  of  ^-ncn.l  peril,,,, his.      H   js  potribfe,  thoogtl  ni 
rare,    to    have     post-operative    septic     pcritomh  mistakes 

technique. 

The  septic  infection  may  be  the  result   nf  I 

damaged  sufficiently  to  allow  of  its  walls  giving  u;,\  |.,t,  r.  //»// 
the  most  frequent  cause,  and  one  which  sh..nl.l  always  be  can-fully 
borne  in  mind,  is  leakage  from  an  unree<,Lrm  I 

separating  adhesions  of  the  stomach  and  intestines.  <,r  round  th- 
form  appendix,  or  in  the  pelvis,  it  is  easy  to  make  unwittingly  a  small 
opening  in  one  of  the  hollow  viscera,  and   to  overtook  it.  unless 
most  careful  testing  is  employed. 

Whatever  the  cause  of  the  peritonitis  may  lie.  it  is  usual  to  n 
nothing  extraordinary  till  the  end  of  the  second  <,r  the  heirinriinjr  of 
the  third  day.     The  patient  is  usually  depressed  and  sickly,  tl. 
steadily  increases  in  rapidity,  some  distention  of  the  aU.,m.-n. 
noticed  in  the  epigastrium,  appears,  and  the  passage  of  Hat  us  is  inl 
fered  with. 

The  course  now  to  be  taken  depends  upon  the  diagnosis  as  to  the 
cause,  because  another  operation  may  give  a  patient  the  only  chance 
left  for  life,  or  it  may  take  away  the  only  possibility  of  r  If 

the  illness  is  the  result  of  an  overlooked  and  unrepaired  leak,  a  prompt 
operation  may  be  life-saving.     If  the  focus  of  infection   cannot    be 
removed  or  excluded — as  in  ordinary  post-operative  septic  infection 
prompt  operation  is  likely  to  kill  the  patient. 

The  best  course  in  this  serious  condition,  and  one  not  without 
some  hope,  is  to  stop  all  food  and  drink  by  the  mouth  and  the  adminis- 
tration of  all  purgatives,  to  wash  the  stomach  out  frequently  so  I. 
as  there  is  sickness,  to  maintain  the  body  heat  by  artificial  means, 
including  large  hot  applications  to  the  abdomen,  to  administer  as 
much  fluid  by  the  rectum  as  the  colon  will  absorb,  to  maintain  the 
heart's  action  by  ^oth-grain  injections  of  strychnine  h\  p<,d<  rmieally 
every  six  or  eight  hours,1  to  give  small  doses  of  morphia  hypodcrmi- 
cally  when  there  is  marked  restlessness,  and  if  the  patient  rcc<. 
keep  a  careful  daily  outlook  for  localized  collections  of  pus  in  tin- 
abdomen.  These  should,  of  course,  be  e\  acuated  as  soon  as  discovered. 

Pneumonia. — In  the  paper  previously  alluded  to1  the  following 
words  occur  : — 

My  impression  is  that  pneumonia  following  operation  in  .Newcastle 
Infirmary  is  much  more  common  than  elsewhere  (it  occurs  in  about  10  per 


1  In  cyanosed  cases  I  have  seen  improvement  follow  the  iutriMinrtion  of 
drachm  of  tincture  of  digitalis  into  the  rectal  injection. 

2  Edinburgh  Medical  Journal,  January,  1904. 
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cent  of  my  cases),  but  so  far  as  I  can  judge  it  is  the  only  serious  illness 
dependent  on  our  overcrowded  and  insanitary  building.  (Italics  not  in  original.) 

It  is  still  true  that  pneumonia  is  more  common  in  Newcastle  than  is 
ordinary  elsewhere,  but  it  is  obviously  not  correct  now  to  attribute  it, 
as  I  did,  to  the  overcrowded  and  insanitary  building. 

Some  of  it  results  from  the  administration  of  anaesthetics,  espe- 
cially ether,  and  from  the  inability  to  cough,  owing  to  pain  in  the 
abdominal  wound.  The  day  after  the  operation  these  patients  have 
some  difficulty  in  breathing,  some  cyanosis,  moist  rales  over  the  chest, 
quick  pulse,  and  elevated  temperature.  If  their  treatment  is  under- 
taken at  once  it  is  possible  to  put  a  sudden  end  to  the  whole  trouble. 
The  accumulated  mucus  must  be  got  rid  of  by  coughing,  and  this  is 
effected  by  raising  the  patient  up  in  bed,  supporting  the  abdomen  with 
strong  arms  and  hands,  and  then  encouraging  vigorous  coughing. 

Some  of  it  is  due  to  septic  inhalation  from  the  mouth,  nose,  or 
throat,  and  develops  usually  during  the  first  week  after  operation.  It 
has  become  more  uncommon  since  we  paid  more  attention  to  mouth, 
nose,  and  ether  inhaler  sepsis,  and  to  prevention  of  the  inhalation  of 
vomited  matter. 

For  the  greater  number  of  cases  no  satisfactory  explanation  has 
been  found.  The  only  suggestion  I  have  now  to  offer  is  that  the 
4  change  of  air  '  in  the  infirmary  has  something  to  do  with  it.  In  the 
majority  of  Northumberland  and  Durham  poor-class  homes  coal  is  so 
cheap  that  the  fire  in  the  kitchen  is  never  out,  night  or  day.  At  night, 
especially,  this  room,  with  beds  in  it,  approaches  the  temperature  of  an 
oven,  while  in  the  well- ventilated  wards  of  the  infirmary  it  is  but  little 
warmer  than  outside. 

It  is  the  exception  for  these  patients,  unless  very  feeble,  to  die 
from  their  pneumonia. 

Cystitis. — Since  the  use  of  catheters  after  operation  has  become 
infrequent,  and  house  surgeons  and  nurses  have  known  that  they 
would  be  blamed  should  cystitis  occur,  this  has  become  a  rare  event. 
This  is  fortunate,  as  I  have  known  one  patient,  who  made  an  excellent 
recovery  from  operation  for  strangulated  hernia,  and  another  who  had 
undergone  a  most  successful  perineorrhaphy,  made  chronic  and  appar- 
ently life-long  invalids  through  post-operative  catheter  cystitis. 

Intestinal  Obstruction. — Adhesions  may  form  after  any  abdominal 
operation,  and  adhesions  are  the  most  common  cause  of  intestinal 
obstruction  ;  therefore  after  every  such  operation  the  possibility  of 
their  occurrence  should  be  kept  in  mind. 

The  cases  most  likely  to  be  concerned  are  those  in  which  a  local 
peritonitis  was  present  before  the  operation — e.g.,  appendix  abscess, 
or  ovarian  cysts  with  twisted  pedicle — and  it  occurs  with  greatest  fre- 
quency during  the  second  or  third  week,  when  recovery  seems  to  be 
assured. 


TIONS       \l',|x.MI\  \|.  9ul 

I  have  already'    draun  att.-i.tj,,,,   |,,  ,|,r 

early  diagnosis  and  ,„•,,„,, ,t   i,-(  aim,  nt   m  tins  eondiho,,.   been 
evidence  I  have  offered   stroi,.r|y   favours  n.\    I,,  I,,  i    thai    all  ,,f  these 
cases  can  be  saved  by  an  early  operation,  ami  il 

If  the  trinity  of  signs    (i)  Severe  paroxysmal  pail      I    i 

pass   flatus,   and   (:i)  Kvidei.ee   of   increased    ,, 

the  sooner  an  operation   is  performed   the  better,      If  tl,,,,    b  doubt. 

one  ounce  of  castor-oil,  followed  by  an  <-n< -ma.  is  hkd\ 

by  making  the  patient  either  worse  or  betier.  and  K>  decid 

against  immediate  operation. 

Phlebitis. — One  of  the  most    disagreeable   eonsequeneei   of  an 
abdominal  or  pelvic  operation  is  femoral   phld.it is.     With  extraordi- 
nary regularity  it  appears  about  the  tenth  day  after  operation,  usually 
with  a  bad  aching  pain  in  the  upper  part  of  the  thigh  and  extending 
down  the  leg,  with  a  rise  of  temperature  to  102°  F.,  and  with  a  f.-.  lin- 
of  decided  illness,  which  lasts  from  a  week  to  a  month.     S\\d! 
the  whole  leg  soon  follows.     Rarely  is  the  patient   abl 
with  any  comfort  in  less  than  three  months,  and.  as  a  rule.  mop  «,r  lest 
serious  traces  of  the  trouble  are  left  for  the  remainder  ot  life. 

A  condition  so  serious  surely  deserves  more  careful  study  than  it 
has  yet  received.  The  probabilities  seem  to  be  that  it  is  (hi, 
but  it  is  certain  that  septic  infection  of  the  usual  kind,  and  by  tin- 
ordinary  channels,  has  nothing  to  do  with  it.  for  it  usually  occurs  in 
"  clean  cases  which  have  healed  straight  away."  rather  than  in  such  a-x 
are  septic  in  the  ordinary  sense.  The  most  strongly  predisposing 
cause  is  anaemia  from  previous  prolonged  haemorrhage,  such  as  occurs 
in  fibroids  or  cancer  of  the  uterus,  so  that  hysterectomy  is  one  of  tin- 
operations  after  which  it  may  occur.  The  prognosis,  so  far  as  life  itself 
is  concerned,  is  good.  However  ill  the  patients  may  be.  it  is  rare  for 
them  to  die. 

It  is  also  very  rare  in  femoral  phlebitis  for  dots  to  become  detached 
and  produce  pulmonary  embolism,  possibly  owim:  to  the  painfulncss 
of  the  condition  enforcing  rest  on  the  patient.     So  far  as  l  ha\  v  obsi 
pulmonary  embolism  much  more  commonly  follows  thrombosis  of  the 
saphenous  veins  or  their  tributaries  than  of  the  femoral  trunk. 

When  the  condition  has  occurred,  nothing  does  any  u'ood  but  i 
I  believe  that  it  may  be  prevented  by  rubbing  the  le^  n-^ularly  and 
by  exercising  them  several  times  a  day  in  bed. 

Parotiditis. — This    is    a    very    serious    complication,    thouifli 
comparatively  rare.     Its  present  rarity  is  due  to  the  recognition  of  its 
cause — mouth  sepsis — and  to  the  use-  of  means  to  prevent  this. 

Ventral  Hernia. — A.  certain  percentage  of  patients     it  should  be 


1    The  Lancet,  January  :il,  19O3. 
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a  very  small  one — get  a  ventral  hernia  after  abdominal  operations. 
This  may  be  unavoidable.  It  is  so  if  the  wound  suppurates,  it  is  so 
with  fat  muscular  persons  who  are  growing  fatter,  and  it  may  be  so 
with  the  wrecks  of  humanity  who  suffer  from  multiple  hernia,  pro- 
ptosis  of  the  viscera,  and  general  laxity  of  all  the  tissues.  The  treat- 
ment is  to  cure,  if  possible,  by  an  operation,  and  if  not,  to  give  support 
by  means  of  a  belt. 

Where  to  Operate. 

So  far  as  is  possible,  I  operate  *  only  in  a  properly  equipped 
hospital,  because  I  know  that  the  dangers  of  operation  are  many  times 
multiplied  if  they  are  done  at  home.  Painful  experience  has  taught 
me  that  not  only  the  avoidable  mortality,  but  the  avoidable  accidents 
and  complications  in  even  a  larger  proportion,  are  increased  to  an 
alarming  extent  by  yielding  to  the  patient's  natural  desire  to  remain 
at  home.  No  statistics  have,  so  far  as  J  know,  ever  been  offered 
to  support  the  oppQsite  view,  and  I  think  there  are  good  reasons  for 
this. 

The  objection  has  been  advanced  that  the  chances  of  a  patient 
who  is  very  ill  are  damaged  by  removal  and  the  journey.  Our  statistics 
furnish  a  complete  answer  to  this.  The  whole  profession  knows  that 
the  avoidable  mortality  following  childbirth  in  home  practice  is  more 
than  double  that  in  maternity  hospitals.  Is  it  not  better  that  the 
public  should  be  taught  to  hear  truths  through  the  profession,  and 
take  the  responsibility  of  evading  them,  if  they  so  desire,  rather  than 
that  these  truths  should  be  '  discovered  '  by  them  ?  It  appears  to 
me  to  be  impossible  to  doubt  that  in  this  country  in  twenty-five  years 
no  woman  will  be  confined,  and  no  person  have  any  operation  done, 
except  in  a  properly  equipped  hospital. 
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TAHI.I-:    I 
Statistical  Summary  of  o^miiotu  on  Abdomen  and  Pctoi*  in  1910 


Small  intestine — 
Obstruction,  etc. 

Large  intestine — 
Appendicitis 
Carcinoma 
Other  conditions,  non-malignant 

Rectum  and  anus — 

Non-malignant  conditions     . . 
Cancer 

Spleen — 

Excision  for  rupture 


Nature  of  Disease  and  Operation.                                        '  •   1 

••  •  •  •   : 

DM. 

Total. 

Hernia  — 

Inguinal 
Femoral 

109 

- 

109 

Umbilical 

II                        l  l 

«,             _ 

Ventral      .. 

i 

Epigastric 

1 

7 
1 

Laparotomy  — 

Exploratory  for  cancer 

1 

1 

»             „     other  conditions 

0 

1 

Stomach  and  duodenum  — 

Gastrostomy 
1  Gastro-enterostomy 
1Partial  gastrectomy  for  cancer 
1Pyloroplasty 

54 

4 

.. 

1 

1 

0 

H 

2 

1Perforating  gastric  and  duodenal  ulcers 

I 

« 

Exploration  for  stomach  cancer 

«            1 

7 

Liver- 

Abscess  and  tumour 

« 

2 

g 

Gall-bladder  —  non-malignant  conditions 

27 

H 

„              cancer 

1 

I 

Pancreas  — 

Tumour,  etc. 

4     ' 

0 

94 

7 

rj 


ii 


13 
13 


.:•' 
1  :t 


1  Five  partial  gastrectomies  (4  recoveries  and  I  death)  hare  been  also  included  under  posterior  i 
enterostomy  ;  1  perforating  duodenal  ulcer  has  also  been  included  under  the  same  heeding :  and  1  pert 
pyloric  ulcer  (recovery)  under  pyloroplasty.    In  making  out  the  totals,  these  have  only  been  counted  one*. 
In  the  extended  list,  therefore,  7  cases  are  down  twice. 
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Nature  of  Disease  and 

Operation. 

Reco- 
vered. 

Died. 

Total. 

GEN1TO-  URINAR  Y. 

Kidney  and  ureter  — 

Nephrectomy 

.  . 

3 

— 

3 

Nephro-lithotomy 

3 

— 

3 

Nephropexy 

1 

.  —  - 

1 

Nephrotomy  and  drainage    .  . 
Partial  nephrectomy 

3 
1 

— 

3 
1 

Uretero-lithotomy 

... 

2 

— 

2 

Exploratory 

.. 

3 

-  —  • 

3 

Bladder  — 

Suprapubic  cystostomy 

.  . 

5 

— 

5 

Lithotrity.  . 

.  . 

2 

— 

2 

Suprapubic  lithotomy 

.  . 

2 

— 

2 

Median  lithotomy 

.  . 

1 

— 

1 

Excision  of  benign  tumour 

.  . 

3 



3 

Excision  of  malignant  tumour 

.  . 

3 

— 

3 

'  Plastics  '  on  vesico-  and  recto-vaginal  fistulae 

3 

— 

3 

Prostate  — 

Suprapubic  prostatectomy    .  . 

.  . 

17 

2 

19 

Perineal  prostatectomy          .  . 

.  . 

4 



4 

Other  operations 

.  . 

9 

— 

9 

Urethra 

.  . 

7 



7 

Testis  and  scrotum 

.  . 

15 



15 

Spermatic  cord  and  penis 

11 



11 

Vagina  and  vulva 

.. 

2 

— 

2 

FEMALE    PELVIS. 

Ovariotomy  (for  tumour) 

18 

18 

Oophorectomy  (mammary  cancer) 
Exploratory  operation 

.. 

1 
1 

1 
1 

Salpingectomy  (ectopic  gestation  and  pyosalpinx) 
Broad  ligament  tumour 

8 
2 

— 

8 
2 

Hysterectomy  —  supravaginal    .  . 

.  . 

23 

.  , 

23 

>,               vaginal 

.  . 

15 

1 

16 

Abdominal  myomectomy 

.  .               .  . 

2 

2 

Other  operations 

11 



11 

Psoas  abscess,  etc. 

.. 

10 

— 

10 

Total 

616 

34 

650 

SURGICAL     CONTRIBUTIONS— ABDOMINAL 
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TAHI.K     II. 

Detailed  Statistics  of  OfH-rntin,^    ,„      \hdn,n,nnl  and   /V/nV  Surgery  for   1910. 
COmprm'flg     rrirnle     //o.s/>/7,//     fVi.sr.v      mid     / 
Victoria    Injimiar,,.    .\Yur,/.v//r-o/,-7V«-.    In,    /,'„//.. 
Surgeon  to  the  Infirmary. 

(Prepared  by  Mr.  Saint.  Surgical  Uc-ist,-;,,  /„•„  /,,„.  :    %,,,(, ,,|  \t>  \\T   \\.li.u, 
Surgical  Registrar  to  the  Infirinarx   i 


Nature  of  Disease. 


Optra!  OB, 


.  .  . 


Inguinal     . . 

„  with  undescended  tes- 
ticle 

»>  »  5J 

,,  with  ovary  and  tuhe 
(with  twisted  pedi- 
cle) in  sac 

,,     with  interval  appendi- 
citis,  and   secondly, 
volvulus  from  adhe- 
sions 
,,     with       hydrocele       of 

tunica  vaginalis 
,,     with  anal  fistula 
,,     double 
„         ,,  with  undescended 

testicles 

,,     strangulated 
Femoral 

„     with  hydrocele  of  sac 
„     strangulated 
Umbilical 

,,     strangulated 
Post-operative  ventral 

„  ,,     with  faecal 

fistula 
Fatty  hernia  of  linea  alba     . . 


HERNIA. 

M       Y 

Radical  curt-  71    pj 

„     and  single  cast  rat  mn      i 
,,    and  orchidopexy      . .    10 


and  castration         . .   I  1 
and  removal  of  tuU- 
and  ovarv 


M      Y 


1       -      - 


and  appendiccctomy        1 


of  both 


..     double 

,,     double,      ami 

castration 

Herniotomy  and  radical  cure      2     • 
Radical  cure         .  .  .        29 

..     of  both 

Ilerniotomy  and  radical  cure  1 

Radical  cure 

Herniotomy  and  radical  cure  1  1 

Radical  cure          .  .  .  .       'J       I 

Resection  of  small  intestine.  1 

9  ft.,  and  radical  cure 
Radical  cure          . .  .  .       1 


M 

i 

HI 

l 

l 


I'KK/TOM-l    W 


Pelvic  abscess;  cause  unknown 
Retroperitoneal  abscess,  para- 
colic 

Tuberculous  peritonitis 
Retroperitoneal          malignant 
growth 


Drainage,  abdominal 
Laparotoniy  atid  drainage  .. 

Laparotomy 

Mxploratury  laparotomy      .  . 
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Nature  of  Disease. 

Operation. 

Re- 
covered 

Died 

1 

STOMACH. 

M 

P     M     F 

Simple  ulcer  :  body  ;  lesser  curve    Posterior  gastro-enterostomy 

G 

9 

1      1 

17 

,,               „               „               Posterior  gastro-enterostomy 

- 

- 

1      - 

1 

Vicious    circle    (?)     vom- 

iting ;    second  operation  ; 

entero-anastomosis  ;   diar- 

rhoea ;    death 

body  ;    lesser    curve, 

Posterior  gastro-enterostomy 

- 

3 

—     - 

3 

with  hour-glass  con- 

traction 

,,     body  ;    lesser  curve, 

Posterior  gastro-enterostomy 

- 

1 

-      - 

1 

with  hour-glass  con- 

and gastroplasty 

traction 

,,     body  ;             rupture 

Infolding  of  affected  part  of 

— 

1 

-      — 

1 

threatened 

wall 

,,     lesser  curve  and  py- 

Posterior gastro-enterostomy 

— 

1 

-     - 

1 

/ 

lorus 

,,     pylorus    .  . 

55                                                      55 

3 

_ 

_     _ 

3 

,,         ,,     with  stenosis 

55                                                      55 

3 

_ 

_     _ 

3 

55                     55                                                      55 

Pyloroplasty 

1 

_ 

_     _ 

1 

,,         ,,         ruptured 

,,            through  ulcer 

_ 

1 

_     _ 

1 

Carcinoma,  irremovable 

Exploratory  laparotomy    .  . 

4 

1 

1      - 

6 

55 

„     with  gastro- 

55                                          55 

1 

_ 

_     _ 

1 

colic    fistula 

95 

irremovable 

Posterior  gastro-enterostomy 

3 

— 

-     _ 

3 

55 

removable 

Partial  gastrectomy 

1 

3 

-      1 

5 

55 

of  oesophagus           j    Gastrosfomy         .  '. 

3 

1 

1      1 

6 

FIRST    PART    OF    DUODENUM. 

Simple 

ulcer 

Posterior  gastro-enterostomy 

7 

1 



8 

55                                               •    •                               •    • 

Posterior         gastro-enteros- 

1 

— 

-     — 

1 

tomy,    with    occlusion    of 

pylorus 

„     with  stenosis  of  py- 

Posterior gastro-enterostomy 

3 

2 

—     - 

5 

lorus 

„     with  pernicious  anae- 

99                                                      5  J 





1 

1 

mia,  haematemesis 

and  melaena 

,,     ruptured 

Laparotomy  and  closure    .  . 

2 

_ 

1      - 

3 

55                     55                          •    •                                  •    • 

Closure  and  posterior  gastro- 

1 

— 

—     - 

1 

,,     pylorus     and     duo- 

enterostomy 
Posterior  gastro-enterostomy     5 

1 

1 

7 

denum 

LIVER    AND    GALL-BLADDER. 


Liver  abscess 

„     cirrhosis     from     yellow 

atrophy 
„     hydatid  cyst  . . 

„         „  (suppurating) 


Drainage  through  thorax  . . 
Omentopexy 

Laparotomy     and     removal 

(drainage) 
Laparotomy  ;   drainage 


1     - 


-  | 
1 
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Nature  of  Disease. 


Liver  malignant  growth   (vas- 
cular) 

»  ,,  disease 

„     subhepatic  gunmia 

Cholecystitis 

Gall-stones  in  gall-bladder,  and 
cholecystitis 

Gall-stones  in  gall-bladder  with 

acute  pancreatitis 
Gall-stones  in  gall-bladder  and 

common  bile-duct 

Division    of   common    hepatic 
duct  during  cholecystectomy 

Carcinoma  of  gall-bladder     . . 


Traumatic  ruptured  pancreas 

Pancreatic  cyst 

Chronic  pancreatitis  with  in- 
terval appendicitis 

Carcinoma  of  pancreas  with 
jaundice 

Chronic  jaundice  of  pancreatic 
origin 


Lap;m.|,,m\    ami  excision 


K\|.l'.raio,x  laparotomj     .        i 

l.apan.tomv  ami   .lr.mi.i-. 
Cholecystostomy                             i 

1 
:t 

l 

l 
t 

Cholery.stcntrrostorm 

Cholrcystostoiny                         ..        ;j 

1 

10 

l 
13 

niolccystcctomy 
Cholecystostomy 

(i 

1 

« 

1 

Cholecystostomy  and  chole-     - 

1 

1 

'-' 

doehostomy 

Cholecystostomy  only 

1 

1 

Anastomosis  of  common  In 

1 

1 

patic   and    common    l.ilc- 

ducts 

Exploratory  laparotomy    .  . 

1 

. 

1 

Cholecystostomy 
Cholecystectomy 

1 

1 

1 
1 

PANCREAS. 

Laparotomy  and  drainage  . . 

»  »» 

Cholecystenterostomy      and 

appendicectomy 
Exploratory  laparotomy     .  . 

Cholecystenterostomy 


1     - 


1     - 


REST  OF  SMALL  INTESTINE^JEJUM  M    l\l>  ll.KUM. 


Acute  intestinal  obstruction  . . 

,,  ,,  „  adhesions 

due    to    puerperal    sepsis, 
secondary  volvulus 
Acute    intestinal    obstruction, 

strangulation  by  band 
Acute  intestinal  obstruction  by 

MeckeFs  diverticulum 
Paralytic  ileus  ;  kidney  disease 
,,         „  no  cause  found,  in 
patient  with  phthisis 
Chronic  intestinal  obstruction 

— old  appendicitis 
Chronic  intestinal  obstruction 

— old  strangulated  hernia 
Chronic  intussusception — poly- 
pus 
Faecal  fistula 


Laparotomy  and  separation  l 

of  adhesions 
Enterostomy         . .  . . 


Resection  of  2  ft.  of  bowel  1 

Resection  of  affected  bo\v<  I        l 

Laparotomy          . .  .  .  1 

..1 

Separation  of  adhesions      ..11 
Resection  of  bowel  1 

Reduction  :  enterotomy  and      1 

removal  of  polypus 
Resection  and  lateral  anasto-      1 

mosis 
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Nature  of  Disease.                                                Operation. 

Re- 
covered 

Died 

EH 

LARGE    INTESTINE. 

M 

F      M      F 

Appendicitis  —  acute     non-per-       Appendicectomy 

2 

2 

-     -       4 

forative 

„                 „  with  general 

»5 

1 

_' 

_ 

1 

peritonitis 

„                  ,,    perforative 

,,     and  drainage 

1 

2 

-     - 

3 

„                 „  with  general 

55                                           55 

1 

2 

_     _ 

3 

peritonitis 

Appendix  abscess 

Drainage  only 

- 

1 

-     - 

1 

pelvic       .  . 

„          per  vaginam 

— 

1 

-     - 

1 

5J                                               »                        •  < 

„           per  rectum 

1 

_ 

_     _ 

1 

,, 

Appendicectomy  and  drain- 

7 

6 

-     - 

13 

age 

„     with  general  peri- 

55                        55                      55 

1 

1 

_     _ 

2 

tonitis 

,,     with  chronic  intes- 

Separation of  adhesions  and 

1 

_ 

_     _ 

1 

tinal  obstruction 

appendicectomy 

,,     with  adherent 

Appendicectomy  and  resec- 

1 

L. 

_     _ 

1 

bowel 

tion  of  44  in.  of  bowel 

Appendicitis,  interval 

Appendicectomy 

31 

31 

-     -     62 

„           with  tuberculous 

55                                       .    . 

_ 

1 

1 

peritonitis 

Tuberculous  ileo-caecum 

Ileo-colostomy 

1 

_ 

_     _ 

1 

55                                          55                                           •  •- 

Resection  of  ileocolic  distri- 

3 

2 

_     _ 

5 

bution  (Jamieson-Dobson) 

Sigmoiditis 

Laparotomy 

1 

_ 

_     _ 

1 

Ulcerative  colitis 

Caecostomy 

_ 

1 



1 

Faecal  fistula 

Closure 

1 

_ 

_     _ 

1 

Old  colostomy 

Closure  of  opening 

1 



_ 

1 

Sigmoido-vesical  fistula  (saccu- 

Separation    and    closure    of 

_ 

1 

_     _ 

1 

litis 

openings   in    bladder  and 

sigmoid,  and  resection  of 

bowel 

>»                  »»                  11 

Closure     and     resection     of 



1 

_     _ 

1 

bowel 

Multiple  papillomata  with  ul- 

Caecostomy 

_ 

_ 

1 

1 

ceration 

Carcinoma,  caput  caeci 

Ileo-colic    resection    (Jamie- 



1 



1 

son-Dobson) 

,,     ascending  colon 

5*                    55                                            55 





Q          

2 

„               „         with 

;5                    55                                           15 

_ 

_ 

1 

1 

ovarian  cyst 

„     transverse  colon 

Resection 

_ 

1 

_         _ 

1 

„     sigmoid 

1 

1 

_          J 

3 

,,     irremovable     ileocaecal 

Ileo-colostomy,  lateral  anas- 

1 

1 

valve 

tomosis 

„     splenic  flexure 

Colostomy  (permanent) 

_ 

1 

-               l 

„     sigmoid 

„          (temporary) 

_ 

1 

1 

..         ,,     with   sigmoido- 

,,          (permanent),  also 

_ 

_ 

1                              1 

vesical    fistula 
„         „     with     secondary 

appendicectomy 
Exploration  and  resection  of 

1 

—         —               1 

carcinoma  of  ovary           adherent  bowel 

SI   K(,I(    \L      (  nvrmm  TIOXS       \m>UM|\  \| 


,    , 


Nature  of  Diseaae. 


Prolapse  of  rectum 
Stricture  of  rectum  (syphilitic) 
Rectal  polypus  (benign) 
„      polyj)i  (multiple) 
Carcinoma"  of  rectum 


recurrent 
Haemorrhoids 

,,     with  fissura  in  ano . . 
Fistula  in  ano 
Fissura  in  ano 
Anal  ulcer 

Stricture  of  anus  (simple) 
Imperforate  anus 

Ischio-rectal  abscess 


Traumatic  rupture 


,,,... 


i\i  s 


(Olostomy 

lieiuoval  per  rectum 

(  olostomy 

Examination    under 

thctic 

Kxploratory  lapan.tonis 
('oloslomy 

Abdominal    resection 
Ahdomino-perineal 
Perineal   resection  .  .       '2 

Kraske's  operation 
Local   removal       .  .  •_' 

Kadical    cure  .  .  .  .     Ill 

„          „      ol'both  ..       '2 

Division  of  external  sphincter     ."> 

Excision  . .  . .  I  1 

Dilatation  .  . 

Examination     under     an 

thetic  Colostomy 
Incision  and  drainage 

SPLEEN. 

|   Splenectomy 


I      I 


1     - 


-     -         1 


GENITO-URINARY    OPERATIONS— KID.M:  Y    .IM)    I  /,'/  7  /  /, 


Traumatic  ruptured  kidney 
Renal  calculus 
Movable  kidney 
Simple  kidney  cyst 

Renal  pain — calculus  ? 
Interstitial  nephritis  with  hae- 

maturia 

Renal  epistaxis — malignant  ? 
Tuberculous  kidney 
Pyonephrosis 
Perinephritic  abscess 
Ureteral  calculus 


Tuberculous  ureter 


Nephrectomy 
Nephrolithotomy 
Xephropcxy 

Laparotomy,  partial  nephrec- 
tomy,  and  excision  <>!  c\  -t 
Exploratory  ncphrotomy    .  . 
Exploration 

Nephrectomy 
NephrotoniN 
Nephrectomy 
Incision  and  drainage 
Removal  by  suprapiiln<  «  \  -t 

ostomy 

Uretero-iithotom  y 
Exploratory  lapaiotoin\      .  . 


1    - 

- 

1 

:i    - 

-    - 

8 

-    ! 

•    - 

1 

, 

1 

1 

-    - 

1 

1 

_. 

! 

i 

_    _ 

1 

i 

- 

1 

i     i 

9 

-     l 

-    - 

1 

l     - 

, 

1 

-    1 

_    - 

1 

Acute  cystitis 
Tuberculous  cystitis 
Vesical  calculus 


Benign  tumour  (papilloma)  . . 
Malignant  tumour  (carcinoma) 


Suprapubic  cystostomy       .  .       - 

Lithotrity                .  .  .  .  "2 
Suprapubic  lithotomy 

Median  lithotomy  .  .  1 

Suprapubic    cystotomy  and  8 

removal 

•»     i     _    _ 
»  »» 

Suprapubic  cy>t<»t<.my  on 
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Nature  of  Disease. 

Operation. 

Re- 
covered 

Died 

I 

Cystitis  due  to  enlarged  pros- 
tate 

Chronic  prostatitis 
Prostatic  calculus  with  abscess 
Simple  prostatic  enlargement 


,,  „  „        and 

papilloma  of  bladder 
Carcinoma  of  prostate 
Acute  retention  ;  enlarged  pros- 
tate 


PROSTATE. 
Perineal  cystotomy 

Suprapubic  cystostomy 

„  prostatectomy.  . 

Internal  urethrotomy 

Suprapubic  cystostomy 

„  prostatectomy.. 

Perineal 

Suprapubic  removal  of  both 

Suprapubic  cystostomy 
Catheterization 


M      F      M      F 

1 

-     - 

1      - 

_ 

1 

_     _ 

1 

_     _ 

4 

_     _ 

15 

2     - 

4 

_     _ 

1 

-     - 

1     - 

_ 

1 

-     - 

Urethral  stricture 

Perineal  abscess  from  stricture 

Urethral  caruncle    . 


URETHRA. 

Dilatation 

Incision  and  drainage 

Radical  cure 


3     - 
1 
-     3 


TEST  IS    AND    SCROTUM. 


Hydrocele  of  tunica  vaginalis 
„  ,,  „  double 

„  ,,  „   septic 

Haematocele  of  tunica  vaginalis 

Cyst  of  epididymis 

Tuberculous  epididymitis 

Septic  haematoma  of  scrotum 
Acute  abscess 


Radical  cure 
Double  radical  cure 
Incision  and  drainage 
Radical  cure 

Epididymectomy  and  vasec- 

tomy 
Incision  and  drainage 


7     - 

1 

1 

1 

1 

2     - 

1     - 
1     - 


Varicocele 
Hydrocele  of  cord 


SPERMATIC    CORD. 

Radical  cure 


Phimosis  . . 
Hypospadias 
Carcinoma  of  penis 


PENIS. 

Circumcision 

Plastic  operation 

Complete  removal  of  exter- 
nal genitalia  and  inguinal 
glands 

Partial  amputation  of  penis 
with  removal  of  glands 


I     -     -    - 


Mammary  carcinoma 

Ovarian  abscess 

Ovarian  abscess,  with  interval 

appendicitis 
Ovarian  neuralgia 


OVARY. 

Double  oophorectomy 

Ovariotomy 

Ovariotomy  and  appendicec- 

tomy 
Laparotomy 


-  1 
1 
1 

-  1 


-    -  I     1 


SURGICAL    CONTRIBt  TIONS— ABDOM  I  \  \  i 


OVARY.— Com, 


Ovarian  cyst 

„         „      double 
••         --      dermoid 
„         „  with  twisted  pedicle 
„    dermoid         „         „ 
Ovarian  dermoid  with  twisted 
pedicle  and  interval  appen- 
dicitis 
Ovarian  cysts,  malignant 

»  »5  J> 

„    cystic  hacmatoma,  double 


Ovariotomy 


doubk 


(  )variotomy 

tomy 


appends  . 


Panhystereetomy 
Douhlc  ovariotomy 


Old  broad  ligament  cyst 
Broad  ligament  cyst 

Ectopic  gestation    . . 
Pyosalpinx 

double  . . 


Knuclcation 

Supra  vaginal     hysterectomy 

and  excision  of  c\  >t 
Removal  of  gestation 
Drainage  per  vaginam 
Double  salpingo-ovariotomy 

and  hysterectomy 
Salpingectomy  and  hy>trn-r- 

tomy 


BROAD    LIGAMENT    AND    FALI.ni'l  \\     //  /;/ 


1  -  - 

-  1  -  - 

-  a  -  - 
i  -  - 

-  i  -  - 

-  8  -  - 


Oil 


Nature  of  Disease. 

Opmtioo. 

l'*«l 

1 

Endometritis 

„       with  ovarian  abscess 

Chronic     septic    uterus    with 
fibrosis 
,,  ,,  ,,    fibroids 

5J  J5  »  » 

,,  ,,        with  double 

ovarian  cyst 

Acute  septic  metritis  with  preg- 
nancy 

Menorrhagia  with  pregnancy 
Fibroid  of  uterus — submucous 


,,  ,,  with  twisted 

pedicle  and  pregnancy 

,,  uterus  with  twisted  pedicle 

„  „  with  ovarian  der- 

moid 

.,  ,,  with  interval  ap- 

pendicitis 

,,  ,,  with  inguinal  hernia 


UTERUS. 

Curettage  . .  . .  3 

Supravaginal    hysterectomy 

and  ovariotomy 
Curettage 

Vaginal  hysterectomy 
Supravaginal      „ 
Supravaginal     hysterectomy 

and  ovariotomy 
Vaginal  hysterectomy 

Supravaginal   hysterectomy 
Removal  per  vaginam  (poly- 
pus) 
Laparotomy    and    rnyom.  c 

tomy 

Supravaginal  hysterectomy 
Supravaginal      hysterectomy 

wit  h  left  tube  and  o\ 
Laparotomy    and    myom« 

tomy 

Supra \  au'inal  hysterectomy 
Supravaginal     hysterectomy 

and  ovariotomy 
Supravaginal     h\  sfrrcctomy 

and  appcndiecctomy 
Supravaginal     hysterectomy  '2 

and  radical  cure 


. 

1 

1 

10      -     1 

11 

- 

4 

4 

- 

1     - 

1 

- 

1 

1 

- 

3 

I 

- 

1 

1 

m 

10     -     - 

1O 

- 

1     -     - 

I 

- 

1 

1 

_ 

1      -     - 

1 

- 

11-     - 

1 

_ 

1      -     - 

1 
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Nature  of  Disease. 

Operation. 

| 

Re- 
coveret 

Died 

I 

UTERUS.—  Continued. 

M      F     M      F 

Carcinoma  of  cervix  of  uterus 

Curettage 

1 

1 

body 

Vaginal  hysterectomy 

2 

-     _ 

2 

Displacement  —  prolapse 

Ventral      fixation  —  hystero- 

-     2 

-      - 

2 

pexy 

,,                retro  version   .  . 

Modified     Alexander-Adams 

1 

-     - 

1 

operation 

,,                 prolapse  (proci- 

Vaginal    hysterectomy    and 

0 

-     - 

2 

dentia) 

plastics 

VAGINA. 

Recto-vaginal  fistula 

Plastic  operation 

1 

_     _ 

1 

Vesico-  vaginal      „ 

55                             55 

—     2 

-     - 

2 

Dyspareunia 

Dilatation  of  vaginal  orifice 

_     I 

-     - 

1 

VULVA. 

Carcinoma 

Excision  with  inguinal  glands 

1 

-     - 

1 

BACK. 

Psoas  abscess  —  tubercle 

Radical  cure 

3     2 

_ 

5 

55                        55                                 55 

Examination,  abdominal    .  . 

1 

_      _ 

1 

Necrosis  of  lumbar  vertebrae  .  . 

Sequestrotomy 

1 

_     - 

1 

Fractured  coccyx 

Removal 

1 

_     _ 

1 

Coccydynia  and  haemorrhoids 

Removal  of  both 

1 

_     _ 

1 

Recurrence    of    kidney    carci- 

Excision, wide 

-     1 

-     - 

1 

noma  in  skin 

SURGICAL    CONTRIBUTIONS— ABDO1ONA]  •,,  ; 
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REMARKS  OX  TIIK  OPEHATIVK  <  ORE  ni     \M  [  |  |  ,   |,i  ,.  TO 

LIVKIJ    rilMJIUM.x. 
READ  BEFORE  THE  STUCK  M   SECTION  O]   THl    H-^  u    So<  n  , 

Ml    IHi  !  \l   . 

(Brit ix/i   Medical  Journal.   January    'jo.    |!»|'J  . 

The  first  paper  published  by  Dr.  I)rummnnd  and  mvs,  If  ,,, 
connection  with  this  subject  appeared  in  the  ///-//,\/,  I/  /  ,„„/ 

of  September  19,  1896. 

Not  until  Dr.   Charles  Frazier  wrote  <>\\   th<    <.[..  r.ih\.    tn-afrnrnt 
of  hepatic  cirrhosis  four  years  later1   wen-  we  aware  that  any  .,,,,    had 
a  prior  claim  to  our  own  in  respect  to  the  pi-need  MM-  suggest 
Professor   Talma's   suggestion   and    case    w<  i  i,  d    in    .,    l» 

journal  and  in   the   Dutch   language,   with   wliieh    neither   of   us    \\as 
acquainted,  our  ignorance  will  cause  no  snrpri 

The  first  case,  successfully  operated  upon  nmre  than  sixteen  years 
ago,  was  shown  by  me  in  the  Medical  Section  at  the  Annual  M, .  tire.: 
of  the  British  Medical  Association  in  Carlisle  in  July.  IMM;.  Th, 
patient,  alter  being  tapped  four  times  at  intervals  «,f  a  month,  and 
then  operated  upon,  had  recovered  her  health,  and  was  shown  in 
excellent  condition  and  without  any  fluid  in  her  abdomen  t  i^'ht  months 
after  the  operation. 

In  the  first  paper-  I  offered  an  explanation  as  to  the  manner  in 
which  the  operation  was  suggested  to  me.  Dnrin.LT  ;i  visit  to  the  post- 
mortem room,  Dr.  Drummond  showed  me  the  body  of  a  man  dead  I'mm 
cirrhosis  of  the  liver,  and  explained  that  this  patient  had  no 
because  the  collateral  circulation,  chiefly  through  the  enlarged  \eins 
of  Sappey,  had  relieved  the  portal  obstruction. 

I  then  suggested  that,  if  his  explanation  was  c<>n<  •  t.  it  luiulit  be 
possible  to  cure  an  existing  ascites  by  an  operation  \\hieh  would 
establish  a  new  anastomotic  circulation.  In  the  first  which 

we  tried  the  operation  the  ascites  was  not  the  result  of  cirrhosis,  and 
the  patient  died  nineteen  months  later,  unrelieved. 

The  second  and  successful  case  was  that  of  the  patient  shown  at 
the  British  Medical  Association  meeting  at  Carlisle,  previously  i 
to,  and  on  which  the  paper  of  Dr.  Drummond  and  myself  was  based. 

1  American  Journal  of  Mnlicnl  Sciences,  December,  1000. 

2  British  Medical  Journal,  September  19,  1896. 
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Jn  this  paper  we  first  referred  to  the  ordinary  connections  between 
the  portal  and  systemic  circulations,  and  then  said,  "  but  when 
adhesions  form  between  the  viscera  and  parietes,  innumerable  new 
vessels  develop  in  them  and  convey  blood  freely  from  the  portal  into 
the  systemic  circulation  through  the  subperitoneal  plexus  of  veins." 
(The  proof  of  this  is  that  when  parietal  and  visceral  adhesions  are 
separated,  both  the  visceral  and  parietal  raw  surfaces  bleed.)  "  Probably 
the  most  important  of  these  new  channels  can  be  developed  in 
adhesions  between  the  omentum  and  parietes." 

"  A  study  of  Nature's  methods  suggested  that  operation  might 
be  useful  in  selected  cases,  for  we  were  familiar  with  the  enormous 
newly-formed  blood-vessels  frequently  met  with  in  the  portion  of 
omentum  adherent  to  rapidly  growing  abdominal  tumours  ;  we  had 
seen  adhesions  of  all  sorts  in  the  abdomen  develop  large  vascular 
channels,  and  we  knew  that  such  vascular  adhesions  could  form  with 
considerable  rapidity.  On  one  occasion  one  of  us  (Morison)  removed 
an  ovarian  cyst  with  twisted  pedicle  of  three  days'  duration,  and 
already  vascular  adhesions  had  fixed  the  omentum  to  the  tumour." 

In  a  second  paper  on  the  same  subject,1  I  reported  the  subsequent 
history  of  our  successful  case,  and  also  the  result  of  a  post-mortem 
examination,  as  follows  : — 

The  patient,  a  woman,  attended  the  Medical  Section  at  the  Annual 
Meeting  of  the  British  Medical  Association  at  Carlisle  eight  months  after 
the  operation,  and  was  then  apparently  in  perfect  health.  The  abdominal 
scar  had  yielded  to  some  extent,  producing  a  ventral  hernia.  This  was  the 
result  of  a  cough  which  had  troubled  her  for  some  months,  and  of  imperfect 
suturing,  but  the  hernia  occasioned  no  inconvenience  and  was  kept  in  place 
by  an  abdominal  belt.  Two  years  after  the  operation  this  patient  called 
on  me  concerning  her  ventral  hernia.  During  this  time  she  had  felt  strong 
and  well,  had  led  an  active  and  happy  life,  and  had  performed  all  the  duties 
of  her  household.  Latterly  a  troublesome  cough  had  led  to  a  marked 
increase  in  the  size  of  the  hernia,  and  her  belt  had  ceased  to  be  a  sufficient 
support.  She  was  anxious  to  have  the  hernia  radically  cured,  and,  con- 
sidering the  trouble  it  was  causing,  the  certainty  that  it  would  get  worse, 
and  the  good  condition  she  was  in,  I  could  not  refuse  to  undertake  the 
operation.  (This  was  performed  on  October  5,  1897.)  The  only  peculiarity 
observed  was  that  the  subperitoneal  vessels  were  large  and  bled  freely. 
She  recovered  in  an  hour  from  the  immediate  effects  of  the  operation,  but 
towards  evening  became  restless  and  complained  of  pricking  pains  and 
numbness  in  her  arms  and  legs.  Next  morning,  after  a  restless  night,  I 
found  her  distinctly  jaundiced  and  complaining  still  more  of  the  numbness 
and  pain  in  her  arms  and  legs,  which  were  very  tender  when  touched.  The 
jaundice  and  restlessness  increased,  and  on  the  second  day  after  the  opera- 
tion she  became  comatose,  and  died  at  night,  deeply  jaundiced. 

At  the  necropsy  Mr.  W.  G.  Richardson  removed  the  whole  of  the 
abdominal  viscera  and  the  parietes,  excepting  the  skin,  en  masse.  He  then 

1  "  Cure  of  Ascites  due  to  Liver  Cirrhosis  by  Operation,"  Lancet,  May  27,  1899. 
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injected  the  whole  from  the  trunk  ol  th,    port*]  v..n.      I  show.d  t|,, 
at    a    meetinu    of    the    Northumberland    an. I    D,,ih..n,    M-.h,  ,1    s   , 
November   II.    1S!I7.  and   in  demons!  rat  in 
and   the  intestines  are  seen   to  b,    attached    to   the   par,,  t, 

band-like    adhesions.      (Many    of    these    seemed     I nt.un    hill,     •  vrept   a 

blood-vessel,  and   in  several   of  them  such   \ess,-|    was    I 

amentum  also  is  firmly  adherent  over  the  ant  rioi  tbdoi 

bands.      In  all   of   these   adhesions   innumerable    m, 

seen.  passing  tn.in   the  viseera   to  the  pan-  K    tin- 

size   of  a  normal  radial  artery.     The   RlbperHoneal   pleXW      1      •  sx,  Is   forms 
a  dense  large  network.  ..." 

Dr.    Bolan    reported    as    to    the    microseopiral    condition    of    ih.     i 
"Typical    cirrhosis,    with    much    latt\     degeneration*      l-'ibn.iis    tissm 
formed.   .   .   .  So-called  new  bile  duets  present    m  numl. 

ing  extreme  fatty  degeneration  in  all  /.ones,  and  normal  cells  few  and  situated 
in  central  portion  of  lobule." 

This  patient  had  a  definite  alcoholic  history. 

My  second  successful  case,  published  in  the  same  paper,  was 
that  of  a  temperate  man,  age  42,  operated  upon  on  January  I'J.  1897. 
His  abdomen  was  much  swollen  and  tense  with  fluid. 

The   abdomen   was   opened  .  .  .  between    the  umbilicus   and  cnsifonu 
cartilage,  sufficiently  to  admit  my  index  linger  for  exploratory   purposes. 
The  characteristic  hard,  hobnail  surface,   which   was   felt    <>n    nadir 
liver,  left  no  further  doubt  as  to  the  diagnosis,  and  the  parietal  incision  was 
extended  from  the  ensiform  cartilage  to  the   umbilicus.   .1 
recovery  of  the  patient  requires  no  note.     From  tin    surgical  point  of  \,,-\% 
it  was  straightforward.     It  was,  however,  evident,  diirini:  tin-  last  few  days 
of  his  stay  in  Newcastle,  that  he  was  much  depressed   mentally,  and  after 
his   return   home   the   depression   increased,   and    for   three    weeks   he  was 
alternately  depressed  and  excited.     This  feature  seems  to  l>e  deserving  of 
more  attention  than  would  have  been  given  to  the  same  in  an  ordm.ir>  < -a-,-. 
for  it  may  possibly   be   one   of  the   special    risks   of   this   operation.      Dr. 
Drummond  has  brought  before  the  Northumberland  and   Durh 
Society  at  various  times  cases  of  liver  cirrhosis  complicated   by    |>eculiar 
nervous  symptoms,  and  in   one  patient  who  died    he    was  unable   to  tmd 
any  change  in  the  nervous  system  to  account  for  the  symptom-*.     In  that 
case  the  liver  was  in  an  advanced  stage  of  cirrhosis  :    there  was  no  a 
and  there  was  a  very  large  vein  of  Sappey  connect  in  z  tin-  portal  \\ith  tin- 
systemic   circulation.       The    explanation  given   by    Dr.   Drummond   of  tin- 
attacks — namely,  that  they  were  due   to   intestinal   product 
way  directly  into  the  systemic  circulation  without  any  liver  inllucnce 
brought  to  bear  on  them,  is  in  accordance  with  the  fact   that   tlu^  patient 
was  on  several  occasions  rescued  from  an  apparently  hopeless  coma  l»\    tin- 
administration  of  a  brisk  purgative,  and  also  with  the  results  of  experiments 
on  the  liver  functions. 


Subsequent 

Ten  months  after  the  operation  my  patient   was  shown  at  a  in 
the  Northumberland  and  Durham  Medical  Society.     He  appeared  tlu-n  to 
be  in  excellent  health,  and  said  that  lie  felt  perfectly  \\.-ll.  I 

definitely  of  him  in  January,   1899.     A  well-known   insurance  office  wrote 
asking  me  to  report  on  the"  nature  of  the  operation  performed  two  yean 
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previously.     He  had  been  passed  by  the  medical  adviser  of  the  company  as 
a  first-class  life,  but  before  completing  the  insurance  I  was  consulted. 

This  patient  got  pneumonia — of  which  he  had  previously  three 
attacks — in  the  spring  of  1903,  never  satisfactorily  recovered,  and 
died  of  heart  and  kidney  disease,  with  general  dropsy  and  ascites,  on 
August  10,  1903.  The  post-mortem  examination  showed  liver 
cirrhosis.  For  six  years  he  was  quite  well. 

Tempted  by  this  success  I  shortly  afterwards  operated  upon  an 
alcoholic  man  with  cirrhosis  and  ascites  who  had  never  been  tapped. 
He  died,  comatose  and  jaundiced,  three  days  after  the  operation. 

The  only  other  death  I  have  had  due  to  the  operation  occurred 
in  a  young  woman  on  whom  I  operated  in  1910.  She  had  cirrhosis 
of  the  liver  consequent  on  acute  yellow  atrophy,  and  had  been  tapped 
several  times  for  ascites.  She  died  three  days  after  the  operation, 
comatose  and  jaundiced,  like  the  two  previous  cases. 

My  third  successful  case  was  published  in  the  Annals  of  Surgery, 
September,  1903. 

The  patient  was  a  man  52  years  of  age,  a  heavy  drinker,  who  had  been 
tapped  before  operation  (fourteen  times  for  ascites)  at  intervals  varying  from 
six  to  twenty  days. 

The  operation  was  performed  on  August  29,  1899.  The  liver  was  firm, 
finely  granular  on  the  surface,  and  of  about  normal  size.  The  spleen  was 
hard,  and  enlarged  to  at  least  double  the  normal  size. 

In  July,  1903  (four  years  later),  the  report  on  his  condition  by  the 
surgical  registrar,  Mr.  G.  Grey  Turner,  was  :  4'  He  is  very  well  ;  never  looked 
better  ;  is  fat  and  strong,  and  has  a  good  appetite.  There  are  no  signs  of 
fluid  in  the  abdomen.  The  veins  in  the  abdominal  wall  are  very  large.  He 
complains  of  some  dragging  pain  in  the  abdomen  ;  the  liver  can  be  felt 
adherent  to  the  abdominal  wall." 

In  July,  1910  (eleven  years  after  operation),  this  patient  was  shown  to 
the  Society  of  Clinical  Surgeons  of  America,  who  visited  this  country.  He 
had  been  doing  regular  work,  and  was  in  good  health.  At  the  present  time, 
between  twelve  and  thirteen  years  after  the  operation,  he  is  still  well,  and  65 
years  old.1 

In  my  last  paper2  I  say  :  "  Other  factors  besides  mechanical 
obstruction  of  the  portal  vein  doubtless  aid  the  development  or  retard 
the  arrest  of  ascites  due  to  cirrhosis  ;  but  my  cases  prove  at  least  that 
the  establishment  of  an  artificial  accessory  circulation  can  cure  it." 
Further  experience  has  confirmed  this  view,  but,  as  I  have  always 
been  careful  to  point  out,  the  cases  in  which  operation  can  be  of  use 
are  rare  and  must  be  carefully  selected. 

1  The  same  day  my  colleague,  Mr.  Grey  Turner,  showed  a  similar  case.     It  is 
now  more  than  five  years  since  he  operated,  and  the  patient  is  well. 

2  Annals  of  Surgery,  September,  1903. 
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Solaris  I  know.  ||,,.  most  suitable  arc  thour  of  ;ilr..|,,,|(,.  .  i 

in  patients  otherwise  s<>und  and  \\ii,,ni  np,.,i,d  tappi 

to  cure.      None  of  these  cases   have,    n 

The  reason  probably  is  similar  to  (hat  of  tl,  dropsy  t 

failure  following  persist, -nt  overstrain,     In  both  th.  chi- 

causc  of  the  dropsy  e.-,n  he  removed     \\\  tin  <t  hv  rtit. 

in  the  ease  of  the  liver  by  ahstinenee  In. i, i  ale,,|,..l.       I 
seems  probable,   because,    though    I    |,a\.-   open 
good  condition  with  aseites  due  to  svphilitie  eirrhosis.   n..t, 
have  been  cured . 

The  most  unfavourable  cases  are  th«,sr  ahieh  at    th.  ir  '••.muicnce- 
ment   simulate   an   abdominal   cmer^  ncy   and    suffer   from 
tense  tympanites  preceding  the  development  ..I'  ascfte*. 

The  Operation. 

The  choice  of  an  amesthetic  may  be  of  impm-tair 
danger  in  these  case's  appears  to  be  the  development   ,,i   a  coi 
related  to  acute  yellow  atrophy,  and  chloroform.  a>  is  well  known,  can 
produce  similar  changes  in  the  liver,  so  that   some  other  an;i-sthetie 
should  be  chosen. 

My  first  case  taught  me  that  the  abdominal  incision  should 
made  above  the  umbilicus  to  avoid   the   development 
hernia.     With  this  exception,  the  operation  I  do  now  is  the  same  as 
that  I  originally  suggested. 

The  steps  are  : 

1.  Open  the  abdomen  from  the-  ensil'orm  cartilage  to  the  umbih 

2.  Introduce  the  hand  into  the  abdomen   and   project    a   linger 
against  the  anterior  parietes  in  the  middle  line-,  ;{  in.  above  the  pubis. 

3.  Make  a  small  incision  on  to  the  tinker  tip.  and  through  this 
introduce  a  long  small  glass  drainage  tube-  into  ti 
recto-uterine  pouch. 

4.  Dry   the  abdominal   cavity   and   scrub    the   peritoneum    with 
mops. 

5.  Suture  the  omcntum  to  the  anterior  pari«  tal  p< nt..n<  urn  across 
the  abdominal  wall,  and  close  the  upper  abdominal  wound. 

6.  Apply  an  antiseptic  dressing  over  the  wound  and   tube,  and 
over  this,  from  above  down  to  the  tube,  a  series  of  long  circular  strips 
of  adhesive  strapping,  with  the  object  oi  keeping  the  pari.-tal  in  eniitact 
with  the  visceral  peritoneum. 

7.  The  tube   now   exposed    through    the   dressin-_r>    is   surnnn 
with  a  sheet  of  dental  rubber  perforated  to  grasp  it  below  the  collar 
on  it,  and  the  separated  tube  dressing  is  wrapped  up  in  the  mdiarubbcr 
sheet. 
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AJter-Treatment. 

A  nurse  is  engaged  to  attend  to  the  tube  and  pump  off  the  fluid 
sufficiently  frequently  to  keep  the  dressings  dry.  If  this  can  be 
accomplished,  the  dressings  require  no  change  for  ten  days,  after  which, 
as  a  rule,  a  small  india-rubber  tube  can  be  made  to  take  the  place  of 
the  glass  one.  I  have  heard  of  septic  peritonitis  resulting  from  this 
operation.  We  in  Newcastle  have  never  seen  this,  and  it  may  be  that 
our  free  use  of  antiseptics  during  the  operation  and  in  the  dressings  is 
the  explanation. 

As  a  rule,  the  wounds  are  entirely  healed  in  one  month,  and  no 
further  accumulation  of  fluid  occurs.  It  need,  however,  occasion  no 
serious  disappointment  if  the  fluid  reaccumulates,  as  some  of  our  most 
successful  cases  have  required  tapping  on  one  or  two  occasions  after 
their  recovery  from  the  operation. 

Many  successful  results  have  now  been  recorded  from  this 
operation,  but  I  have  thought  it  more  fitting  to  occupy  the  time  you 
have  kindly  placed  at  my  disposal  in  dealing  with  the  general  principles 
involved,  than  in  enlarging  upon  details  which  can  be  better  treated 
by  those  who  may  take  part  in  the  discussion  which  I  hope  will  follow. 
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CONGENITAL  STRICTURE  <>l    LOWBB  END  <•!   u  ^»n!\«,i  N 
CASE  TREATED   isv   GASTROSTOM1     TOLLI  \\  i  D 
DILATATION   or  TIIK  STRH   II   III     Tlllinl  i.ll 
THK  (KSOIMI  \(;<)S«)!'I 

With     HAMILTON'    DIM  MM<>M>.    M.H..     |{.s.     |)i  |    |;  <    g,    KIMV. 

Surgical   JU^ist rar  to   the   Infirm 

(Lancet,  April   VI.    i:n::. 

The   subject    of  this   note,    when    lirst    seen    in     \UL-U. t      i-»ii.    was   an 
extremely  emaciated,  light-haired  boy.  age  :*  yea t^.      II  :,K  ,  h.ld 

of  elderly  parents,  and  since  he  was  three  months  ..Id  had  had  dilhenlt\    m 
swallowing.     During  the  last   three   months   he    ha. I    l,,,,,m.     n,u 
'vomiting'   almost  immediately  after  everything    li.    t...,k.     Tin-  rhilfl  wa» 
ravenous,  always  crying  for  food,  and  on  giving  him  a  plate  .,f  mm. 
would  eat  a  few  spoonfuls,  'vomit'  most   of   it    hack   almost    mm 
and  at  once  commence  to  eat  again.     This  would  continue  until  tin- 
was  finished.     His  hunger  was  appeased  for  a  short  time  ..nl\ .  and  In-  soon 
began  to  clamour   for  more.     •Vomiting"  occurred    equally '  \\ith   thuds  ax 
with  solids.     His  weight  was  1  st.  6  Ib.     An  /-rav  jihot.i-raph  i  \\ith  bismuth 
porridge)  showed  a  stricture  of  the  oesophagus  at    the  upper  bonier  <•' 
tenth  dorsal  vertebra. 

On  August  20,  1911,  a  general  ana-sthetie  was  admmisf.  r«l  and  an 
attempt  made  to  pass  a  soft  catheter  into  the  stomach.  It  is  unlikely  that 
it  ever  got  there,  but  whether  or  no,  on  his  return  to  the  ward  shortK  aft.  r. 
he  pulled  the  catheter  out  during  the  time  he  was  comim;  out  of  the  ana-stir 
He  continued  to  lose  weight,  in  spite  of  his  endeavours  to  eat  and  of  .  n.-mata 
which  he  retained  well. 

On  September  2  gastrostomy  was  done  by  Prof«  rinn  after  the 

Kader   Senn   method,   and   contrary    to   expectation    the    stomach   was   in  it 
atrophied  and  was  easily  brought  into  the  wound  :   a  \"    l<>  | 
was  inserted  through  the  pylorus  into  the  duodenum. 

does  when  performing  gastrostomy.     On  October  7  an  attempt    u.i^   m.id-- 
to  pass  a  ureter  catheter  through    the    stricture  from    IM  low    by  means    .,f 
a    cystoscope    through    the    gastrostomy     opciiini:.     This.      I, 
unsuccessful  on  two  occasions,  and  further  attempts  at    b«.iiLri«-   tr.atmrnt 
under  an  anaesthetic,  and  the  swallowing  of  thread  from  above,  failed.      I 
child   steadily  and  rapidly  improved,   and  on   Octol  unnd    home 

weighing  2st.  1  Ib. 

Nothing  more  was  heard  of  the  boy  until  November.  I'.irJ.  \\h.-n  I..-  was 
re-admitted  for  further  treatment  of  the  stricture.  The  child's  general 
condition  was  remarkably  good.  He  had  yn.\\n  considerably  and 
looked  a  normal  healthy  child.  The  gastrostomy  ..p.  imu  was  still  his  sod- 
resource  for  feeding,  as  he  'vomited'  everythini:  h<-  took  b\  th.  mouth, 
as  before. 

On  November  14r  1912,  under  chloroform  ana-sthesia. 
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was  passed  (Hamilton  Drummond).  The  pharynx  and  oesophagus  were  found 
to  be  so  filled  with  retained  saliva  and  curdled  milk  that  nothing  was  visible 
till  this  was  entirely  cleaned  away.  The  oesophagus  was  then  seen  to  be 
considerably  distended,  but  except  for  a  few  mucus  patches  near  the  cardia 
the  mucosa  presented  a  normal  appearance.  A  stricture  was  seen  in  the 
position  indicated  by  the  a?-ray  photograph  at  a  distance  of  26  cm.  from  the 
incisor  teeth.  It  looked  like  a  pucker  with  a  small  central  depression.  A 
fine,  stiff  whalebone  bougie  of  the  calibre  of  a  ureter  catheter  was  passed 
down  through  the  cesophagoscope  into  the  depression,  and  after  a  little 
coaxing  it  entered  the  stomach.  The  bougie  was  guided  altogether  by  sight. 
After  this,  in  the  same  way,  a  No.  6  graduated  gum-elastic  bougie  was  passed 
into  the  stomach,  and  then  a  No.  8.  A  fair  amount  of  pressure  was  exerted 
in  order  to  induce  the  last  bougie  to  enter  the  stomach,  and  it  was  left  in  situ. 
To  ascertain  if  the  last  bougie  was  in  the  stomach  the  cesophagoscope  was 
inserted  through  the  gastrostomy  opening,  the  smallest  Briining  tube  being 
used  for  this  purpose,  and  the  presence  of  the  bougie  there  was  verified. 
The  bougie,  fixed  with  tapes  around  the  child's  head,  was  left  in  situ  for 
four  hours.  From  this  date  the  child  swallowed  liquids  well,  only  '  vomiting  ' 
occasionally. 

On  November  28  chloroform  was  again  administered,  and  the  stricture 
was  examined  with  the  cesophagoscope.  It  was  found  to  be  considerably 
dilated,  and  the  opening  had  now  reached  about  the  size  of  a  goose  quill.  A 
No.  9  graduated  gum-elastic  bougie  was  passed  through  it  into  the  stomach 
and  left  in  situ  for  six  hours.  An  attempt  was  made  to  bring  this  bougie 
out  of  the  gastrostomy  opening  by  means  of  the  cesophagoscope  passed 
through  the  gastric  fistula,  but  this  could  not  be  accomplished.  Nothing 
more  was  done  until  December  12,  when  a  No.  15  bougie  was  passed  and 
left  in  situ  for  two  hours,  the  child  in  the  meantime  having  only  4  vomited  ' 
on  a  single  occasion,  and  then  after  eating  an  apple.  Bougies  were  now 
easily  passed  once  a  week  without  an  anaesthetic. 

On  January  7,  1913,  the  cesophagoscope  was  again  introduced  under 
chloroform  anaesthesia.  The  oesophagus  was  greatly  reduced  in  size  (by  at 
least  half),  no  longer  contained  any  retained  secretions,  and  the  strictured 
portion  appeared  to  be  large  enough  to  admit  the  tip  of  a  little  finger.  The 
report  of  January  10  stated  that  he  was  then  able  to  eat  solid  food  and 
never  '  vomited.'  He  had  had  nothing  by  the  gastrostomy  wound  for  a 
month.  A  No.  16  gum-elastic  bougie  could  be  passed  into  the  stomach 
without  any  difficulty,  and  he  had  been  allowed  to  go  home.  During  March 
the  child  continued  to  improve,  and  the  mother  was  able  to  pass  a  No.  12 
bougie  without  the  least  trouble.  The  gastrostomy  wound  had  been  allowed 
to  heal  up. 

REMARKS  BY  PROFESSOR  RUTHERFORD  MORISON. — I  have  asked  Mr. 
Hamilton  Drummond  to  report  this  case  as,  apart  from  the  interest  of  it  and 
the  remarkably  successful  result  attributable  to  his  skill,  it  is  an  exceptionally 
convincing  example  of  the  use  of  the  cesophagoscope,  for  without  this  the 
patient  would  have  been  condemned  to  an  unnatural  lifelong  disability. 
We  are  all  here  indebted  to  Mr.  C.  W.  M.  Hope,  of  King's  College  Hospital, 
London,  for  a  knowledge  of  this  instrument,  for  he  gave  a  demonstration  of 
its  use  before  the  Northumberland  and  Durham  Medical  Society  one  day 
(December  14,  1911),  and  on  the  next  safely  and  successfully  extracted  a 
tooth  plate  from  the  oesophagus  of  a  patient  who  was  admitted  to  my  clinic 
during  his  visit.  Coin-catchers,  sponge  and  umbrella  probangs,  and  other 
such  devices  are  now,  in  medical  centres  at  least,  obsolete  and  dangerous 
instruments.  The  cesophagoscope  should  have  taken  the  place  of  all  of 
them. 
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A    CLINICAL    LECTVUK    ON    Till.    TIMI'l.i      SYNDUOMI 
IN   ABDOMINAL    EMERGEN(  N  8 

DELIVERED  AT    THE    ROYAL   VICTORIA    KIM.MM.N.    \  i  u  «  ^  i  I.E-OX- 

TYNK,  November  i:5.    1!H:*. ' 
(British  Medical  Journal.  January   :;.    MM  \. 

It  is  important,   probably  of  greater   practical    importance   than 
anything  else  in  medicine  and   surgery,   to  know   th.    • 
abdominal  pain.     Sueh  pains  are  of  BO  common  occur* 
in  children,  that  most  old  women  si-cm  to  think  'a  dos,-  of  CMl 
and  a  hot  bottle'  are  sufficient  treatment,  and  that  a  diagnosis 
the  cause  is  unnecessary.     This  is  almost  as  h.-.d  tear-hin-j  M  fc] 
those  surgeons  who  say  a  'diagnosis  is   impossible,  open  tic 
and  see  ' — for  both  may  result  in  more  harm  than  good. 

Those  of  you  who  have  accompanied  me  round  th<    wards  know 
that  in  abdominal  emergency  cases  I  expect   from  my  house  surgeon 
a  carefully-taken  history,  followed  by  a  description  of  tin    plr 
signs,  his  diagnosis  in  detail  before  operation,   and  a  description  of 
the  pathological  findings  after  operation  to  compare  with  this.     By 
a  diagnosis  in  detail,  taking  appendicitis  as  an  example.   I          a  that 
he    shall    foretell    the    position    of    the    appendix,    the    pathological 
condition  of  it  and  of  the  peritoneum,  and  offer  an  estimate  of  tin- 
vital  resistance  of  the  patient.     Nothing  has  interested  me  m<»re  than 
to   note   the   quickly-acquired   and    improved    diagnostic   caj 
a  zealous  and  enthusiastic  house  surgeon  subject  to  these  apparently 
exacting  demands,  for  at  the  termination  of  his  six   months'   j 
of  office  such  an  one  seldom  indeed  makes  a  serious  mistake. 

The  most  serious  mistake  in  these  cases  is  to  post  pom-  operation 
when  it  should  have  been  done  earlier.  IHCMU  it  of  the 

mortality    still    results    from    general    septic    peritonitis,    and 
surgeon  now  knows  that  this  is  preventable  by  early  enough  removal 
of  its  cause. 

The  following  figures,  taken  from  a  paper  of  mine  on  general 
septic  peritonitis,-  emphasize  this  more  strongly  than  anytime:  I  can 
say.  They  are  from  the  statistics  of  the  Koyal  Victoria  Iniirmary, 

1  This  lecture  was  delivered  also  at  a  scientific  mrrtin<:  of  tin    licit ish 
Association  held  on  November  20,  1913. 

2  British  Medical  Journal,  October  28,  1911. 
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Newcastle-on-Tyne,  for  the  year  1910,  and  were  supplied  by  Mr.  R.  J. 
Willan,  F.R.C.S.,  Surgical  Registrar.* 

x 
STATISTICS. 

Appendicitis  (427  cases,  with  18  deaths.) 

Six  of  the  18  who  died  were  not  operated  upon,  and  all  were  suffering 
from  advanced  general  peritonitis  on  admission. 

Twelve  were  operated  upon.  One  of  these  died  of  portal  sepsis  ten  days 
and  one  of  pulmonary  embolism  seven  days  after  operation.  In  all  of  the 
remaining  ten  general  septic  peritonitis  was  present  at  the  time  of  the 
operation  and  at  the  post-mortem  examination. 

There  were  290  acute  cases,  and  all  of  the  deaths  (18)  occurred  in  this 
series.  (There  were  no  deaths  in  the  interval  cases.) 

Sixty-two  of  the  290  acute  cases  had  not  perforated,  and  had  no 
associated  peritonitis.  There  was  one  death  from  portal  sepsis  in  this  series. 

Thirty-eight  had  perforated,  but  had  not  yet  developed  any  gross 
peritonitis.  In  this  series  there  was  one  death  from  pulmonary  embolism. 

One  hundred  and  fifty-seven  were  associated  with  localized  peritonitis 
and  abscess.  All  recovered. 

Thirty-three  were  associated  with  general  septic  peritonitis,  25  were 
operated  upon,  and  of  these  13  recovered  and  12  died.  Eight  were  not 
operated  upon  ;  2  of  these  recovered,  6  died. 

Perforating  Gastric  Ulcers  (16  cases). 

Twelve  recovered,  four  died  from  septic  peritonitis  (verified  by  post- 
mortem examination). 

Eleven  were  operated  upon  under  twenty-four  hours  after  the  perfora- 
tion. Ten  of  these  recovered  and  one  died. 

Two  cases  were  operated  upon  over  twenty-four  hours  and  under  forty- 
eight.  Both  patients  died. 

Two  cases  were  operated  upon  after  forty-eight  hours,  and  recovered. 
In  these  it  was  noted  that  the  gastric  perforation  was  closed  by  adhesions. 

One  case  which  died  had  been  perforated  one  week,  was  admitted 
moribund,  and  died  of  septic  peritonitis  just  after  admission,  without 
operation. 

Perforating  Duodenal  Ulcers  (36  cases). 

Three  were  admitted  very  ill  with  septic  peritonitis,  and  died  soon  after 
admission,  without  operation. 

Seventeen  cases  were  operated  upon  under  twelve  hours  after  perfora- 
tion. All  of  these  patients  recovered. 

Eight  cases  were  operated  upon  over  twelve  and  under  twenty-four 
hours  after  perforation.  Six  of  these  patients  recovered  and  two  died. 

Six  cases  were  operated  upon  over  forty-eight  hours  after  perforation. 
Two  cases  (in  which  the  perforation  had  been  excluded  from  the  general 
peritoneal  cavity)  recovered,  and  four  died. 

You  will  be  ready  now  to  believe  it  when  I  tell  you  that  the  fate 
of  a  patient,  the  victim  of  an  abdominal  emergency,  depends  almost 

*  I  know  of  no  other  hospital  statistics  to  compare  with  the  few 
results  published  here. 
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ent  in-lii  UJH>H  the  .v/,/7/  and  i>n>ni})titiult'  <>J  //^  <!<„(,,,.  .,nd  t  hat  any  special 

surgical   skill    has   very   little   to  do   with    In  -\.      It    i 

tlu-se    emergency    operations    to    n-ipiin-    ot  h,  r    f 

Care  and  skill,  as  proved  by  the  fact   that   the  results  nf  Ih,    m,,sf 

members  of  our  staff  in  early  easel  of  SCUt  dieitix.   f 

gastric  and  duodenal   ulcers,   and   ruptured   eetopic  L.'<  station*,  arc  an 

good  as  those  of  their  seniors.      It   is.  then-Ion-,  an  nh\  mus  <    M<  hiftion 

that  diagnostic  skill  is  the  most   important   factor  in  p 

The  belief  has  been  forced  upon  me.  at  t  «-r  i-ai ••  t  ul     •  tnany 

years  of  the  history  of  eases   before   and   after   op  that    th< 

majority  of  mistakes  in  diagnosis  are  due  to  ii/m-: 
law  which  it  will  be  the  chief  object   of  my  lecture  In-day  t..  impress 
upon   you.     In    order   to    do    this    the    iimn-    effectually    I    ask- 
suggestions  and  endeavoured   to  iind  a   name  which   would  stick 
serve  as  a  constant  reminder.     The  best  seems  to  me  to  I  triple 

syndrome  in  abdominal   emergencies."    but    perhaps   the   < -xpla: 
may  to  some  be  even  more  easily  remembered  than  this  n;, 

The  principle  of  the  law  has  been  to  smnc  extent 
cases  of  appendicitis,  for  which  a  '  lethal    interval."  '  the   d.mj 
remission,'    4  the    deceptive    calm,'    etc.,    have    been    d 
emphasized  in  many  papers,   but   what    is   true   ot   appendicitis   i^.    I 
want  to  prove  to  you,  true  for  the  other  abdominal  emergencies. 

In  all  there  should  be  three  phases  or  stages,  which  an  as  f,,|l,,\\x  : 

1.  The  stage  oj  shock. 

2.  The  stage  of  reaction. 

3.  The  stage  peculiar  to  each  lesion  :    for  example,  peril miiti- 
perforation,  acute  anaemia  for   haemorrhage,  an  enlarged  gall-bladder 
or  jaundice  for  gall-stone,  etc. 

In  all  of  the  dangerous  lesions  pain  is  severe  enough  in  the  iirst 
stage  to   produce   symptoms   of  shock,    varying   fmm 
something   serious    has    happened,    accompanied    by    pallor, 
and  feebleness,  to  such  a  bad  sensation  and  symptm.is  as  t<>  th 
and,  rarely,  to  cause  death. 

This  is  the  period  to  which   I  am  anxious  to  draw  youi 
attention  to-day,  because  it  is  of  the  greatest  impnrtan  ! 

at  fair  and  square  it  is  dillicult  to  miss  the  meaning  of  the  s\mpt..mx. 
but  there  may  be  only  a  single  chance,  tin- jir*t  /""/..  tin •  //• 
an  hour,  even  a  few  minutes,   later,   and   chietly   indcp  -f  the 

sort  of  lesion,  the  second  phase     that  of  reaction     has  s,  t  in, 
a  short  time  the  patient   mtii/  be  apparently   so   well 
almost  impossible  to  believe  that  any  dangerous  condil 

This  is  the  time  :Jien  //m7f//,r.v  tin-  intnle.  The  «  arly  alarn 
readily  forgotten  both  by  patient  and  doctor,  and  deceptive  - 
recovery  may  mislead  both  for  hours  or  days.  In  this,  the  second. 
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phase  the  most  important  evidences  are  tenderness  and  rigidity  of  the 
abdominal  muscles  on  palpation,  and  shifting  dullness  on  percussion. 

Treatment. — The  time  has  come  to  make  a  rule  that  all  cases  of 
abdominal  injury  and  of  acute  abdominal  pain  should  be  sent  to  a 
hospital  without  delay  for  observation. 

The  public  must  be  taught  that  the  requirements  of  present-day 
surgery  cannot  be  met  by  extemporized  arrangements  even  in  the 
most  perfect  houses,  and  that  the  mortality  of  serious  operations 
done  at  home,  is  at  least  four  times  as  great  as  it  is  in  the  suitable 
environment  of  a  hospital. 

The  following  recent  cases  are  typical  examples  of  the  truths 
which  I  have  been  telling  : — 

CASE  1. — A  gentleman,  age  58,  seen  with  Dr.  Ruxton.  On  a  Monday 
afternoon  he  had  some  grumbling  ache  in  his  belly,  but  went  on  with  his 
work.  In  the  evening  he  went  to  meet  his  wife  at  the  railway  station,  and 
whilst  standing  on  the  platform  had  so  much  pain  that,  though  very  averse 
from  such  a  course,  he  had  to  go  to  the  refreshment -room  for  some  brandy. 
When  his  wife  saw  him  she  asked  him  what  was  the  matter,  said  he  looked 
"  perfectly  ghastly,"  and  took  him  for  some  more  brandy.  On  the  way 
home  in  a  cab  he  vomited,  and  the  pain  and  vomiting  continued  all  Monday 
night  up  to  Tuesday  morning.  On  Tuesday  morning  he  was  so  much  better 
that  he  wanted  to  go  to  work,  but  yielded  to  his  doctor's  request  that  he 
should  stay  at  home,  as  his  temperature  was  101°  F.  On  Wednesday  morn- 
ing I  found  him  in  bed  against  his  wish.  He  was  smoking  a  cigarette  and 
reading  a  newspaper  ;  he  said,  "  to  put  off  the  time  till  I  told  his  doctor  and 
his  wife  that  they  were  making  a  fuss  about  nothing  and  allowed  him  to 
get  up."  His  temperature  was  100°  F.,  pulse  80.  He  was  tender  on  pressure 
over  his  right  iliac  fossa  and  the  overlying  muscles  were  slightly  rigid.  His 
swollen  appendix  was  palpable. 

I  operated  in  a  private  hospital  two  hours  later.  This  showed  the 
appendix  to  be  completely  gangrenous — 4  the  rotten  sausage  '  appendix — 
it  was  hanging  over  the  pelvic  brim.  He  recovered. 

CASE  2. — A  fragile  old  woman,  age  67,  residing  close  to  the  infirmary 
gates,  was  seized  with  a  pain  so  sudden  and  severe  at  10.30  on  the  morning 
of  her  admission  that  she  thought  "  she  was  going  to  die,"  and  so  did  her 
doctor  when  he  saw  her  at  11.30. 

An  hour  later,  when  I  saw  her  with  him,  she  explained  that  she  was 
"  all  right  now,"  and  looked  as  if  nothing  could  be  seriously  wrong.  She 
gave  a  history  of  long-standing  indigestion.  Her  pulse  was  good,  tempera- 
ture normal.  Her  abdomen  was  tender  on  light  pressure  in  the  epigastrium  ; 
there  was  some  rigidity  of  the  upper  half  of  both  recti  muscles,  and  shifting- 
dullness  in  both  flanks. 

I  operated  two  hours  later  in  the  infirmary.  There  was  a  perforated 
pyloric  ulcer  with  gas  and  free  fluid  in  the  belly.  Pyloroplasty  ;  lavage  of 
peritoneum  ;  recovery. 

CASE  3. — A  gentleman,  age  36,  seen  Saturday  evening,  November  15, 
1913.  At  7  o'clock  he  was  suddenly  seized  with  a  very  severe  pain  ; 
immediately  after,  Dr.  Beatley  found  him  tossing  about  the  bed  in  '  agony,' 
pallid,  in  a  cold  sweat,  and  with  a  feeble  pulse.  He  sent  at  once  for  a  sur- 
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Scon,  and    Mr.    Kichardson   arrived   :,i    s.i;,.      |U    ,,lls   „„„.   , he  patent   luul 
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that  ho  thought  Dr.  Unit  lev's  nncl  Mr  Uic-hardson 
done  at  once   required    furllu-r  eonxjderat  I..M 

When  I  saw  him  ;il,,,ui  s.:5o  it  was  ,1,11,,.,, It  to  I.,  tkrvi   .it  t,n.t  fflancr 
there  was ;  anything  :,t  all  wrong,      M  im   re,, next  I,,-    r,HMed  over  hfe  broad 
bed  unaided  ami  with  alacrity,     ll,>  abdomen  wn*  /,•„,/,-,  »,,  ,|1(    , 
middle  line  above  and  in  the  ri-J.l    ilia-  lo^a  belou        ||,,   ,,    |,| 
more  n'nitl  than  the  left.  an,l  then-  was  ,/,///,„  ss  ,,,  his  n ••!,! 

Operation  in  a  private  hospital  by  Mr.  Richardson  ,[„ 
a  perforated  duodenal  ulcer.     Recovery, 

CASE  4.— A  lady,  age  52.     On  a  Toetdl  m  .lulv.  at  6  oYI 

she  was  playing  croquet  in  her  garden,  when  she  uas  s,,dd.  i.K   seized  with 
so  severe  a  pain  in  the  abdonu-n  that  she  ha, I  t«.  rush  t 
minutes  later  had  to  be  carried   into  the   house  and    put    t 
immediately   after   the   pain   commenced    she    vomited,    an. I    th. 
continued  till  early  on  Wednesday  mornini:.     The   pan,    -r  i.lu.dlv  abated 
and  she  had  a  little  sleep. 

When  I  saw  her  with  the  doctor  on  \\Vdn,sda\    m,,rnin-  h,    ,|,  >,  - 
the  change  in  her  condition  from  the  previous  night  ai      mar\,  II 
was  reading  in  bed  and  looked  as  if  there  was  nothing  th,    matter  will 
She  had,  however,  still  an  occasional  *  grumbling  '  pain  and  had  (MM 
flatus.     Her  pulse  and  temperature  were  normal.     Then-  was  a  Mar  in  the 
middle  line  of  the  abdomen  below  the  umbilicus,  the  result  of  a       riiecologicaJ 
operation  performed  two  years  previously.     l»h\xieal  rifDI  ire*    M| 

She  lived  in  the  country,  between  twenty  and  thirty  miles  au 
Newcastle,  and  I  advised  that  she  should  come  back  with  me  m  lin- 
ear and  go  into  a  hospital  for  observation.     All  the  way  back  in  tin-  ear  she 
talked  the  sort  of  entertaining  'slush'  in  which  society  ladies  mduL- 
said  she  enjoyed  the  trip  immensely.     In  the  evening  I  saw  her  a_ 
was  quite  cheerful,  but  still  had  a  little  •  grumbliiii:    pain  and  wind,    but  im 
sickness.     In  order  to  clear  up  the  difficulty  in  diaLrn<>sis  and  t..  de<  idc — as 
I  thought  in  time — as  to  whether  the  case  was  one  of  intestinal  obstr 
or  not,  I  ordered,  as  is  my  usual  custom,  that  early  in  the  mornm-  an  • 
should  be  administered.     If  this  gave  no  result,   the   stomach   was  to  be 
washed    out.     If   there   were    faeculent   contents,    an    immediate 
should  be  done.     If  not,  after  the  lavage  1  oz.  of  castor  oil  should  U-  left 
in  the  stomach.     The.  enema  had  no  effect  ;    the  stomach  had  no  fa*culent 
contents,  but  shortly  after  the  administration  of  castor  »il  spas  modi, 
and  vomiting  set  in,  so  I  operated.     The  operation  discovered  a  loop  of 
small  gut  strangulated  by  a  band,  and  the   gut    was  gangrenous.      ' 
venous  infusion  during  operation;    resection  and  anastomosis.    Recovery. 

CASE  5. — On  Saturday  evening,  November  1.  1!H:5.  Dr.  Ixmgbotham, 
of  Middlesbrough,  telephoned  to  say  that  he  had  just  seen  a  lady  who  waft 
better  now,  but  she  had  had  a  bad  abdominal  pain  and  looked  \  -  ry  ill  during 
the  attack,  and  that  he  felt  anxious  about  her  still.  It  was  arranged  that 
she  should  be  sent  through  by  motor,  and  at  11  (.'clock  tin-  same  m^'lit  she 
arrived  at  the  private  hospital  in  a  motor  car.  She  rejected  the  offer  to 
carry  her,  walked  upstairs,  and  shortly  afterwards  we  held  a  consultation. 

The  history  was  that  she  was  37  years  of  age,  had  been  married 
thirteen  years,  and  had  no  children.     A  week  before  she  had  been  » 
with  very  bad  pain  when  she  got  out  of  bed.     The  pain  mad.   her  shout  out 
and  go  to  bed  again.     The  pain  was  situated  in  the  riL'ht  iliac  fossa  and  • 
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down  into  the  rectum.  After  lasting  for  an  hour  it  passed  off  ;  she  got  up 
and  went  about  as  usual.  Two  days  later  she  had  an  exactly  similar  attack, 
and  recovered  as  before.  At  mid-day  three  days  later  she  was  again  seized 
with  pain,  mostly  in  the  middle  line  below  the  umbilicus,  but  extending  into 
the  right  iliac  fossa.  This  time  she  turned  cold  and  clammy,  felt  very  ill, 
and  thought  she  was  going  to  die.  The  menstrual  period  was  a  fortnight 
overdue,  but  such  an  irregularity  was  not  of  infrequent  occurrence  with  her. 

She  was  a  handsome,  well-nourished  looking  lady,  somewhat  anaemic 
(though  not  more  than  usual,  it  was  thought),  who  looked  cheerful  and  as 
if  nothing  serious  could  possibly  be  wrong  with  her.  Tongue  clean,  pulse  82, 
temperature  97-8°  F.  Her  abdomen  was  somewhat  rigid  and  tender  in  the 
right  iliac  fossa,  but  beyond  these  signs  nothing  was  discoverable.  It 
seemed  doubtful  whether  anything  was  seriously  amiss  with  her,  and  it 
certainly  appeared  to  all  of  us  then  that  there  was  nothing  to  cause  any 
alarm. 

We  met  next  morning  for  a  further  consultation.  She  still  looked  very 
well,  but  perhaps  not  quite  so  well  as  the  night  before,  and  had  not  slept 
much.  Tenderness  and  rigidity  in  the  right  iliac  fossa  were  now  well  marked, 
and  there  was  shifting  dullness  in  both  flanks. 

Operation,  immediately  following  the  consultation,  showed  the  abdomen 
to  be  filled  with  blood  (there  could  not  have  been  less  than  1  quart)  due  to 
an  early  ectopic  gestation  which  had  ruptured  near  to  the  fimbriated 
extremity  of  the  right  Fallopian  tube.  Ligature  and  excision  of  the  tube  ; 
intravenous  saline  infusion  on  table.  Recovery. 

CASE  6. — A  woman,  age  48,  was  admitted  to  the  Royal  Victoria 
Infirmary  with  the  following  history  :  In  February,  1911,  she  had  an  attack 
of  pain  in  the  left  side  of  the  abdomen,  which  she  says  was  not  very  severe, 
though  she  vomited  several  times  with  it,  was  confined  to  the  house,  and 
was  most  of  the  time  in  bed  for  three  weeks.  She  remained  quite  well  after 
this  for  more  than  two  years.  On  July  3,  1913,  when  alighting  from  a  train 
in  Durham  Station,  the  pain  suddenly  returned,  and  was  so  severe  that  she 
had  to  be  helped  into  a  cab  and  home  to  bed.  She  vomited  many  times, 
but  after  a  few  hours,  with  the  help  of  some  little  pills  sent  by  the  doctor 
and  hot  applications  made  by  a  friend,  she  got  relief,  and  thought  she  would 
soon  be  all  right  again.  She  had  been  a  fortnight  in  bed. 

On  admission  her  abdomen  was  swollen  and  tender.  Spasmodic  pains, 
and  visible,  palpable,  and  audible  evidence  of  increased  peristalsis,  and 
inability  to  pass  flatus  (the  trinity  required  for  the  diagnosis  of  intestinal 
obstruction  according  to  my  view)  were  present,  and  there  was  a  large,  very 
tender  cystic  tumour  occupying  the  abdomen. 

Operation  showed  much  distended  adherent  intestines,  and  a  plum- 
coloured,  adherent,  gangrenous  ovarian  cyst,  with  a  pedicle  twisted  one  and 
a  half  times.  Ovariotomy.  Recovery. 

CASE  7. — A  male,  aged  42,  admitted  to  the  Royal  Victoria  Infirmary. 
For  several  years  past  he  had  indefinite,  cramp-like  pains  in  his  stomach, 
relieved  by  alcohol.  Two  days  before  admission  he  felt  pains  in  the  stomach, 
and  cold,  two  hours  after  breakfast.  By  12  o'clock  the  pain  became  of  a 
stabbing  character,  and  was  so  severe  that  it  doubled  him  up,  made  him 
shout,  roll  about,  and  shiver  and  sweat.  It  was  chiefly  in  the  right  side 
below  the  ribs  and  in  the  pit  of  the  stomach,  and  it  caught  his  breath.  He 
got  no  relief  till  next  day,  when  his  doctor  gave  him  opium. 

On  admission  to  the  infirmary  (two  days  after  the  attack  commenced) 
he  looked  well.  Tongue  dry  and  furred  (opium  ?).  Pulse  107,  temperature 
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101°.      There  was   marked    tandefMH    bdoi     UN     rfafc    t.l*.    no   marfcrd 
rigidity,  and   a   vers    lender  »:ill  l.la.l.ln    Mm 

Operation.    The  gall-i,iadd,-r  p  ,,,„,  ^  ^1,^  |fl-i|r 

(hstended.    Contained     thirk.    dark     bile,     p  I      .,,,d    ga£*tOIMI 

miifous  membrane  linin-  it  showed  patched  . 
stones.     rholecystostomy. 


CASE  8.—  A  mil  u-r.  age  17.  Wtts  admit  ted  to  th,    I; 

on  the  evening  of  March  27,  IIM::      Pfe   bow  .„„  hVhlS 

been  crushed  and  lu-M  hctw,-<-M  a  hrak,-  IM-I,,,,!  and  Bflj  iix  >.,|M  in  front 

of  him.     He  felt  very  faint,  an.l.  ..n  I,,  ,,,L.  ,,  -l,-.-,s,.,|.  f,  I! 

and   very   ill.      The  abdominal  pain,  so  srvrrv  ..I    In 

and  he  had  none  when   he  arrived.      His  e,,m,,|;u.,i    il,.-.,   w,w  of  pain  over 

the  lower  part  of  the  ribs  on  the  ri-ht  s.de.  and  I.. 

The  only  sign  discoverable  was  some  /•;•//,/////  ,,\,  r   H, 
abdomen.     He   looked   well,    his    puU,     \\;,x   so.    ;md    h^    t.  mp.  r.iMirc  wan 


Fig.  104.—  Diasram  of  ruptured  UTOT. 

normal.     He  was  examined  by  several  different  authorities,  and  all 

that  there  was  nothing  to  indicate  a  serious  lesion  or  tli 

tion.     Directions  were  given  that  a  half-hourly  n  cord  <»f  his  pulsr  l><    kept. 

Next  morning,  when  I  saw  him  for  the  first  time,  he  had  not  slept  and 
was  in  great  pain.  His  colour  was  good,  lie  was  sweating  fn<l\.  his  t 
was  moist,  and  his  pulse  of  good  <|iialitv  and  only  so  to  the  mimiti  Hi- 
abdomen  moved  very  little  with  respiration,  it  \\as  mark.dlv  rigid  and 
tender  all  over,  and  there  was  shifting  tlnllm-ss  in  both  flanks  and  the  hypo- 
gasfnvm 

It  was  now  evident  that  some  serious  intra-ahdominal  lesion  wa- 
and  the  problem  whether  this  condition  was  due  to  ruptured  int. 
general  peritonitis  or  to    intraperitoneal   hu'inorrhage   was    fully   diseusx«d. 
My  view  was  in  favour  of  peritonitis,   as.   thoui-h    I    km-\v  a  large  intra- 
abdominal  haemorrhage  might  exist  with  very  little  dist urban.       l        M<l  not 
believe  that  a  haemorrhage  large  enough  to  cause  dullness  so  marked  could 
fail  to  produce  evident  anaemia. 

Operation  (seventeen  hours  after  the  accident). — On  op«  nin.-  the  abdo- 
men blood  poured  out.    This  was  traced  to  the  liver.     H«  numbering  Hogarth 
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Pringle's  valuable  hint,  I  passed  my  left  forefinger  into  1he  foramen  of 
Winslow,  and  with  my  thumb  in  front  compressed  the  hepatic  artery,  portal 
vein,  and  bile  duct,  arresting  all  haemorrhage  at  once.  The  wound  was 
found  to  be  in  the  right  lobe  of  the  liver,  extending  from  the  coronary 
ligament  through  the  free  margin,  and  involving  so  much  of  the  whole  thick- 
ness of  the  organ  that  the  portion  on  the  right  seemed  to  be  attached  to  the 
left  part  by  only  a  narrow  band. 

The  tear  was  sutured  in  four  tiers  with  thick  catgut  (Fig.  104).  The  first 
line  of  mattress  sutures  commenced  about  1^  in.  from  each  side  of  the  tear, 
and  caught  the  bottom  of  it,  the  next  were  introduced  about  1  in.  from  the 
edge,  the  third  |  in.,  and  a  final  continuous  suture  brought  the  fibrous  capsule 
together  (Fig.  105).  Before  the  sutures  were  tied  any  relaxation  of  the  hold 
upon  the  gastro -hepatic  omentum  was  followed  by  active  haemorrhage,  but 
as  soon  as  the  sutures  were  tied  the  wound  was  dry.  The  peritoneum  was 
washed  clean.  Intravenous  infusion  on  table. 


Fig.  105. — Diagiam  ol  ruptured  liver  after  suturing. 

A  drainage  tube  was  left  in  the  hepatic  pouch  for  the  first  ten  days, 
but  nothing  escaped  from  it,  and  the  wound  healed  by  first  intention. 
Except  for  a  curious  rise  in  temperature  every  evening  (up  to  102°  F.)  the 
patient  made  a  good  recovery,  and  went  home  well  fourteen  days  after  the 
operation. 

COMMENTARY. 

Nothing  impresses  so  forcibly  the  remarkable  progress  that  has 
been  made  during  the  last  twenty-five  years  as  consideration  of  cases 
such  as  these.  They  have  been  selected  as  typical  examples  of  a 
class  of  patients  whose  lives  are  saved  now  by  early  operation,  but 
would  formerly  have  been  lost.  Surgeons,  however,  are  not  yet 
satisfied.  Lives  are  still  lost  that  should  be  saved,  and  a  delay,  not 
so  dangerous,  too  often  means  prolonged  convalescence,  and  a 
dangerous  illness,  which  might  have  been  averted  by  more  accurate 
diagnosis  and  more  prompt  action.  Improvement  has  been  most 


st  I{<;K  \i.     rnvrmw  Tln\-  -ABDOMl\  \l 

marked     in    tin-    more    tragic    conditions,    such    as 

gastric    and    duodenal    ulcers.    because    symptoms  are  K>  *vi 

pronounced    that    e\«i\     one    Concerned  (Inn*; 

should  he  done  without  unnecessary  d<  l.-.\.     Th 

appendix    eases    left    to    form    ahsc<  ss   «.r    to   d'-\«l<.p    p.  nh.iiitix    ' 
operation,   and   still   more   gall-stones    1.  It     (ill    lerioill  tion*. 

such  as  abscess,  common-duet  infection,  and  cancer,  render  operations 
serious  and  unsatisfactory. 

The  removal  of  the  appendix  IH|'..I-<    perforation  <-r  of  gall-stones 
when  still  confined    to  the  gall-bladder  is.   in   the   hand 
surgeons,  now  so  safe  that  a  diagnosis  of  appendicitis  or  of  if  all-stones, 
unless  a  sufficient  excuse  to  the  contrary  can  he  offered,  should  mean 
undelayed  operation,   because  this,   \\ith   !'•  ••lions,   is   the  only 

reasonable  course  to  follow.     The  public  has  not  yet  appreciated,  as 
surgeons  have,  the  serious  effects   of  gall-stones  and   th«-  d 
delay,  otherwise  there  would  be  few  visits  to   Vichy  t«.  undi TL'O  the 
4  cure,'  and    less   medical  treatment  of    them.     The  tact    is  th 
this  part  of  the  world  at  any  rate,  the  advances  of  surgery  • 
almost  entirely  to  the  advantage  of  the  miner,  and  have  affected  the 
millionaire  scarcely  at  all.     Every  surgeon  can  recall  the  ur^i 
to  a  country  mansion,  the  twenty  to  fifty  mile  journey,  the  consulta- 
tions first  with  the  patient,  then  with  his  wife,  next   with  In-  family, 
then  with  one  or  more  interested  relatives  or  friends,   then   with  a 
professional  celebrity,  who  often  has  to  be  waited   for.  and   finally. 
"  as  a  last  chance,"  the  operation,  in  magnificent  but  wholly  unsuit- 
able surroundings,  and  the  deplorable  loss  of  a  life  which  he  knows 
could  have  been  saved. 

In  conclusion,  I  would  like  to  draw  your  attention  to  the  n  ; 
of  a  case  in  one  of  the  papers  last  week— that  of  a  youni:  man  struck 
in  the  abdomen  by  the  knee  of  another  football  player  on  Saturday 
He  was  carried  into  a  cottage  close  to  the  playmir  lidd,  BJ 
few  hours  was  taken  home,  where  he  died  on  Thursday.     Th 
dence  at  the  coroner's  inquest  was  to  the  effect  that  he  died  of 
tonitis,  the  result  of  a  tear  of  the  small  bowel,     h  "hen- 

a  sharp  localized  blow  has  been  received  on  the  abdomen  the  path 
is  "severely  winded  "  and  much  shocked,  but  oftc: 
pletely  for  a  time  that  a  fatal  result  scarcely  seems  possible, 
seen  several  of  them,  and  have  taught  for  a  lonu'  time  that.  h«.v 
perfect  the  recovery  may  appear  to  be,  the  probabilities  are  n  -trongl) 
in  favour  of  a  serious  lesion  that  such  a  patient   should  be  sent 
a  hospital  for  observation  without  delay. 


I    '  • 


930  RUTHERFORD     MORISON 


MALIGNANT   GROWTH  OF  CLECUM  SIMULATING   APPENDI- 
CITIS :     TREATED    BY    WIDE    EXCISION    OF    THE    BOWEL 
WITH  A  PART  OF  THE  ABDOMINAL   WALL. 

(The  British  Journal  oj  Surgery,  No.  5,  1914.) 

History. — J.  T.,  boilermaker,  age  49,  was  operated  upon  at  North 
Shields  Hospital,  twenty-eight  weeks  ago,  for  appendicitis  with  an  abscess. 
He  states  that  the  appendix  was  removed.  The  surgeon  who  operated 
found  a  hard  nodular  tumour.  The  wound  had  never  healed  up,  and  it 
continued  to  discharge  matter,  never  faeces.  When  walking,  he  has  an 
acute  pain  in  the  abdomen  just  below  the  navel  ;  this  pain  disappears  when 
he  assumes  the  recumbent  posture.  There  are  no  night  sweats.  He  is  not 
losing  flesh.  The  bowels  are  fairly  regular. 

On  Admission. — Large,  pale  man.  Pulse,  temperature,  and  tongue 
normal. 

Signs. — In  the  right  iliac  fossa  there  was  a  long  oblique  scar,  and  to- 
wards its  inner  end  was  a  fungating  ulcer  the  size  of  a  penny  piece.  This 
ulcer  was  hard-edged,  nodular  (growth  in  excess  of  destruction),  and  fixed 
to  the  abdominal  muscles  (anterior  wall)  by  a  large  hard  tumour  under- 
neath. The  groin  glands  were  not  enlarged.  There  were  no  nodules  at  the 
umbilicus,  or  in  the  supraclavicular  fossae  or  liver.  No  growth  could  be 
made  out  per  rectum. 

Operation  (November  22,  1913). — The  septic,  sodden  skin  surrounding 
the  ulcer  was  dried,  and  then  soaked  with  iodine  tincture.  An  elliptical 
incision  was  made  around  the  ulcer.  The  latter  was  covered  with  iodoform 
gauze,  and  the  skin  which  had  been  isolated  by  the  ellipse  was  sutured  over 
this.  The  old  scar  was  included  in  another  ellipse,  and  the  skin  on  either 
side  was  isolated  by  clamping  Tetra  cloths  to  it.  The  abdomen  was  then 
opened  through  the  front  of  the  scar,  and  as  no  secondary  growths  in  the 
peritoneum  or  liver  were  discoverable,  it  was  decided  to  make  an  attempt 
to  remove  the  entire  growth.  The  muscles  of  the  abdominal  wall  were 
divided  through  their  whole  thickness  to  the  adherent  growth,  then  the 
adherent  omentum  was  ligatured  and  divided  well  beyond  the  growth, 
leaving  a  considerable  portion  attached  to  it.  More  than  ten  inches  of  the 
terminal  ileum  (its  removal  being  necessary  because  of  old  adhesions)  with 
the  attached  abdominal  wall  and  omentum,  all  of  the  large  glands  and 
mesentery  of  the  ileocolic  distribution  up  to  the  origin  of  the  ileocolic  artery 
(Jameson  and  Dobson),  the  caecum  and  ascending  colon,  and  the  hepatic 
flexure  of  the  colon,  were  excised  in  one  piece  (Fig.  106).  The  ileum  was 
anastomosed  to  the  transverse  colon,  the  gap  in  the  mesentery  closed,  and 
the  abdominal  wall  sutured  in  layers.  No  drainage  was  left.  Intravenous 
transfusion  was  used  during  the  operation. 

The  patient  never  appeared  to  be  any  worse  than  if  he  had  had  his 
appendix  removed — showing  that  the  mortality  of  these  large  operations 
in  the  right  iliac  fossa  need  not,  with  careful  technique,  be  high. 

After-history. — The  wound  is  now  healed,  except  for  a  superficial  granu- 
lating sore. 

December  9.  The  wound  is  healed  in  its  deep  parts,  but  the  skin  has 
gaped,  and  there  is  a  granulating  area  present. 

Pathology. — A  large  growth  extends  from  the  lower  end  of  the  ileum, 
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invading    the    :i!).|<>iuin:il    miixrlrx.    am!    I  •  t  imn.it  iii_-    in    il.<       kill 

lOti).      The  i;n»\\tli   invadrx   Ih.    ilral    |'"H f  DM    il<  . ..  .1  i-.il   \.tlv 

as  sharply  cut    oil    Imui   MM-  ca-cinn  as  a  si-  i!\    i* 

the  (liiixlcniiin.      Tin-   iiirscnti TIC  ulaiuU  urc  r\l«n,i\,|\    m\,,|\. 


Fig.  10«;.— Piairrain  to  show  malurnant  erow ' 
c-iXJt-um!  asL-eiulinu'  and  part  of  transverse  colon,  ami  ubon' 
ileum.     (M,  M)  -Muscle  ;     (S>  Ski"  ;     (G)  '  -r.-wth  ;    (O>  ' 

Microscopist'x  Report.— Typical  colmimar-crllr.l   ,  .'nhl 

the  entire  wall  of  the  £ut,  and  show  inn  mucoid  ilt  ••:*  -lu-rat 
show  the  same  condition. 
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NOTES    ON   SURGICAL   DISEASES    OF   THE    COLON, 

BASED  UPON  A  DEMONSTRATION  GIVEN  IN 
THE    ROYAL    VICTORIA   INFIRMARY,    NEWCASTLE. 

(The  British  Journal  of  Surgery,  No.  10,  1915.) 
RARE  CAUSES  OF  CHRONIC  INTUSSUSCEPTION. 

Three  specimens,  removed  by  operation  from  elderly  men  in  the 
last  six  months,  were  exhibited. 

REMARKS. — Surgical  opinion  is  agreed  in  believing  that  chronic 
intussusception  in  adults  is  the  result  of  tumour  growth,  and  in  elderly 
adults  it  is  so  likely  to  be  due  to  a  malignant  tumour  that,  until  the 
contrary  is  proved,  one  ought  to  expect  this  as  the  cause.  These 
specimens  show  that  this  rule  cannot  be  applied  with  absolute  confi- 
dence, so  that  they  are  of  highly  practical  interest.  The  first  specimen 
shows  a  polypus  the  size  of  a  medium-sized  pear  hanging  from  the 
interior  of  the  descending  colon.  It  is  a  pedunculated,  submucous 
lipoma.  At  the  time  of  the  operation  there  was  an  active,  superim- 
posed on  a  chronic,  intestinal  obstruction.  An  alternately  hardening 
and  relaxing  tumour  in  the  left  iliac  fossa  with  signs  of  obstruction 
made  a  diagnosis  of  chronic  intussusception  easy.  The  abdomen  was 
opened  by  an  oblique  left  lateral  incision  over  the  tumour,  which  was 
found  to  be  caused  by  an  irreducible  intussusception  of  the  descending 
into  the  iliac  colon.  Acting  upon  the  probability  that  this  was  due  to 
a  malignant  growth  in  the  colon,  a  wide  excision  of  bowel  and  mesen- 
tery was  made.  The  distal  extremity  of  the  iliac  colon  was  closed  and 
returned  to  the  abdomen.  The  proximal  opening  at  the  splenic  end  of 
the  transverse  colon  was  mobilized,  brought  out  through  the  incision 
drained  by  a  Paul's  tube,  and  fixed  by  sutures  to  the  abdominal  wall. 
Part  of  the  iliac  colon,  all  of  the  descending  colon,  the  splenic  flexure, 
and  a  corresponding  area  of  the  mesentery  were  excised.  When  the 
patient  had  been  given  sufficient  time  to  recover,  his  abdomen  was 
opened,  and,  after  closure  of  the  artificial  anus,  the  lumen  of  the  intes- 
tine was  restored  by  a  lateral  anastomosis  (as  in  Fig.  107)  between  the 
transverse  and  iliac  colon. 

The  next  two  specimens  are  of  even  greater  interest,  because  the 
mistake  was  made,  after  examining  the  bowel  through  the  wound,  of 
believing  that  a  growth  was  present  when  there  was  none  at  all. 
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The  second  occurred  ,„„•  month  .,|l.  t    !(,.    !;!    ;     .,. 

the  advantage  of  such  n     , 

and  -lid  my  best  to  avoid  anoth.  r  mist         i 
"•i'li    H»<-   first.     Itntli   patients   li:.<!   sympt 
chronic  intussusception  in  th. 
susception  in  both  cases  was 

opened.      On  reduction,  sneh  a  definite,  linn  lump  v. 

of  thcc.-venm  in  both  cases,  that  in  the  lirst  I  had  nodoi.i 

growth  was  present  there,  and  in  the  second  m\   in,. 

me  to  act  as  if  there  were,     In  b,,th  I  ti.-d  th.  ileocoli* 

six  inches  of  the  end  <»f  the  ilenm.  th«-  cccum,  tl, 

part    of    the    transverse    colon,     and      the  ;,,, •*,  r,t.  r\ 

(Jamieson  and  l)ol)son\  operation),  and  restored  tl 
by  lateral  anastomosis  between  the  ileiun  and  the  tran 


Fiy.  107.— Lateral 


Examination  of  both  specimens  shows  that   the  lump  win. 
and  looked  macroscopieally  more  like  a.  carcinoma  than  an\  thn;. 
was  just  a  large  localized  swelling  of  the  end  ot  tin-  csseum, 
by  haemorrhage  and  inflammatory  effusion,  the  mirr  .»iToborat- 

ing  this.     In  both  ileocsecal  eases  tlu  i 

attachment  of  the  ctecum  and  colon,  which  still  retained  a  Imi^  lucsen- 
tery.  and  it  seems  probable  that  excision  was  the  only  pr<>mixmi:  r 
of  preventing  the  recurrence  of  trouble.     The  operations  j 
however,   were   much  too   serious   it'  the   condition    could    i 
recognized.     Excision  of  this  portion  of  the  colon  ii 
is  no  more  dangerous  than  appendiecctomy  :    but  the  risk  IN  .-..nNuli-r- 
ably  increased  when  a  corresponding  removal  ot  the  MK-M  nt.  r\   i 
be  undertaken  at  the  same  time.     Though  all  these  pad.  nt-  • 
it  is  regrettable  that  such  extensive  operations  i 

NOTE. — Dr.    William    Mayo,    of    Hoeh. 

present,  said  that,  in  his  opinion,  the  probability  "f  m-drjn mt  _" 
in  these  cases  would  not  allow  of  more  limited  operation,  and  t 
was  at  present  impossible  to  distinguish  such  conditions  from  malig- 
nant growths  during  the  operation. 
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CASES  AFTER  PARTIAL  EXCISION  OF  THE  COLON  FOR  CANCER. 

CASE  1. — A  man,  age  62.  For  not  less  than  twenty  years  he  had  had 
chronic  superficial  glossitis,  and  a  similar  condition  affected  his  cheeks  and 
palate.  From  time  to  time  I  had  treated  him  for  ulcers  on  the  diseased 
surfaces,  and  my  confident  anticipation  was  that  cancer  would  sooner  or 
later  develop  on  one  of  these  patches. 

In  February,  1909,  he  was  admitted  to  the  Royal  Victoria  Infirmary 
with  acute  intestinal  obstruction  after  a  long  spell  of  chronic  obstruction 
and  constipation  ;  and  on  Feb.  16  I  made  a  caecostomy.  On  March  13, 
1909,  I  removed  a  growth  in  his  splenic  flexure,  with  half  of  the  transverse 
and  descending  colon,  and  made  an  anastomosis  (Fig.  108)  between  the 
transverse  and  the  iliac  colon.  There  were  large  infiltrated  glands  in  the 
mesentery  close  to  the  growth. 


Fig.  108.  —  Lateral 
anastomosis  between  the 
transverse  and  iliac  colon . 


Fig.  109.  —  Knd-to-end  anastomosis 
made  after  longitudinal  splitting  on  the  anti- 
mesenteric  side  of  the  bowel.  The  sharp 
angles  are  rounded  off  with  scissors. 


On  March  27,  fourteen  days  after  the  colon  excision,  I  closed  the 
caecostomy  ;  and  during  the  last  four  and  a  half  years,  so  far  as  his  abdomen 
is  concerned,  he  has  been  quite  well. 

In  May,  1912,  however,  he  returned  with  cancer  of  his  cheek,  and  this 
growth  along  with  the  neck  lymphatics  and  the  glands  on  the  same  side, 
was  excised  by  a  block  dissection.  The  extensive  scars  show  the  extent  of 
the  operation.  He  is  at  present  quite  well. 

The  special  interest  in  his  case  is  that  he  has  had  cancer  in  two 
situations — a  rare  event.  Microscopically,  the  mouth  cancer  was  of 
an  ordinary  squamous  type,  and  the  bowel  growth  of  the  usual 
columnar-celled  variety. 

CASE  2. — A  man,  age  38.  On  Aug.  13,  1913,  I  excised  fourteen  inches 
of  his  pelvic  colon  and  the  corresponding  mesentery,  with  many  involved 
glands.  The  excision  extended  so  far  down  in  his  pelvis  that  I  could  not 
make  a  lateral,  and  therefore  had  to  perform  an  end-to-end,  anastomosis 
(Fig.  109). 


SURGICAL     CONTmm  Tln\s      \HIMI\II\\I. 

M:niy    years   aijo    I    advocated    this    plan    j|.    <-.,   ,   ,    ,,|    ,, 
pointing  out    the  ad\  ant  au'cs  of  increasing  the   h;m.  n   .,t    li 
niosis  and  diminishing  tlic  risk   «.r  an   in, -lli,-i.  i.t    Mood-fUpply,   and  I 
had  used  it   with  satisfaction  in  the  small  intestine.   l,.,t    Qevet  in  the 
large  bowel  till  Dr.  \V.  Mayo  told  me    he  had  round  il  mo 
there.     In  the  drawing,  tin-  sharp  corners  of  the  l<>iiL'ihidm:il  sh* 
been  left.     Befoie  performing  the  anastomosis  th<\  should  I. 
off. 

In  the  following  case,  the  patient,  a  woman.  vrai  -  m  in 

private  seventeen  years  ago;    she  has  refused  to  com.    for  •  drib 
and  consequently  I  am  only  able  to  show  the  L'rowth  raw 
read  the  notes  of  her  case,  for  which  I  am  indebted  to  Mr.  Hamilton 
Drnmmond. 

CASE  3. — Mrs.  G.,  age  45,  was  admitted  into  a  private  hospital  in  1898 
with  the  history  that  one  year  before  she  began  to  pass  Mood  ami  slum  m 
her  stools.  She  appeared  to  be  in  good  health,  and  nothin^  d  was 

made  out  on  abdominal  examination.  By  tin  rectum  the  l»n\\el  \va-s  f..ii«.-l 
empty  and  ballooned  ;  but  a  mass  was  palpable  both  by  this  n.ut.  ;md  j.«  r 
vaginam  lying  in  Douglas's  pouch  and  distinct  from  the  uteru-. 

On  Nov.  30,  1898,  the  abdomen  was  opened  by  a  median  incision, 
patient  was  placed  in  the  Trendelenburg  posture  and  ei^ht    meh.  •*  ,,f  tin- 
pelvic  colon  and  upper  rectum,  with  the  corresponding   n  \\>r> 
excised.     A  glass  bobbin  with  indiarubber  tube  was  tied  into  the  Int- 
end of  the  pelvic  colon  and  drawn  through  the  rectum  <>ut  of  the  amis,  tin 
anastomosis  being  completed  with  Lembert's  suture^,                i  10). 

The  growth  was  of  the  mushroom  type,  1£  x  2£  in.  in  diann-trr.  It 
was  raised  half  an  inch  above  the  surface,  and  did  not  completely  surround 
the  bowel.  Microscopical  examination  showed  it  to  be  a  columnar-celled 
carcinoma. 

Dr.  Durant,  of  Gateshead,  her  medical  attendant,  writer  to  HQ  that 
she  is  now  in  perfect  health. 

CASE  4. — A  man,  age  59.  On  Sept.  2.  1913.  I  excised  hi->  colon  an. I 
the  corresponding  mesentery — from  the  splenic  tlexnre  above  to  the  middle 
of  the  iliac  colon  below — for  a  constricting  carcinoma  of  tin-  Iowa  <  nd  of 
the  descending  colon.  After 'mobilizing  the  splenic  flexure.  I  made  a  lateral 
anastomosis  between  the  transverse  colon  above  and  the  iliac  enh.n  h«-l..\\ 
Fig.  107). 

These  cases  illustrate  conditions  following  cancer  of  the  colon  at 
the  present  time;    but  only  successful  examples  can  be  sho\\n.      It   is 
not  true  to  say  that  surgeons  can  yet  boast  of  their  results  from 
excisions,  for  the  mortality  is  still  very  hi.jjli     indeed,  so  hiu'li  tliar 
are  no  long  lists  of  successful  operations,  as  there  would  h 
opportunities  had  presented  themselves  for  boasting     M;  result- 

have  been  bad,  for  it  took  many  years  to  teach  me  what   I  now  thin 
I  know,  and  the  mortality,  especially  from  the  MUfiier  :itt.-mpt» 
excision  during  the  stage  of  acute  obstruction,  was  t«  rnble. 


936 


RUTHERFORD     MORISON 


lesson  we  thought  we  had  learned  was  that  no  large  operation  should 
be  attempted    in  these  eases,   and  the  three-stage  operation   of  (1) 


Step  3. 
Fig.  110.— Anastomosis  low  down  in  the  pelvis. 


CcEcostomy,  (2)  Excision  of  the  growth,  and  (3)  Closure  of  the  ccecostomy 
became  the  established  routine.  This  plan  has  recently  been  chal- 
lenged by  Sir  Arbuthnot  Lane,  who  says  the  whole  colon  should  be 


Slh't.K  AL     CONTKim  THINS      MlhiiMIN  \l 

removed  in  these  cases,  and  any  luggestion  ofhii  tui  md»  mo*t 

careful  consideration.     It  special!}  appeali  i..  me  b 

ficd  that  the  new  principle  of  removing  ;i  I  <he  distended. 

sodden  intestine  and  its  septic  contents  above  ;m  acute  ..I, si 
the  small  intestine     a  principle  for  which  \vc  ;nv  n,,|,  l,|,  ,,         p 
A.  E.  Barker — has  not   received  tlu-  reeo-jnit  j.,M  it  ; 

own  experience  (sec  paper  in  /,,/.;„-,•/.  i:n<h  M  n,  I, is.  it  h;,s  proved  to  !»«• 
a  life-saving  measure.      Why  should  not   tin-  same  principle  !„    ..pph.  - 
able  to  these  cases  ?     So  strong  was  my  belief  in  this  ponib 
four  years  ago,  with  the  courage  <»f  c«»n\  -jet  ion.  in  th  ddl. 

aged  man  with  obstruction  due  to  a  malignant  stricture  in  tl 
flexure,    I    excised    the    enormously    distended    colon.     Though    his 
abdomen  was  much  distended,  solely  by  the  enlarge  d  « -<,|,,n.  i 
condition  was  good,  and  I  decided  on  the  ground  mentioned 
the  colon.     All  went  well  till  the  middle  of  tin    transYi  n  was 

reached,  and  there  the  tension  caused  a  leak  dillicult  to  I. lock.     DuruiL' 
the  further  course  of  the  operation  this  happened  at    -everal  other 
places,  and  at  each  some  contamination  of  the  peritoneum  was  i 
able,  with  the  result  that  the  patient,  though  apparently  well  imme- 
diately after  the  operation,  died  of  peritonitis.     On  opening  th»    dis- 
tended colon  it  was  found  to  be  leaking  at  the  position  of  ul 
of  which  had  nearly  perforated.     With  this  unfortunate 
mind  as  a  guide  to  some  modification  in  technique.  I  would  still  venture 
in  selected  cases  on  excision  of  the  distended  colon  and  immediate 
anastomosis  of  the  ileum  to  the  portion  remaining.     This  perhaps  i» 
one  of  the  directions  in  which  we  may  hope  for  further  imp: 
results,  but  more  must  be  expected  from  earlier  diagnosis,  and  the 
means  by  which  this  may  be  made  are  of  first-rate  ini|>ortai 

A  patient  of  middle  age,  who  is  complaining  of  constipation  and 
increasing  difficulty  in  securing  a  normal  evacuation,   with   pcrhupt 
occasional  diarrhoea  and  bloody  discharge,  should  he  regarded   with 
suspicion.     If  there  be  attacks  of  pain,  accompanied  l>y  wind  rumb- 
lings and  visible,  palpable,  or  audible  evidence  of  increased  i 
the  probabilities  of  a  malignant  stricture  of  the  colon  arc  % 
If  the  caecum  becomes  visibly  distended  during  the  attack 
this  is  almost  certainly  due  to  a  block  in  the  colon  below.     What  is  t-> 
be  done?     First  a  rectal,  then  a  sigmoidoscopic,  examination  should 
be  made  to  confirm  or  exclude  the  presence  of  a  growth  within  reach 
of  the  finger  or  the  instrument.     These  methods  have   now  almost 
received  due  recognition.     An  even  more  useful  met  IKK!,  the  opa<pic 
enema  and  o>ray  examination,  has  not  yet  attained  to  the  position^ 
merits  deserve.     An  o>ray  examination,  made  after  the  admmist: 
of  an  opaque  enema,  can^show  that  a  stricture  is  pn 
its  exact  position.     The  rule  now  is  that  patients  are  sent  to  the  surgeon 
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only  when  they  have  developed  obstruction,  and  until  this  is  altered 
much  improvement  in  the  results  cannot  be  expected,  three  serious 
operations  still  being  rendered  necessary.  Thus  the  most  important 
advancement  in  the  treatment  of  these  cases  depends  chiefly  upon  the 
skill  in  diagnosis  of  the  practitioners  and  physicians  who  see  them  first. 
It  is  now  generally  accepted  surgical  knowledge  that  immediately 
successful  operations  for  cancer  of  the  colon,  when  performed  on  the 
well-known  principles  of  wide  excision  of  the  growth  and  the  lymphatic 
area  into  which  it  drains,  are  followed  by  a  larger  number  of  permanent 
recoveries  than  are  operations  for  the  majority  of  cancers.  Jamieson 
and  Dobson  have  described  in  detail  the  lymphatics  of  the  colon,  and 
have  suggested  what  portion  of  the  intestine  should  be  removed  to 
make  a  complete  operation.  It  remains  for  surgeons  who  operate  upon 
these  cases  to  make  themselves  masters  of  a  satisfactory  technique. 

The  dangers  common  to  all  these  operations  arise  from  shock, 
haemorrhage,  and  sepsis. 

Shock  is  quickly  produced  and  soon  becomes  profound  when  dis- 
tended, tense  intestines  are  roughly  manipulated  and  exposed.  Physio- 
logical difficulties,  which  have  not  yet  received  the  recognition  they 
deserve,  may  make  serious  addition  to  it.  For  example,  removal  of 
the  splenic  flexure  of  the  colon  in  a  cobby,  stout,  muscular  patient  who 
continues  obstinately  rigid  under  the  anaesthetic  is  an  entirely  different 
undertaking  from  the  same  operation  on  a  lax,  thin,  flabby  individual 
satisfactorily  anaesthetized. 

Haemorrhage  is  a  special  danger,  because  mass  ligatures  of  invisible 
vessels  surrounded  by  a  fatty  envelope  are  often  necessary.  The  risk 
can  only  be  averted  either  by  systematic  dissection  and  ligature  of  the 
main  supply  trunk,  or  by  careful  ligature  in  small  separate  bundles  of 
each  portion  of  mesentery.  A  half-inch  stump  should  be  left  beyond 
the  ligature  to  prevent  slipping. 

Sepsis  is  the  greatest  danger  of  all,  for  post-mortem  examinations 
prove  that  the  majority  of  cases  have  died  of  septic  peritonitis. 

A  few  surgeons  have  already  learned  how  these  difficulties  and 
dangers  may  be  averted,  and  have  proved  that  excision  of  the  colon 
can  be  done  as  safely  as  appendicectomy.  It  is  the  duty  of  all  who 
undertake  these  operations  to  learn  their  methods. 

In  obstruction  cases  the  first  operation  has  often  to  be  limited  to 
relief  of  the  obstruction.  In  a  paper  of  mine  on  intestinal  obstruction 
published  in  the  Edinburgh  Medical  Journals  of  July  and  August,  1904, 
I  advocate  drainage  by  caecostomy,  stating  that,  "  The  pressure  of  the 
intestinal  contents  is  greater  in  the  caecum  than  elsewhere,  and  conse- 
quently, patchy  gangrene  of  it  may  occur,  wherever  the  obstruction  in 
the  colon  may  be.  The  caecum  is  sufficiently  movable  to  be  drawn 
forward  with  ease,  and  a  caecostomy  opening  in  the  right  iliac  fossa  is 
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well  out  of  the  way  of  subsequent  incisions:  beno   th.   ,(..„..  ,,i  ih.> 

p:irt  of  tlu-  colon." 

This  simple  operation  in  cases  seriously  ill  can  I..    , 

local  anesthesia  :  but  many  patients  with  obstruction  n 

well  enough  to  allow  of  median-line  <  \p!orat  K.I,  ,,,„• 

thctic.  ami  unless  f  !„•  alulonin,  is  I,  use  or  nmrh  .lish  n.|..i  • 

to  be  done.     If  the  exploration  si,,,  us   that   an   mop,  n.U-     :i,,uih  ,s 

present,  a  permanent  colostomy  in  tin-  most   suitable  p. 

made  at  onee,  further  useless  operation   }><  in-j  avoided,      hum 

exploration  it  is  also  possible  to  loea  I  i/.e  !he  .jn,\\ih  u  I  gnkb    to  'uture 

action,  and  to  ascertain  the  prrsene.-  or  ahsenre  of  MCOncUurj   «l- 

in  the  peritoneum,  glands,  or  liver  be  for.    ma  km-  . 

After  excision  of  the  growth  au  anastomosis  is  mad-    M  m   / 
107,  108,  109,  and  110.     About  two  weeks  later  the  ea  costomy  up 
is  closed  by  an  easy  and  safe  operation. 

MULTIPLE  PAPILLOMATA  OF  THE   RECITM    \\i>   PI.I.VK    COLON, 

CASE.  —  A  boy,  age  13.     In  Aug.  1908.  a  largr  rectal  polypus  u;i 
His  symptoms  —  diarrhoea,  bleeding  and  prolapse  (hiring  def:ecati..n     .|in<  kl\ 
recurred.     With  the  sigmoidoscope  (Hamilton  Driiininoiiii)  mini. 
papillomata  could  be  seen  occupying  the  interior  of  tlu    visihl- 

My  house  surgeon,  Mr.  Saint,  reminded  inr  that  I  had  told  him  ..f  mult  ipl> 
papillomata  of  the  larynx  cured  by  the  rest   following   t  raeh<  nt..m\ 
acting  on  his  suggestion  I  opened  the  boy's  abdomen  on  April  I 

Exploration  showed  that  the  growths  did  not  extend  higher  than  tin- 
lower  portion  of  the  iliac  colon,  and  I  did  a  left  inguinal  colostnmy  above 
the  diseased  part  of  the  bowel. 

After  the  operation  all  faeces  passed  through  the  artificial  anus. 
twice  daily  the  patient's  mother  washed  out  his  lower  bowel   from 
and  from  below  with  sterile  salt  solution.     By  a  second  operation,  per: 
on  Oct.  24,  1911,  eighteen  months  after  the  first  one.  tin  eolosti.ni>  •  ; 
was   closed.     Before   this   was   done   repeated   si«:moidi»sc..pic   «  nun 
showed  no  signs  of  growth. 


The  boy  has  not  had  any  trouble  since  ;  there  is  no  si-jn  ,,f  n-eur- 
rence  ;  and  he  is,  as  you  see,  in  excellent  health  >  ears  alt.  r  <  l..sun  of 
the  colostomy  opening. 

A   SPECIMEN  OF  IDIOPATHIC   DII.AI  \rio\    <»i    TIM:   COLON, 
This  was  removed  from  a  fair,  thin,  delicatc-lookim:  i:iH.  who 

was  admitted  to  Dr.  Drummond's  wards  for  intestinal   oS.stru. 
history  was  one  of  indefinite  life-long  bowel  trouble  without  M  rious  p;im  tint 
thirteen  weeks  before  admission.     Since  then  she  had  been  troubled   wit  I 
serious  abdominal  pains,  coming  on  at  frequent  intervals,  aeeon.p.- 
loud  wind  rumblings.     On  admission,  her  abdomen  was  enonnoori)  -h- 
and  prominent  in  the  centre.     Forcible   peristalsis   of   th.-   ..hliqur 
pattern  was  pronounced,  and  she  was  obviously  Berioud}  il 
I  offered  was  acute  obstruction  of  the  small  intestine  due 
stricture  near  the  end  of  it. 
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On  opening  her  abdomen  (May  3,  1913)  the  enormous  sigmoid  protruded 
into  the  wound,  and  it  was  then  discovered  that  the  abdominal  swelling 
was  due  to  enlargement  of  the  whole  colon  (Fig.  111).  The  small  intestine 
was  not  distended.  The  diameter  of  the  ascending  colon  was  estimated 
by  the  registrar  to  be  five  inches.  The  end  of  the  ileum  was  cut  across 
and  the  whole  colon  was  resected.  An  anastomosis  was  then  made  between 
the  rectum  and  the  cut  portion  of  the  ileum,  and  a  tube  was  passed  through 
the  anus  into  the  rectum  and  ileum,  and  left  there,  after  Lane's  method. 

The  operation  itself  was  well  borne  ;  but  her  condition  after  it  was 
never  satisfactory,  and  she  died  ten  days  after,  on  May  13,  with  constant 
diarrhosa  which  nothing  checked. 

The  case  is  an  interesting  one  because  careful  physical  examination 
did  not  guide  us  to  a  correct  diagnosis.  If  the  condition  of  the  patient 
had  allowed  of  delay,  it  is  probable  that  an  opaque  enema  and  o>ray 
examination  would  have  made  it  perfectly  clear. 


Fig.  111. — Shows  the  enormously  enlarged  colon. 
The  smaller  inset  figure  is  that  of  a  normal  colon,  from  a  child  of  the  same  age. 

The  surgical  treatment  might  perhaps  be  improved  upon.  It  is 
possible  that  if,  as  soon  as  I  had  discovered  the  true  condition,  I  had 
emptied  the  colon  through  a  rectal  tube — which  would  have  been  easy 
because  of  the  extreme  dilatation  of  the  whole  colon — had  done  a 
caecostomy,  and  had  removed  the  colon  later  when  the  patient's  health 
had  improved,  the  result  would  have  been  different. 

The  pathological  cause  of  this  and  the  allied  conditions  in  other 
hollow  viscera  is  still  disputed.  In  this  case  it  was  evident  that  any 
ordinary  mechanical  obstruction  was  not  the  cause.  The  whole  colon 
from  caecum  to  anus  was  involved.  My  suggestion  as  regards  all  of 
them  is  that  the  cause  is  a  neuromuscular  one,  and  that  the  obstruction 
is  due  to  inco-ordination. 
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>04)  the  following  sentence  occurs  : 

"More  than  once  in  obstruction  situated  between  fcl 

h       ri'   7"    !l'"   Il'";m   '"""•<1""' 

has  been  detention,  gangrene,  and  perforati  ......  I 

and  death  from  peritonitis  a  few  weeks  after  tin 

have  drawn  attention  before  to  tin-  self-,  v,,|,  nt   likelihood  of  this 
accident-self-evident  if  tin-  usual  competency  „,-  „„ 
to  resist  the  escape  of  any  of  the  caeca]  contents  backwardl  be  r.  m,  m- 
bered—  it  does  not  seem,  judging  by  recorded  cases,  to  bmvc  md  uith 
universal  recognition." 

Eleven  years  later  I  have  learned  that  this  method  u  actually  now 
taught  in  some  of  our  medical  schools,  and  in  a  recent   b 
practised  in  the  operative-surgery  classes.     Consequent!  .till 

necessary  to  tell  what  may  happen  when  this  operation  is  doi  I 

an  obstruction  exists  in  the  colon,  and  an  anastomosis  is  ,,. 
the  ileum  and  the  colon  below  the  obstruction,  the  ca  •cum  is  likeh 
burst,  and  must  do  so  if  the  obstruction  is  complete  and  the  i] 
valve  is  competent.     It  will  do  so  if  the  ileum  is  not  divided,  because 
however  large  an  anastomotic  opening  be  made,  most  of  the  inl 
contents  pass  the  opening  and  follow  their  normal  route.      |        .Ml.,| 
this  in  early  days  when  trying  to  cure  fistulous  openings  in  the 
by  anastomosing  the  ileum  and  sigmoid.     If  the  ileum   * 
at  the  same  time,  the  rupture  would  be  delayed,  but  would  eventually 
take  place  with  no  less  certainty,  from  retention  in  the  ca-eum  <»f  its 
secretions. 

The  same  principle  that  is  violated  in  this  operation,  as  illustrattd 
by  the  case  from  which  the  first  specimen  (Fig.  112)  was  remove.! 
applicable  in  a  larger  field,  as  proved  by  the  second  specimen  (Fig.  1  I 

The  first   operation  in  both  cases  was  done  by  specially  distin- 
guished  surgeons,  not  of  this  city. 

The  drawings  \vere  made  by  D'Oyly  GraiiLf      1  .!>'.(  .>.. 
Bartholomew's  Hospital,  London,  from  the  specimens. 

CASE  1.  —  A   man,    age   66,    eight   weeks   before   his   admission    t..    the 
Infirmary    was    operated    upon    for    chronic    intestinal    obstruction.       il  - 
doctor  told  me  he  had  learned  that  the  operation  slm\\<  d  the  cause  to  h 
malignant   growth   in   the   colon,   which   was  considered    irremovable.     An 
anastomosis  had  been  made  and  the  growth  was  left   alum-.     The  din-tor 
did  not  know  where  the  anastomosis  had  been  made,  hut  the  patient  was 
now  as  bad  as  ever.     When  I  saw  the  man  it  was  obvious  that  his  «  a  enm 
was    enormously    distended    and    contained    a    quantity    of    fluid.     Dur 
examination  his  caecum  could  be  felt  and  seen  to  liardrn  and  eoiitnut.  just 
as  a  uterus  in  labour  would,  and  he  groaned  with  pain.     On  -  ->f 

caecum  during  relaxation  there  was  marked  splashing.     His  wif<-  told 
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that  the  night  before  he  left  home  she  "could  get  no  rest  for  the  noises 
made  by  her  husband's  inside." 

My  diagnosis  was  that  the  anastomosis  had  been  made  between  his 
ileum  and  sigmoid,  and  this  was  confirmed  by  the  operation  on  Sept.  13, 
1913.  A  large  malignant  growth  was  found  in  the  transverse  colon.  It 
was  attached  to  and  infiltrating  the  greater  curvature  of  the  stomach,  and 
there  were  many  large  glands  in  the  transverse  mesocolon,  but  no  secondary 
growths  apparent  in  the  liver  or  in  the  peritoneum,  except  in  the  neighbour- 
hood of  the  growth.  The  lower  eight  inches  of  the  ileum,  the  colon  up  to 
the  splenic  flexure,  the  whole  of  the  transverse  mesocolon  and  glands,  and 
the  lower  portion  of  the  stomach  and  omentum  were  excised  (Fig.  112). 


Fig.  112. — Shows  the  growth  in  the  transverse  colon  and  adherent  to  stomach. 
The  portions  excised  are  indicated  by  dotted  line. 

The  day  after  the  operation  the  patient  was  so  well  that  he  was  able 
to  read  a  newspaper,  and  he  went  home  recovered  on  Oct.  4,  1913. 

Dr.  Longbotham  reports  on  Aug.  12,  1915  (nearly  two  years  after  the 
operation)  :  "  He  was  quite  well  until  recently.  He  has  now  got  a  big 
mass  in  his  belly.  I  think  there  is  no  doubt  it  is  in  his  liver  ;  but  he  still 
gets  about,  and  in  fine  weather  goes  out.  He  is  undoubtedly  weakening, 
and  latterly  from  time  to  time  has  a  little  sickness,  but  his  bowels  act." 

For  many  years  in  inoperable  stricture  of  any  part  of  the  colon,  I 
have,  after  drawing  down  the  omentum.  made  an  anastomosis  over  it 
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111 ' xiir"!""'- 

The  spedmen  removed  (F^.  118)  consist    ,,,  th 

"ir<rl""a'"1;'l>l'","llN-m"1""  :ls' B«dt«n«ver«  coin 

£?J£* ' ',    V a"h "  ;'";'"1"'1    Tl" """ 

band  of  the  CBCum  l,,,s  been  torn  across  by  the  intn, 

due  to  the  enormous  ,lisi,  nt ,,r  it,  ,,IV|1  .,  MN 

beyond  the  growth  thr  ml,,,,  j.,  M,i.,ll  ;,,,,|  j|s  ».,|K  tin,, 


113.  —  Shows   the   growth   inliltratiiii/  tlic  u-.  -in«, 


CASE  2.  —  A  very  stout  lady,  age  62.  had  iimuiiiMl  (  .,|,,st,,in\   |.rrf..nn«  .1 
for   chronic    intestinal    obstruction,    due    to    tii^hly-situatcil    r«  tnl    . 
which  was  said  to  be  irremovable.     The  oprrat  ion   \vux  <i,.n«    |.\    .ji\i.lui-_' 
the  sigmoid  colon  about  its  middle,  closing  thr  Imvrr  «n«l.   rrturninu  it   to 
the  abdomen,  and  bringing  the  upper  end  outside-  to  form  an  artificial  ami-. 
For  six  months  after  the  operation  the  patient   was  entirely  relieved  from 
all  serious  symptoms  and,  except  for  occasional  discharge  from  the  D 
anus,  had  little  trouble.     At  the  end  of  this  time  ^li<    bewail  t«»  have  pain 
associated    with    increasing   anal    discharge    and    lia-nn.r  Nhieh    \»«-n 

relieved  by  washing  out  the  bowel  through  a  catheter  :;nd  tin-  UM  ..f  in. 

I  was  asked  to  see  her  because  this  treatment  had  now  failed  i 
her,  and  found  a  large  cancerous  growth  in  the  rectum,  invading  the  p«- 
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vaginal  wall  and  fixed  to  the  uterus,  but  apparently  not  immovable  behind 
(Fig.  113).  Above  the  growth  the  bowel  was  distended  by  putrid  fluid, 
which  discharged  at  intervals,  giving  her  relief,  but  quickly  re-accumulated. 
It  was  sufficiently  obvious  how  this  trouble  had  arisen.  There  was  in- 
sufficient escape  for  the  putrid  rectal  contents  locked  up  by  the  growth 
below  and  the  operative  closure  above.  There  were  no  signs  of  secondary- 
deposits,  the  growth,  though  extensive,  still  appeared  to  be  local,  and  my 
proposal  to  attempt  to  remove  the  rectum  with  the  growth,  along  with  the 
uterus  and  the  upper  vagina,  was  accepted. 

The  operation  was  done  on  Jan.  11,  1911,  after  division  of  the  vaginal 
wall  and  perineum  and  removal  of  the  coccyx. 

Prof.  Stuart  Macdonald's  report  was — "  Both  portions  of  tissue  (growth 
and  gland  surrounded  by  fat)  show  widespread  infiltration  with  columnar- 
celled  carcinoma." 

Dr.  Adam  Wilson,  whose  patient  she  is,  writes  on  Aug.  11,  1915  (more 
than  four  and  a  half  years  after  the  operation)  : — "  Mrs.  -  -  expresses 
herself  always  as  being  '  perfectly  well,'  and  so  she  is — eats  well,  sleeps 
well,  and  gets  about  her  ordinary  household  and  social  duties  with  absolute 
comfort.  So  far  there  is  no  sign  of  any  recurrence  or  secondary  deposits, 
and  but  for  the  artificial  anus  she  is  '  perfectly  well.'  ' 
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operation       .  .  .  .  .  .      287 

Phlebitis,  wounded  peritoneum  pre- 
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fu-tal  heart  in  .  .  . .      .").">."» 

-  with  cancer        .  .  .  .  .  .      04!) 
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—  conclusions  on 
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-  after-history 

-  cases  of       ".  . 

-  operation      .  . 
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Pyosalpinx  (see  "  Uterine  Appendages  ") 
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-  double  operation  .  .        22 

-  signs  and  symptoms  of  disease    17 


Uterine  appendages,  surgical  treat- 
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(see  also  "  Ovary  "  and  "  Uterus  ") 
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—  operative  treatment  .  .  150 

-  with  pregnancy,  operation  1 63 
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-  haemorrhage  an  important  sign  94 
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—  endometritis,  gonorrhoea]        . .  244 
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-  nine  cases     .  .  .  .  .  .  89 

—  extra-uterine  pregnancy  8,  33, 
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—  diagnosis  of  .  .  171 

-  foetal  monstrosity  in 

—  operation      .  .  .  .  35 

-  rupture  of    .  .  . .  823 

-  fibromyoma        .  .          .  .          .  .  415 

-  haemorrhage  from         .  .  .  .  18 

-  erratic  .  .  .  .  .  .  243 

-  hysterectomy,  abdominal        .  .  361 

—  discussion  on  . .          . .  259 

-  operation      .  .          .  .          .  .  242 

-  suprapubic,  rules  for          .  .  95 

-  supravaginal  .  .  .  .  825 

-  vaginal          .  .          .  .  .  .  134 

-  inverted  189 

-  malignant  disease  of    .  .          .  .  89 

-  metrorrhagia,    importance    of, 

after  menopause        .  .          .  .  94 

-  myoma,  red  degeneration        .  .  728 

-  pregnant,  mistaken  for  ovarian 

tumour  .  .          . .          .  .  29 

-  rupture  of  .  .  824 

-  ventro -suspension  of    . .         . .  703 

VAGINA,  epithelioma  of,  operation  7l£ 

Varicocele,  lipoma  of  cord  .  .  355 

Veins,  thrombosis  of          .  .  .  .  453 

Volvulus 829 

Vomit,  blood  in       . .          .  .  .  .  740 

Vomiting      . .  545,  563,  740,  770 

(see  also  "  Intestinal  Obstruction  ") 
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N    INTRODUCTION  TO   SURGERY.      By  RUTHER- 

FORD  MORISON,  M.A.,  M.B.,  F.R.C.S.  Edin.  and  Eng.  ;  Prof,  of 
Surgery,  University  of  Durham;  College  of  Medicine,  Newcastle-on-Tyne ; 
Senior  Surgeon  Royal  Victoria  Infirmary,  Newcastle-on-Tyne  ;  and  Examiner 
in  Surgery  in  the  University  of  Liverpool. 

The  object  of  this  volume  is  to  elucidate  those  fundamental  general 
principles  of  Diagnosis  and  Treatment  upon  which  all  true  Surgery  must  be 
based.  When  these  are  clearly  grasped — for  they  hold  the  key  to  many  a 
difficult  problem— the  student  and  practitioner  cease  to  be  overwhelmed  by 
the  otherwise  seemingly  endless  complications  which  are  often  met  with  in 
the  wards,  and  in  daily  practice. 

"  We  find  it  extremely  suggestive,  it  contains  very  much  not  to  be  found  in  most  works  on 
the  subject  ;  it  is  copiously  illustrated  with  excellent  pictures  and  diagrams,  and  in  our  opinion 
Mr.  Morison  has  been  singularly  successful  in  carrying  out  his  purpose.  .  .  .  There  is  so  much 
that  will  evoke  the  agreement  of  all  surgeons,  that  we  can  well  excuse  a  little  dogmatism  on  a 
few  points  .  .  .  particularly  when  the  aim  of  that  dogmatism  has  been  explained.  We  hope 
the  book  will  attain  to  many  subsequent  editions,  and  that  it  will  not  undergo  enlargement  sum- 
dent  to  transmute  it  beyond  recognition.  It  has  a  reason  and.character  of  its  own." — Lancet. 

"We  wish  that  every  student  beginning  the  study  of  surgery  could  have  placed  in  his  hands 
thi-;  little  work.  .  .  .  Even  practitioners  will  profit  by  being  made  to  see  the  great  funda- 
mental principles  underlying  their  daily  and  often  tiresome  routine." — Brit.  Med.  Jour. 


A  QUARTERLY  JOURNAL  DEVOTED  TO  SURGERY. 

Single  Numbers  7/6  net.     Subscription  25 /-  per  annum. 
Or  ;    The  Complete  Volume,  handsomely  bound  in  its  own  case,    30 /-  net. 

Published  in  July,  October,  January,  and  April. 

"T"HE     BRITISH    JOURNAL    OF     SURGERY.     Under 

J-       the  Direction  of  the  following  Editorial  Committee  : 

SIR  BERKELEY  G.  A.  MOYNIHAN  (Leeds),   Chairman. 

GEORGE   E.    ARMSTRONG    (Montreal)  Sir  ALEXANDER  MACCORMICK  (Sydney) 

GILBERT  BARUNG  (Birmingham)  Sir     GEO.     H.     MAKINS,    K.C.M.G.,   C.B. 

Sir  WILLIAM  BENNETT.  K.C.V.O.  (I,ond.)  (Condon) 

JAMES  BERRY  (London)  HENRY   A.   MOFFAT  (Capetown) 

FREDERIC  F.  BURGHARD,  C.B.d.ond.)  RUTHERFORD      MORISON     (Newcastla- 

FRANCIS    M.    CAIRD    (Edinburgh)  on-Tyne) 

Sir  W.  WATSON   CHEYNE,    Bart.,   C.B.  Sir   HENRY   MORRIS,    Bart.    (London) 

(London)  Sir  THOMAS  MYLES  (Dublin) 

W.  H.  CLAYTON-GREENE  (London)  R.   H.   PARRY   (Glasgow) 

HERBERT  s.  CLOGG  (London)  D-ARCY  POWER  (London) 

EDRED    M.    CORNER    (London)  SIDNEY  W.  F.  RICHARDSON  (Capetown) 

THOS.    CRISP    ENGLISH    (London)  JAMES  SHERREN  (London) 

CHARLES   H.   FAGGE   (London)  THOMAS  SINCLAIR   (Belfast) 
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Established  three  years  ago,  each  part  contains  about  150  pages,  and  is 
made  up  of  Original  Papers,  Critical  Reviews,  Descriptive  Accounts  of 
Contemporary  Surgery  in  other  Countries,  Short  Notes  of  Rare  and  Obscure 
Cases,  Reviews  of  Surgical  Books,  etc.  The  general  dress  and  appearance 
is  of  the  highest  character,  and  the  illustrations  are  a  prominent  feature. 

The  Journal  is  written  by  Surgeons,  and  it  is  the  earnest  endeavour  of 
the  Editorial  Committee  and  the  Publishers  to  present  to  English  readers 
the  world  over  all  that  is  best  in  the  Surgery  of  the  Empire  in  the  brightest 
and  most  attractive  form. 
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by  emergencies  demanding  surgical   interference.       I  .ible»  Operating 

Surgi-cins  who  are    unacquainted   with   the   dr:  practice  to 

compare  those  methods  with  their  own. 


Fourth    Edition.     AYr/sv</  ,n/«/  /:»i/,ir/j»-,/      9  6 

OYNOPSIS   OF    srkC.KKV.     For   Stud 

O     tioners.     By  EKNI-ST    \V.    Ihiv    GROVES,    M^       M.I-          -c.  (Lood.). 

F.R.C.S.  (Eng.)  ;     Surgeon    Bristol    (  ieneral   llospit.il       L«v  turrr   on    Surgery. 
Bristol  University.     Illustrated  with  num-  ting*. 

"Gaining  knowledge  is  one  thing:    retaining  it  for  ready  use  i»  another. 
and    equally   important."     This  book   has   pro  nderful   help  in  both 

particulars. 


Ready.      Dcniy  Svo.     With   13o  Illnstnitunt^.     76. 

ON     MODERN    METHODS    OF    TKI-.AT1NV,     I  K  \i 
TUKES.     By  KKNI.ST  \V.  !h;v  (iKovM  -:.  (Lood.). 

F.R.C.S.  (Eng.)  ;    Surgeon    Bristol   General    Hosp.  ;    lecturer  on    Surgery. 

Bristol  University. 

This  book   embodies   the   experimental  and  clinical  work  of  the  air 
including   that  which   formed   the  subject  of  his  Hunterian   Lectu 
An  endeavour  is  made  to  examine  critically  the  various  methods  of  Fracture 
Treatment  which  have  arisen  since  the  discovery  of  the  These  are 

—  the  Methods  of  Massage  and  Mobilization  ;    Treatmerv  -.sion.  both 

by   adhesive    plaster    and    by    transfixion  ;    Operative    Fixation       and    Bone 
Grafting. 

Crown  Svo.     3/6  net. 

APPENDICITIS  :  A  PLEA  FOR  IMMI  PI  \  1  1   <  ] 
By  EDMUND  OVVKN,  F.R.C.S.,  D.Sc.  (Hon.).  Late  Surgeon  to  the  1 
Hospital;    Consulting  Surgeon  to  St.  Mary's  Hospital,  and  to  the  I  •: 
Sick  Children,  Great  Ormond  Street.  London.     The  object  of  this  \olutne  i*  to 
help  in  making  early  operation  the  routine   treatment   of    Appendicitis.     The 
author  insists  that  safety  in  the  treatment  of  Appendicitis  can  be  obtained  only 
by  early  recognition  of  the  disease  and  by  prompt  operation. 


Now  in  the  Press.     Demy  Svo.     Profusely  illustrated  with  striking 
diagrammatic  Drawings.     8/6  net. 

HANDBOOK    OF     LIGATURES    AND     AMl'l 

TIONS.  For  Students  and  Practitioners.  By  A.  BKOCA.  Trot- 
Operative  Surgery  at  the  Faculty  of  Medicine  of  Paris.  Authorized  Trai 
by  ERNEST  WARD,  M.A.  (Camb.),  M.D.,  F.R.C.S.  With  510  Illustratio 

Text. 
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THREE     COMPANION     VOLUMES. 

Now  Ready.     7th  Edition,  20th   Thousand,  over  1,100  pp.     Fully  revised, 
and  with  additional  Articles  and  Illustrations.     21 /-  net. 

AN    INDEX    OF    TREATMENT.     Edited    by    ROBERT 
HUTCHISON,   M.D.,   F.R.C.P.,  Physician  to  the  London  Hospital  ;   and 
JAMES  SHERREN,  F.R.C.S.,  Surgeon  to  the  London  Hospital.     Together  with 
87  Special  Contributors*     A  complete  Guide  to  Treatment  in  a  form  convenient 
for  reference. 

First  Large  Edition  exhausted  in  Six  Months. 

In  the  Press.     New  and  greatly  enlarged  Edition,  fully  revised,  with 

many  New  and  Original  Coloured  Plates,  and  other  Illustrations. 

Demy  8vo. 

Orders  accepted  up  to  date  of  Publication  only,  at  30/-  net. 

A  N    INDEX    OF    DIFFERENTIAL    DIAGNOSIS    OF 

r\  MAIN  SYMPTOMS.  By  HERBERT  FRENCH,  M.A.,  M.D.  (Oxon.), 
F.R.C.P.  (Lond.),  Assistant  Physician,  Guy's  Hospital.  Together  with  21 
Special  Contributors.  This  work  aims  at  being  of  practical  utility  whenever 
difficulty  arises  in  deciding  the  precise  cause  of  any  particular  symptom.  It 
covers  the  whole  ground  of  Medicine  and  Surgery.  The  volume  deals  with 
Diagnosis  from  a  standpoint  which  is  unique.  It  is  an  Index  in  that  its  articles 
are  arranged  in  alphabetical  order  ;  it  is  a  work  upon  Differential  Diagnosis  in 
that  it  discusses  the  methods  of  distinguishing  between  the  various  diseases  in 
which  each  individual  symptom  may  be  observed.  Whilst  the  body  of  the  book 
thus  deals  with  Symptoms,  the  General  Index,  containing  some  50.000  refer- 
ences, gathers  these  together  under  the  various  D.iseases  in  which  they  occur. 


Demy  8vo.    Cloth.     21 /-  net. 

N    INDEX    OF    PROGNOSIS   AND   END-RESULTS 

OF  TREATMENT.  Edited  by  A.  RENDLE  SHORT,  M.D.,  B.S., 
B.Sc.  (Lond.),  F.R.C.S.  (Eng.),  Senior  Assist.  Surgeon  Bristol  Royal  Infirm.  ; 
Lecturer  on  Surgery,  University  of  Bristol.  In  conjunction  with  23  Special 
Contributors.  The  principal  aims  of  this  Volume  are  :  (1)  To  set  forth  the 
Results,  and  particularly  the  End-results,  of  various  methods  of  Treatment,  in 
such  a  form  as  will  enable  the  Practitioner  to  obtain  a  fair,  unbiased,  reasoned 
opinion  as  to  the  prospects  of  securing  for  his  patient  permanent  relief,  and 
the  risks  of  such  treatment ;  (2)  To  furnish  data  by  means  of  which,  apart 
from  the  question  of  Treatment,  one  may  seek  to  arrive  at  an  accurate  forecast 
of  what  will  probably  happen  to  the  individual  patient. 


Nearly  Ready.     Crown  8vo.     5/-  net. 

WHEN    TO    ADVISE    OPERATION    IN    GENERAL 
PRACTICE.     By  A.  RENDLE    SHORT,    M.D.,  B.S.,   B.Sc.   (Lond.), 
F.R.C.S.    (Eng.),    ex-Hunterian    Professor;     Examiner    for   First    F.R.C.S.; 
Senior  Asst.  Surgeon  Bristol  Royal  Infirmary  ;   Lecturer  on  Surgery,  University 
of  Bristol  ;     Surgeon  to  Clifton  College  ;     Captain  R.A.M.C.T. 

The  principal  difference  between  a  safe  and  a  dangerous  doctor  is  that 
the  first  knows  when  to  advise  an  operation,  and  the  second  does  not. 

In  purely  medical  cases  it  is  seldom  that  life  and  death  hang  on  the 
prescribing  of  a  particular  remedy.  But  it  is  too  common  for  lives  to  be 
sacrificed  because  a  case  of  appendicitis,  cancer,  intestinal  obstruction,  or 
empyema  is  temporized  with  until  too  late.  On  the  other  hand,  to  operate 
needlessly  is  highly  immoral  and  dangerous. 

An  attempt  is  made  in  this  book  to  give  the  best  guidance  available  at 
the  present  time  towards  the  formation  of  a  sound  judgement  in  difficult 
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